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THE  PHYSIOLOGY  OF  THE  LIVER.* 

By  FRANK  C.  MANN,  M.  D.,  Rochester,  Minnesota. 

Division  of  Experimental  Surgery  and  Pathology. 

The  Mayo  Foundation. 

The  functions  of  the  liver  are  too  numerous, 
too  varied,  and  too  important  to  attempt  a com- 
prehensive discussion  of  them  in  a single  pa- 
per, and  rather  than  present  an  incomplete 
general  review  of  the  physiology  of  this  great 
organ,  I shall  discuss  those  phases  of  its  func- 
tion which  appear  to  be  of  the  most  import- 
ance to  clinical  medicine,  and  also  those  which 
bear  some  relation  to  the  phases  to  be  discussed 
in  this  symposium. 

In  order  to  appreciate  fully  the  functional 
significance  of  the  liver  a few  facts  concerning 
its  anatomy  are  essential.  One  of  the  most  im- 
portant anatomic  considerations  is  its  double 
blood  supply,  arterial  and  venous.  Arterial 
blood  enters  the  liver  under  the  pressure  in 
the  arterial  system  and  the  outflow  through 
the  gland  is  under  the  control  of  the  intra- 
hepatic  vasomotor  system;  this  portion  of  the 
hepatic  blood  supply  is  similar  to  that  of  other 
organs.  On  the  other  hand,  the  blood  enter- 
ing  the  liver  through  the  portal  vein  is  under 
low  pressure,  as  found  in  the  venous  system, 
and  the  amount  is  controlled  mainly  by  the 
vasomotor  mechanism  of  the  vascular  areas 
forming  the  portal  system.  The  liver  is  unique 
among  organs  in  that  the  control  of  by  far  the 
largest  amount  of  blood  flowing  through  it 
resides  in  a vascular  area  outside  the  organ. 

Another  anatomic  detail  of  the  liver  which 
is  of  great  physiologic  significance  is  the  or- 
ganization of  the  unit  of  the  liver  on  a dual 
basis.  The  duct  system  is  emphasized  from 
one  standpoint,  while  the  minutia  of  its  circu- 
' lation  is  emphasized  from  another  standpoint. 
However,  anatomically  the  latter  appears  the 
more  important,  which  suggests  that,  for  the 
most  part,  the  activity  of  the  liver  is  associ- 
ated with  an  exchange  of  substances  carried 
to  the  organ  and  discharged  from  it  into  the 
blood. 

The  liver  should  also  be  considered  anatom- 
ically and  physiologically  as  composed  of 

•Read  by  invitation  as  part  of  the  symposium  on  The  Liver 
before  the  fifty-seventh  annual  meeting  of  the  Medical  Society 
of  Virginia,  at  Norfolk,  October  12-15,  1926. 


two  organs.  The  cellular  component  of  the 
liver  which  is  responsible  for  most  of  its  speci- 
fic activities  is  the  hepatic  cell.  This  char- 
acteristic histologic  unit  is  not  found  elsewhere 
in  the  body  and  on  it  depend  the  manifold 
functions  of  the  liver  with  regard  to  the  se- 
cretion of  the  bile,  the  specific  activities  of  the 
organ  in  various  phases  of  metabolism,  and  so 
forth.  On  the  other  hand,  partially  lining 
the  blood  spaces  surrounding  the  trabeculae  of 
hepatic  cells  are  other  characteristic  cells,  the 
so-called  stellate  cells,  which  have  entirely  dif- 
ferent functions  from  the  hepatic  cells  and  are 
seemingly  similar  to  cells  found  in  other  or- 
gans such  as  the  spleen  and  the  bone  marrow. 
The  stellate  cells  function  as  macrophages  and 
are  thus  of  importance  in  removing  foreign 
material  from  the  blood  stream  and  in  many 
other  similar  activities. 

The  function  of  the  liver  which  thus  far  has 
apparently  played  the  principal  role  in  clinical 
medicine  is  secretion  of  bile,  because  of  the  re- 
lation of  this  product  of  the  liver  to  many 
clinical  conditions,  such  as  jaundice  and  dis- 
ease of  the  biliary  apparatus.  However,  it  is 
probable  that  other  functions  are  really  of 
more  clinical  significance,  although  present 
knowledge  concerning  them  is  too  limited  to 
determine  this  point. 

Among  the  many  constituents  of  the  bile 
three  are  outstanding,  namely,  the  bile  salts, 
cholesterol  and  bilirubin.  Data  concerning  the 
relation  of  the  two  former  substances  to  hepa- 
tic function  are  very  incomplete.  Evidence 
seems  to  show  that  the  bile  acids  are  made  in 
the  liver,  although  this  has  not  been  proved. 
Neither  are  the  substances  from  which  the 
acids  are  made  definitely  known,  nor  if  they 
are  of  more  physiologic  importance  than  as 
an  agent  to  digest  fat.  In  this  connection  it 
should  be  noted  that  the  bile  salts  are  the  only 
true  cholagogues.  Definite  facts  concerning 
the  role  of  the  liver  in  cholesterol  metabolism 
are  too  few  to  warrant  this  discussion,  and 
this  point,  as  well  as  others  on  the  subject, 
awaits  further  investigation. 

Considerably  more  is  known  of  bilirubin 
than  of  the  other  important  constituents  of  the 
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bile.  In  the  past  it  was  generally  accepted 
that  this  pigment  is  made  in  the  liver,  hut  it 
has  been  proved  that  while  a small  amount 
forms  in  the  liver,  most  of  it  forms  in  the  bone 
marrow  and  spleen.  It  is  probable  that  the 
hepatic  cell  does  not  make  bilirubin  but  is  only 
the  agent  in  its  excretion  from  the  blood.  It 
is  obvious  that  this  conception  of  the  func- 
tion of  the  liver  in  relation  to  this  important 
constituent  of  bile  is  of  great  significance  with 
regard  to  the  clinical  conditions  of  jaundice. 

As  our  knowledge  of  carbohydrate  meta- 
bolism has  advanced  since  the  discovery  of 
glycogen  and  its  storage  in  the  liver,  so  the 
physiologic  importance  of  the  liver  has  ad- 
vanced. The  higher  forms  of  organisms,  such 
as  man,  require  a readily  available  source  of 
energy  which  will  permit  a wide  and  varying 
range  of  intensity  of  physiologic  activity.  The 
food  to  supply  such  energy  must  be  naturally 
abundant,  easilj"  assimilated,  readily  stored  in 
the  body  as  well  as  readily  transported  to  the 
tissues,  and  when  utilized,  must  yield  energy 
for  the  work  of  the  cells  and  the  production 
of  heat,  with  a minimum  of  easily  and  quickly 
eliminated  combustion  by-products.  Carbo- 
hydrates admirably  fill  these  requirements. 
They  are  the  most  common  of  foodstuffs  and 
are  readily  obtained.  In  general  they  are 
easily  digested.  They  are  absorbed  in  the  form 
of  glucose,  which  is  carried  by  the  blood  to 
the  tissues  where  it  is  burned,  producing  en- 
ergy for  work  and  heat.  Of  waste  products  the 
residue  of  the  combustion,  water  and  carbon 
dioxid,  are  the  most  easily  eliminated;  in  the 
form  of  glycogen  it  can  be  stored  in  the  liver 
and  muscles. 

However,  the  needs  of  the  organism  for  this 
source  of  energy  vary  greatly,  depending  on 
whether  the  body  is  at  rest  or  undergoing  phy- 
sical exertion.  Many  times  more  glucose  is 
needed  in  the  latter  condition  than  in  the 
former.  If  there  were  no  means  of  regulating 
the  amount  of  glucose  reaching  the  tissues,  the 
supply  would  fluctuate  greatly,  depending  on 
the  state  of  bodily  activity,  ingestion,  and  so 
forth,  and  there  would  be  plethora  during  the 
time  of  absorption  from  the  alimentary  tract 
and  deficiency  between  periods  of  feeding. 
During  physical  exertion  the  supply  might  be 
exhausted,  and  at  rest  the  organism  might  be 
flooded  with  glucose;  in  the  latter  condition 
much  of  the  glucose  would  be  lost  in  the  urine. 
It  can  readily  be  understood  that  in  order  to 
insure  an  available  supply  of  glucose  to  the 


tissues  at  all  times  under  the  varying  condi- 
tions of  ingestion  and  utilization,  a regulatory 
mechanism  is  absolutely  essential.  The  liver 
is  the  organ  which  maintains  this  regulatory 
mechanism. 

The  importance  of  the  liver  in  maintaining 
the  concentration  of  sugar  in  the  blood  has 
been  determined  by  a study  of  the  effect  of  its 
removal  on  the  the  blood-sugar  level.  Im- 
mediately after  removal  of  the  liver  the  blood- 
sugar  level  begins  to  lower  progressively. 
When  it  reaches  a certain  rather  definite  level 
a characteristic,  definite  group  of  symptoms 
appears;  they  usually  occur  in  an  order  which 
parallels  the  decrease  in  concentration  of  sugar 
in  the  blood.  If  glucose  is  injected  in  proper 
amounts  when  the  animal  is  moribund  and 
the  blood  sugar  is  low.  the  animal  immediately 
becomes  normal.  If  glucose  is  administered 
before  the  blood  sugar  has  decreased  to  a low 
level,  the  characteristic  symptoms  associated 
with  the  hypoglycemia  do  not  appear.  These 
results  prove  that  the  liver  maintains  the  nor- 
mal blood-sugar  level,  that  a certain  concen- 
tration of  glucose  in  the  blood  is  essential  to 
life,  and  that  by  the  proper  administration 
of  glucose  a rough  approximation  can  be  made 
of  the  activity  of  the  liver  in  maintaining  the 
blood-sugar  level. 

The  liver  not  only  is  essential  for  the  main- 
tenance of  the  normal  blood-sugar  level,  but 
it  is  also  responsible  for  all  the  increase  other 
than  that  due  to  the  ingestion  of  carbohydrate. 
For  instance,  when  the  pancreas  is  removed 
from  a dog,  the  blood  sugar  increases  and  the 
animal  becomes  diabetic.  If  the  liver  is  re- 
moved when  the  blood  sugar  is  high  follow- 
ing pancreatectomy,  it  immediately  decreases 
and  the  usual  hypoglycemic  symptoms  appear, 
but  this  occurs  at  a higher  blood-sugar  level 
than  in  the  normal  animal.  In  the  normal  ani- 
mal, whose  liver  contains  glycogen,  some  pro- 
cedures, such  as  asphyxia,  anesthesia  and  the 
administration  of  certain  drugs,  such  as  epine- 
phrin,  will  cause  transitory  hyperglycemia. 
This  increase  in  blood  sugar  will  not  occur 
after  the  liver  has  been  removed. 

The  amount  of  gWcogen  in  the  body  of  the 
normal  animal  is  about  equally  distributed  in 
the  liver  and  muscles.  When  the  liver  is  re- 
moved, the  gtycogen  of  the  muscle  decreases 
but  the  animal  will  die  in  a condition  of  hypo- 
glycemia, while  if  the  glycogen  in  the  muscles 
were  available  to  maintain  the  sugar  in  the 
blood,  life  would  be  sustained  for  a consider- 
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able  period.  No  evidence  has  been  obtained 
to  show  that  the  glycogen  of  the  muscle  is 
utilized  for  maintaining  the  blood-sugar  level 
and  if  any  is  thus  utilized,  it  is  entirely  inade- 
quate to  keep  the  blood  sugar  at  the  necessary 
level. 

While  the  importance  of  the  liver  in  regu- 
lating the  concentration  of  sugar  in  the  blood 
has  been  amply  proved,  the  mechanism  in- 
volved is  not  known.  One  of  the  most  inter- 
esting unsolved  problems  in  relation  to  the 
physiology  of  the  liver  is  the  manner  in  which 
it  maintains  the  level  of  blood  sugar  so  con- 
stantly within  narrow  limits. 

Since  the  liver  has  such  a responsible  posi- 
tion in  maintaining  the  blood-sugar  level,  it 
is  not  surprising  to  find  that  it  also  has  a 
very  important  function  in  protein  metabolism, 
particularly  with  that  portion  of  the  ingested 
protein  which  is  utilized  as  carbohydrate. 
Only  a part  of  the  protein  food  ingest.ed  is 
used  as  such,  and  the  remaining  portion  must 
be  utilized  otherwise.  Most  of  the  latter  por- 
tion is  deaminized,  the  nitrogenous  by-product 
excreted  as  urea,  and  the  remaining  protein 
converted  to  glucose.  The  liver  is  essential  for 
this  process  and  the  blood-sugar  level  is  main- 
tained, in  the  absence  of  available  carbohy- 
drate, by  making  glucose  from  protein.  The 
fact  that  the  liver  is  necessary  for  the  forma- 
tion of  urea  has  been  demonstrated  in  many 
ways  but  most  conclusively  by  a study  of  the 
nitrogenous  constituents  of  the  blood  and  urine 
of  an  animal  whose  liver  has  been  removed. 
If  the  liver  and  kidneys  are  removed  from  a 
dog  simultaneously,  the  urea  content  of  the 
blood  remains  the  same  or  falls  slightly  below 
its  preoperative  level.  The  decrease  is  due  to 
the  loss  of  urea  in  saliva  and  other  secretions 
of  the  alimentary  tract.  If  the  secretion  of 
urine  is  maintained  after  removal  of  the  liver, 
the  amount  of  urea  in  the  blood,  tissues  and 
urine  decreases  and  the  animal  may  become 
almost  urea  free.  If  the  kidneys  are  removed, 
and  some  time  later,  after  the  blood  urea  has 
greatly  increased  due  to  retention,  the  liver  is 
removed,  no  further  increase  in  the  urea  of  the 
blood  occurs.  There  is  a progressive  increase 
in  the  amino-acid  content  of  the  blood  fol- 
lowing removal  of  the  liver  and  injection  of 
amino  acids  in  the  dehepatized  animal  is  not 
followed  by  an  increase  of  urea.  These  experi- 
ments demonstrate  that  the  formation  of  urea 
depends  on  the  liver. 

The  liver  is  also  of  importance  in  another 


phase  of  protein  metabolism,  that  relative  to 
the  purines.  Another  important  nitrogenous 
by-product,  besides  urea,  is  uric  acid.  In  some 
species  of  animals  almost  all  the  nitrogen  is 
excreted  as  uric  acid,  while  in  other  species 
little  is  excreted  in  this  form.  The  dog  belongs 
to  the  latter  group.  Normally  there  is  only 
a trace  of  uric  acid  in  his  blood  and  very  little 
is  excreted  in  the  urine.  However,  after  the 
liver  has  been  removed,  uric  acid  appears  in 
the  blood  and  large  amounts  are  excreted  in 
the  urine.  AVhen  uric  acid  is  injected  into 
the  normal  dog  it  is  quickly  destroyed,  but 
when  it  is  injected  in  the  dehepatized  dog,  it 
remains  unchanged  in  the  blood  and  tissues  or 
is  excreted  in  the  urine.  These  experiments 
demonstrate  that  the  dehepatized  animal  can- 
not destroy  uric  acid.  What  bearing  this  fact 
may  have  in  a consideration  of  the  function 
of  the  liver  of  man  cannot  as  yet  be  deter- 
mined, since  normally  much  of  the  uric  acid 
is  not  destroyed  in  the  human  being.  On  the 
other  hand,  the  ability  of  the  dog’s  liver  to 
destroy  uric  acid  appears  to  be  more  easily  in- 
jured than  any  of  the  other  known  functions 
of  the  organ. 

Among  the  unsolved  problems  concerning 
the  activity  of  the  liver  is  the  relation  of  this 
organ  to  fat  metabolism.  It  is  not  as  yet 
known  whether  the  liver  is  of  any  great  sig- 
nificance in  fat  metabolism.  It  has  been  sug- 
gested that  the  liver  prepares  the  fat  for  oxida- 
tion, but  the  evidence  concerning  this  is  rather 
meager.  It  has  also  been  suggested  that  the 
liver  changes  fats  into  carbohydrates.  How- 
ever, such  a transference  of  foodstuffs  has  not 
been  conclusively  demonstrated.  If  it  does  oc- 
cur, in  view  of  the  predominant  position  of 
the  organ  in  carbohydrate  metabolism,  it  would 
not  be  unreasonable  to  believe  it  a part  of 
such  a process  also.  The  most  conclusive  evi- 
dence of  a relation  of  the  liver  to  fat  meta- 
bolism is  found  in  the  reciprocal  relation  of 
the  fat  and  glycogen  content  of  the  organ.  In 
fasting  and  other  conditions  in  which  the  gly- 
cogen content  of  the  liver  decreases,  the  fat 
content  increases,  a further  suggestion  that  the 
liver  has  something  to  do  with  the  metabolism 
of  fat. 

It  is  frequently  stated  that  the  liver  is  a 
detoxicating  organ,  that  it  protects  the  re- 
maining portion  of  the  body  from  toxic  sub- 
stances which  enter  the  blood,  by  destroying 
their  toxicity  and  making  them  harmless.  The 
interpolation  of  the  liver  between  the  general 
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and  t he  portal  circulation  whereby  the  portal 
blood  containing  the  products  of  absorption 
from  the  gastro-intestinal  tract  must  pass 
through  the  liver  before  reaching  the  remain- 
ing portion  of  the  body,  would  appear  to  form 
an  anatomic  basis  for  this  theory.  There  is 
no  question  that  the  liver  greatly  alters  many 
of  the  substances  reaching  it,  and  it  must  also 
be  accepted  that  some  of  these  substances  are 
converted  from  a potentially  toxic  to  a non- 
toxic state.  However,  it  is  difficult  to  prove 
that  the  liver  has  an  important  function  as  a 
specific  detoxicating  organ.  Certain  poisons, 
as  chloroform  and  phosphorus,  injure  the  liver 
more  than  any  other  organ  of  the  body.  This 
might  be  interpreted  as  a protective  action  of 
the  liver  in  which  it  becomes  injured  in  pro- 
tecting the  rest  of  the  body.  Some  toxic  sub- 
stances produce  a much  greater  reaction  in  an 
animal  whose  liver  has  been  removed.  While 
the  liver  in  a certain  sense  is  a detoxicating 
organ  for  certain  soluble  toxic  substances,  its 
function  in  this  respect  is  probably  usually  in- 
direct. 

On  the  other  hand,  the  liver  is  active  in  re- 
moving foreign  particles  such  as  bacteria  and 
colloid  material  from  the  blood  stream.  The 
special  agent  in  this  activity  appears  to  be  the 
stellate  cells  and  not  the  hepatic  cells.  It  is 
not  surprising,  in  view  of  this  function  of  the 
stellate  cells,  to  find  that  there  is  considerable 
evidence  also  that  the  liver  is  of  great  signif- 
icance in  the  formation  of  opsonin,  in  the  de- 
struction of  foreign  bodies,  in  anaphylaxis, 
and  other  similar  phenomena. 

In  any  consideration  of  the  physiology  of 
the  liver,  the  extra-hepatic  biliary  tract  should 
not  be  ignored.  While  this  portion  of  the  liver 
is  insignificant  as  compared  with  the  remain- 
der of  the  organ  in  reference  to  physiologic 
activity,  it  is  of  great  significance  clinically 
because  it  is  so  often  and  so  disastrously  af- 
fected by  disease  and  because  present  methods 
of  treatment  have  been  so  effective. 

The  extra-hepatic  biliary  tract  of  most  spe- 
cies of  animals,  including  man,  consists  of  the 
hepatic  ducts,  common  bile  duct,  cystic  duct 
and  gall-bladder.  Of  course,  the  structure  of 
major  importance  clinically  is  the  gall-blad- 
der. In  reference  to  this  it  should  be  empha- 
sized. that  the  gall-bladder  is  of  physiologic 
significance,  and  that  it  empties  its  contents 
through  the  cystic  duct  into  the  duodenum  by 
means  of  the  contraction  of  its  own  intrinsic 
musculature. 


That  the  gall-bladder  is  of  some  functional 
significance  is  proved  by  the  fact  that  its  re- 
moval is  usually  followed  bv  a dilatation  of 
the  extra-hepatic  biliary  tract;  it  is  capable  of 
greatly  concentrating  the  bile  which  enters  it, 
and  its  presence  prevents  the  development  of 
jaundice  for  many  hours  after  obstruction  of 
the  common  bile  duct.  These  facts  can  only 
be  explained  on  the  basis  that  the  gall-bladder 
actually  functions  in  the  organism. 

The  method  of  emptying  the  gall-bladder 
has  been  determined  by  the  observation  of  the 
exposed  viscus  under  a local  anesthetic  follow- 
ing a meal  of  fat  administered  to  a normal  ani- 
mal. The  gall-bladder  empties,  but  will  not 
empty  if  the  animal  is  under  a general  anes- 
thetic. When  it  is  exposed  properly  under  a 
local  anesthetic,  the  mechanism  is  not  disturbed 
and  the  gall-bladder  can  actually  be  seen  to 
empty  by  slow  tonic  contraction.  The  contents 
are  forced  through  the  cystic  duct  into  the 
duodenum.  In  this  connection  it  might  be  well 
to  emphasize  a rather  misunderstood  point 
with  regard  to  the  biliary  apparatus.  The 
sphincter  at  the  end  of  the  common  bile  duct 
is  an  anatomic  and  physiologic  reality.  Its 
function  is  not  to  prevent  the  gall-bladder 
from  emptying  but  to  cause  it  to  fill.  While 
changes  in  intra-abdominal  pressure  in  rela- 
tion to  respiratory  movements  may  have  some 
influence  on  the  emptying  of  the  gall-bladder, 
particularly  if  the  organ  is  distended,  the  most 
important  factor  in  emptying  is  its  own  mus- 
culature. While  changes  in  tone  of  the  mus- 
culature of  the  duodenal  wall  may  be  of  some 
value  in  regulating  the  flow  of  bile,  the  sphinc- 
ter at  the  end  of  the  choledochus  is  the  chief 
factor  since  it  directs  the  bile  into  the  gall- 
bladder instead  of  into  the  duodenum. 

While  there  can  be  no  question  that  the 
gall-bladder  is  of  considerable  significance 
physiologically,  numerous  experiments  on  ani- 
mals and  operations  on  man  have  shown  that 
compensation  for  its  removal  is  quickly  ef- 
fected. Its  various  physiologic  activities  also 
appear  to  be  very  easily  injured.  Its  power 
of  concentrating  its  bile  appears  to  be  more 
easily  injured  than  its  ability  to  empty.  The 
ease  with  which  the  physiologic  activity  ap- 
pears to  be  affected  by  disease  is  an  important 
factor  in  reference  to  cholecystectomy. 

Two  physiologic  characteristics  of  the  liver 
should  be  taken  into  consideration  clinically: 
(1)  its  great  power  to  regenerate  after  injury 
or  surgical  removal,  and  (2)  the  small  amount 


1927] 


VIRGINIA  MEDICAL  MONTHLY 


5 


of  tissue  necessary  to  maintain  its  known  func- 
tions. The  liver  may  be  very  severely  in- 
jured by  such  hepatic  poisons  as  chloroform  or 
phosphorus,  but  recovery  may  be  rapid  and 
complete.  The  liver  of  a normal  dog  will  re- 
generate to  its  normal  weight  within  a few 
weeks  after  70  per  cent  of  it  has  been  removed. 
The  known  functions  will  be  maintained  with 
15  to  20  per  cent  of  the  organ.  These  facts  are 
worthy  of  consideration  in  testing  hepatic 
function. 

The  chief  known  functions  of  the  liver  have 
been  presented  briefly;  undoubtedly  it  has 
many  other  functions  although  but  little  is 
known  of  these.  The  liver  has  some  influence 
on  the  coagulation  of  the  blood,  although  the 
exact  nature  of  it  is  not  fully  known.  The 
liver  also  seems  to  have  something  to  do  with 
the  regulation  of  the  circulatory  fluid  of  the 
body;  in  fact,  it  appears  to  have  many  as  yet 
little  understood  functions  which  have  to  do 
with  the  general  well-being  of  the  organism. 
It  is  possible  that  much  of  the  patient’s  ability 
to  resist  disease  successfully  or  to  withstand 
operation,  depends  directly  or  indirectly  on 
the  liver,  and  certain  observations  suggest  that 
it  plays  a role  in  malignancy. 

Even  this  brief  review  of  some  of  the  known 
functions  of  the  liver  seems  to  show  that  the 
physiologic  significance  of  the  liver  can  hardly 
be  over-estimated.  There  is  scarcely  a vital 
physiologic  process  occurring  in  the  body  in 
which  this  great  organ  is  not  directly  or  in- 
directly involved.  That  the  liver  has  hitherto 
not  been  considered  of  more  importance  clini- 
cally is  probably  owing  to  its  great  power  to 
regenerate  and  to  compensate  physiologically 
after  injury,  and  to  lack  of  knowledge  of  many 
of  its  functions.  It  is  probable  that  a solution 
of  some  of  the  problems  concerning  the  func- 
tions of  the  liver  will  also  solve  some  of  the 
important  and  obscure  clinical  problems.  This 
field  for  experimental  and  clinical  research  is 
both  large  and  enticing. 

LIVER  FUNCTION  FROM  THE  STAND- 
POINT OF  DIAGNOSIS.* 

By  WALTER  B.  MARTIN,  B.  S.,  M.  D.,  Norfolk,  Va. 

The  study  of  the  functional  capacity  of  an 
organ  is  an  important  phase  of  the  develop- 
ment of  our  knowledge  of  the  initiation  and 
progress  of  disease.  As  practicing  physicians, 
we  are  constantly  confronted  with  the  prob- 

*Read as  nart  of  the  symposium  on  Diseases  of  the  Liver 
before  the  fifty-seventh  annual  meeting  of  the  Medical  Society 
of  Virginia,  at  Norfolk,  October  12-15,  1926. 


lems  of  living  pathology,  and  we  are  eager 
to  utilize  any  method  that  will  aid  in  diag- 
nosis, prognosis  or  treatment. 

The  evolvement  of  reasonably  accurate 
methods  of  studying  renal  function  has  great- 
ly extended  our  knowledge  of  kidney  disease, 
and  has  enabled  us  to  more  accurately  evalu- 
ate the  extent  of  injury  existing  in  the  living 
kidney.  The  estimation  of  liver  function 
presents  a much  more  difficult  problem  on  ac- 
count of  the  manifold  activities  of  the  liver, 
and  its  apparently  great  reserve.  Extensive 
injury  can  exist  in  the  liver  without  being  re- 
flected in  a detectable  loss  of  function. 

Numerous  methods  of  determining  liver 
function  have  been  proposed,  founded  on  dif- 
ferent known  or  supposed  activities  of  that  or- 
gan. Strauss1  introduced  a test  based  on  the 
glycogenic  function  of  the  liver,  using  levulose 
as  the  agent.  According  to  li is  method,  100 
grams  of  this  sugar  is  introduced  into  the  fast- 
ing stomach,  and  examinations  of  the  urine 
for  sugar  are  made  at  intervals  during  the 
next  few  hours.  The  presence  of  sugar  in  the 
urine  under  these  conditions  is  supposed  to 
indicate  a lowered  liver  function.  Bauer2  ad- 
vocated the  use  of  30  grams  of  galactose  as  a 
substitute  for  levulose,  his  method  being  other- 
wise essentially  the  same  as  that  of  Strauss. 
These  methods  at  best  are  only  qualitative,  and 
do  not  assume  to  estimate  the  degree  of  liver 
dysfunction.  Since  the  introduction  of  accu- 
rate methods  of  determining  blood  sugar, 
Strauss’  original  method  lias  been  modified, 
and  the  blood  sugar  curve  lias  been  studied 
after  the  ingestion  of  measured  quantities  of 
various  sugars.  Bodanski3  in  a series  of  care- 
ful experiments  on  dogs  estimated  their  toler- 
ance for  levulose,  glucose  and  galactose.  Levu- 
lose caused  the  least  rise  in  blood  sugar,  but 
he  found  a marked  fall  in  the  animal’s  toler- 
ance for  this  sugar  after  toxic  injury  to  the 
liver.  Goodpasture4  demonstrated  the  pres- 
ence of  a fibrinolytic  ferment  in  certain  cases 
of  cirrhosis  of  the  liver,  and  suggested  a test 
of  liver  function  based  on  the  detection  of  the 
presence  of  this  ferment.  Abel  and  Rowntree5 
while  looking  for  an  intravenous  cathartic 
found  that  phenoltetrachlorphthalein  injected 
intravenously  is  excreted  almost  altogether  by 
the  liver.  Four  years  later,  Rowntree,  Hur- 
witz  and  Bloomfield,6  and  Whipple,  Mason  and 
Peighthal7  described  a method  of  determining 
liver  function  by  estimating  the  amount  of  dye 
recovered  from  a forty-eight  hour  collection 
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of  the  stools,  following  its  intravenous  injec- 
tion. In  1914,  Chesnev,  Marshall  and  Rown- 
tree8  made  a complete  study  of  the  methods 
suggested  up  to  that  time,  i.  e.,  nitrogen  par- 
tition of  the  blood,  phenoltetrachlorphthalein 
excretion  in  the  stool,  the  levulose  and  galac- 
tose tolerance  test,  Goodpasture’s  fibrinolytic 
ferment  test,  variations  in  the  urobilin  output 
in  the  urine,  and  the  lipase  and  fibrinogen 
tests  of  Whipple.  Brule9,  by  ultra  micro- 
scopic examinations  of  fresh  blood  after  a meal 
hi<di  in  fat,  demonstrated  a variation  in  the 
number  of  fine  particles  (hemoconia)  showing- 
rapid  Brownian  movement.  He  considered  a 
decrease  in  the  number  of  these  particles  indic- 
ative of  a decreased  liver  function.  Widal. 
Abrami  and  Iancovesco10  described  their  so- 
called  hemoclastic  crisis  test  and  attributed 
the  phenomena  noted  to  changes  in  the  liver, 
especially  its  proteopexic  function.  Accord- 
ing to  their  method,  initial  observations  are 
made  on  a fasting  patient,  of  blood  pressure, 
coagulation  time,  leucocyte  count  and  refrac- 
tive index  of  the  blood.  Following  the  inges- 
tion of  200  c.c.  of  milk,  similar  observations 
are  made  at  frequent  intervals  for  several 
hours.  A decrease  in  blood  pressure,  leucocyte 
count  and  refractive  index,  with  an  increase 
in  the  coagulability  of  the  blood  is  considered 
a positive  reaction.  The  majority  of  investi- 
gators have  not  confirmed  the  findings  of 
Widal  and  his  co-workers,  and  the  conclusion 
seems  justified  that  other  factors  than  liver 
deficiency  are  concerned  in  the  production  of 
the  hemoclastic  crisis.  None  of  the  methods, 
so  far  mentioned,  have  proven  of  practical 
clinical  importance,  due  either  to  inherent  de- 
fects in  the  methods  or  to  their  lack  of  sim- 
plicity. 

Two  groups  of  tests  have  been  developed  in 
recent  years  that  seem  to  offer  definite  evidence 
as  to  the  functional  state  of  the  liver,  i.  e., 
those  based  on  the  determination  of  the  de- 
gree of  retention  or  accumulation  in  the  blood 
stream  of  bile  pigment,  and  those  in  which, 
after  the  intravenous  injection  of  certain  dyes, 
estimation  is  made  of  the  amount  of  dye  ex- 
creted by  the  liver  or  retained  in  the  blood 
stream  in  a given  period  of  time. 

Various  methods  have  been  advocated  for 
estimating  the  bilirubin  content  of  the  serum. 
The  simplest  method  is  that  described  by  Mul- 
lengracht11  and  modified  by  Maue.12  This  test 
is  relatively  easy  to  perform,  and  within  cer- 
tain limits  gives  useful  clinical  information. 


Approximately  5 c.c.  of  blood  is  withdrawn 
from  a vein  into  a clean,  dry  test  tube.  After 
separation  of  the  serum,  this  is  carefully  pipet- 
ted off,  and  a comparison  of  color  is  made  in 
a Duboscq  colorimeter,  against  a standard  1 to 
10,000  solution  of  potassium  bi-chromate.  The 
standard  is  set  at  15  m.m.  and  this  number 
divided  by  the  number  on  the  serum  scale,  rep- 
resents the  icterus  index.  If  the  serum  is 
highly  colored,  suitable  dilutions  must  be  made 
before  reading.  The  icterus  index  for  normal 
sera  falls  between  4 and  6;  in  most  cases  ranges 
around  5.  The  point  at  which  visible  jaundice 
appears  varies  considerably  in  different  cases, 
but  general^  is  around  15. 

There  exists  then  a zone  of  bilirubin  reten- 
tion that  can  be  detected  by  this  test,  though 
no  visible  jaundice  is  present.  One  is  enabled 
to  follow  the  progress  of  jaundice,  either  up- 
ward or  downward.  Changes  in  the  degree  of 
jaundice  are  difficult  to  detect  visually,  especi- 
ally if  the  case  is  one  of  long  standing  and  the 
skin  and  mucous  membrane  have  become  deep- 
ly stained.  By  this  method,  daily  fluctuations 
can  be  accurately  charted.  The  principal 
sources  of  error  are  the  presence  of  a small 
amount  of  haemolysis  and  the  occurrence  in 
the  blood  of  coloring  matter  other  than  bile 
pigment.  The  first  difficulty  can  be  obviated 
by  ordinary  care  in  taking  and  preserving 
the  blood  specimen.  The  second  contingency 
is  rather  rare,  and  need  not  cause  confusion. 
Cloudiness  of  the  serum,  which  may  make  the 
reading  difficult  can  be  avoided  by  taking  the 
blood  when  patient  is  in  a fasting  state.  This 
method  is  of  special  value  in  the  differentia- 
tion of  primary  and  secondary  anaemia.  Char- 
acteristically, in  the  first  condition  there  is  an 
increase  in  the  serum  bilirubin  due  to  the  aug- 
mented blood  destruction  going  on,  and  the 
inability  of  the  liver  to  rapidly  remove  the 
pigment  from  the  blood  stream.  On  the  other 
hand,  secondary  anaemia  shows  a low  serum 
figure.  This  may  be  of  practical  value  in 
cases  of  carcinoma,  presenting  a blood  picture 
not  unlike  that  of  pernicious  anaemia,  and  as- 
sociated with  an  absence  of  hydrochloric  acid 
in  the  stomach.  Bernheim13  records  10  cases 
of  pernicious  anaemia,  all  of  which  show  an 
increase  in  the  icterus  index,  ranging  from  6.5 
to  12.5.  Murphy14  reports  40  cases  of  perni- 
cious anaemia,  all  but  5 with  indices  of  7 or 
more,  and  some  ranging  as  high  as  40.  Of  34 
cases  of  secondary  anemia  studied  by  the  same 
author,  25  had  indices  of  3 or  under. 
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A steady,  persistent  rise  of  the  icterus  index 
may  be  associated  with  any  obstructing  lesion 
of  the  biliary  system,  either  extra-  or  intra- 
hepatic,  such  as  malignancy,  stone  in  the  com- 
mon duct  or  catarrhal  infection.  Observations 
of  the  icterus  index  accurately  record  the 
change  in  the  serum  bilirubin  from  day  to 
day,  and  may  enable  us  to  differentiate  these 
conditions.  The  passage  of  an  obstructing 
stone  is  soon  followed  by  a definite  fall  of  the 
level  of  the  serum  bilirubin.  This  may  be  de- 
tected by  tests  before  there  is  a visible  change 
in  the  degree  of  jaundice.  A transitory  rise  in 
the  serum  bilirubin  has  been  shown  to  occur 
in  many  cases  following  acute  gall-bladder  at- 
tack without  obstruction.  This  observation 
may  be  of  definite  aid  in  arriving  at  diagnosis 
in  cases  of  acute  upper  right  quadrant  attacks. 
In  chronic  liver  conditions,  the  icterus  index 
is  of  little  value,  except  to  follow  the  course 
of  the  disease  and  to  detect  the  early  onset  of 
jaundice. 

The  van  den  Bergh15  test  is  based  on  the  ob- 
servation that  when  freshly  prepared  Ehr- 
lich’s diazo  reagent  is  added  to  the  serum  of 
certain  patients,  a color  reaction  develops  due 
to  the  formation  of  a dye,  azobilirubin,  while 
in  others  this  reaction  only  occurs  when  the 
diazo  reagent  is  added  to  the  serum  together 
with  alcohol.  The  first  type  of  reaction  is  called 
the  direct  and  is  said  to  be  indicative  of  ob- 
structive jaundice,  while  the  second  type  or 
indirect  occurs  in  the  presence  of  jaundice  of 
haemolytic  origin. 

In  addition  to  the  two  types  mentioned,  we 
have  a delayed  reaction  and  a biphasic  reac- 
tion. A reaction  is  considered  immediate  di- 
rect, if  on  the  addition  of  the  diazo  reagent  to 
the  serum,  color  develops  in  less  than  30  sec- 
onds. If  color  appears  after  30  seconds,  it  is 
called  a delayed  direct.  If  no  color  appears, 
it  is  called  a negative  direct  reaction.  If  color 
appears  before  30  seconds  and  then  after  that 
time  becomes  more  intense,  it  is  termed  a bi- 
phasic reaction.  All  sera  that  give  a positive 
direct  reaction  will  also  give  a positive  indirect. 
Quantitative  measurement  of  the  serum  bili- 
rubin is  made  by  comparing  the  color  obtained 
by  the  indirect  method  with  a standard  color 
solution  in  a suitable  colorimeter.  The  stand- 
ard is  made  up  to  match  a color  equivalent  to 
a concentration  of  5 mg.  of  bilirubin  per  liter. 
This  amount  is  considered  one  unit.  Thus,  a 
concentration  of  3 mg.  of  bilirubin  per  liter 
would  he  equivalent  to  .6  units  and  a concen- 


tration of  20  mg.  per  liter  would  be  equal  to 
4 units.  The  amount  of  bilirubin  in  normal 
sera  is  from  1 to  3 mg.  per  liter  or  .2  to  .6 
units. 

The  van  den  Bergh  method  has  several  ad- 
vantages. The  concentration  of  bilirubin  is 
expressed  quantitatively  in  standard  units  or 
in  mg.  per  liter.  The  presence  of  a small 
amount  of  haemolysis  or  of  a pigment  in  the 
blood  stream  other  than  bilirubin  does  not  af- 
fect the  accuracy  of  the  test.  Technically,  the 
test  is  more  complicated  and  on  this  account, 
there  are  more  possibilities  of  error  in  carry- 
ing it  out.  Clinically,  it  has  the  same  field  of 
usefulness  as  the  icterus  index,  and  besides 
has  been  advocated  as  a means  of  differentiat- 
ing between  haemolytic  and  obstructive  jaun- 
dice. This  claim  was  first  put  forward  by  van 
den  Bergh,  and  has  been  supported  by  a num- 
ber of  other  investigators.  McNee16  considers 
the  method  to  be  of  distinct  value  in  differen- 
tiating these  two  types  of  jaundice.  Iladvin,17 
in  a study  of  more  than  a hundred  cases,  con- 
cludes that  the  results  of  the  test  are  in  accord 
with  the  clinical  picture,  and  that  it  differen- 
tiates consistently  between  obstructive  and  non- 
obstructive jaundice.  Green,  Snell  and  Wal- 
ters18 consider  that  the  value  of  the  direct  and 
indirect  reaction  in  differential  diagnosis  is 
doubtful,  but  that  the  quantitative  reaction 
is  an  accurate  and  reliable  measure  of  the 
serum  bilirubin.  While  differences  of  opinion 
exist  as  to  the  interpretation  of  the  direct  and 
indirect  reaction  in  terms  of  obstructive  and 
haemolytic  jaundice,  it  is  evident  that  in  these 
two  reactions,  we  are  dealing  with  at  least  two 
different  chemical  compounds  causing  jaun- 
dice. It  would  seem  important  to  differentiate 
these  two  varieties  of  bilirubinemia,  even  if  we 
cannot  agree  as  to  the  cause  of  the  difference. 

Due  to  the  cumbersomeness  of  the  procedure 
first  used  to  determine  the  function  of  the  liver 
by  means  of  phenoltetrachlorphthalein  excre- 
tion and  its  inherent  inaccuracies,  this  method, 
when  first  introduced,  did  not  gain  much  favor. 
McNeil19  in  1916  modified  the  test  by  estimat- 
ing the  amount  of  dye  in  bile  obtained  directly 
from  the  duodenum  by  means  of  an  Einhorn 
tube,  after  the  intravenous  injection  of  a meas- 
ured amount  of  dye.  Rosenthal20  in  1922  esti- 
mated the  amount  of  dye  remaining  in  the 
blood  stream  at  certain  intervals  after  its  in- 
travenous injection.  Three  years  later,  after 
a comparative  study  of  the  numerous  phthal- 
ein  compounds,  Rosenthal  and  White21  advo- 
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cated  the  use  of  bromsulphalein  (phenolte- 
trabromphthalein  sodium  sulphonate)  in  place 
of  phenoltetrachlorphthalein  and  pointed  out 
certain  advantages  that  it  possessed  as  an 
agent  for  the  study  of  liver  function.  Their 
method  is  relatively  simple.  A sterile  5 per 
cent  solution  of  the  dye  is  used  and  a suffi- 
cient quantity  injected  intravenously  to  allow 
2 mg.  per  kilo  of  body  weight.  Specimens  of 
blood  are  taken  at  exactly  5 minutes,  30  min- 
utes and  GO  minutes  after  the  injection.  After 
coagulation  of  the  blood,  the  serum  is  care- 
fully removed  and  placed  in  two  small  test 
tubes.  To  one  is  added  2 drops  of  10  per  cent 
solution  of  sodium  hydroxide  and  to  the  other 
a drop  of  5 per  cent  hydrochloric  acid.  By 
comparison,  according  to  the  method  of 
Bogen22  with  a series  of  standard  color  tubes, 
the  amount  of  dye  can  be  estimated  in  each 
specimen.  The  one  hour  specimen  may  be 
omitted  if  the  dye  has  disappeared  at  the  end 
of  thirty  minutes.  Rosenthal20  records  tests 
with  phenoltetrachlorphthalein  on  10  normal 
individuals  and  10  patients  with  extra  hepatic 
disease,  and  considers  a retention  of  6 per  cent 
at  55  minutes  and  2 per  cent  at  60  minutes  as 
the  upper  normal  limit.  He  found  abnormally 
high  retention  in  5 cases  of  carcinoma  of  the 
liver,  and  4 cases  of  cirrhosis  and  in  scattered 
cases  of  acute  hepatitis,  arsphenamine  toxemia, 
solitary  liver  abscess,  chronic  passive  conges- 
tion and  toxemia  of  pregnancy.  Using  brom- 
sulphalein.  the  same  investigator21  found  that, 
in  25  normal  cases,  the  serum  was  practically 
free  from  dye  at  the  end  of  thirty  minutes. 
The  retention  at  the  end  of  5 minutes  ranged 
from  20  to  50  per  cent.  In  25  cases  of  liver 
disease,  he  found  retention  at  30  minutes  of 
from  3 to  90  per  cent,  and  considers  that,  as 
the  dye  is  normally  absent  after  that  time, 
the  percentage  of  retention  can  be  inter- 
preted as  a true  index  of  the  degree  of  liver 
impairment.  Murphy,14  using  the  phenoltetra- 
chlorphthalein. found  retention  of  from  3 to 
30  per  cent  in  all  but  one  of  various  hepatic 
cases  and  normal  figures  on  his  non-hepatic 
cases,  but  concludes  that  the  test  has  little 
diagnostic  or  prognostic  value  since  the  clini- 
cal diagnosis  had  already  been  made  by  other 
methods.  Rosenfeld  and  Schneider23  found 
that  normal  pregnant  women  showed  the  same 
curve  of  dye  excretion  as  non-pregnant  cases, 
but  that  in  the  toxemia  of  pregnancy,  definite 
evidence  of  liver  damage  was  shown  by  the 
degree  of  dye  retention.  The  change  in  liver 


function  as  shown  by  this  test  preceded  the 
clinical  symptoms,  and  they  suggest  that,  by 
using  this  method  in  suspected  cases,  we  may 
anticipate  the  appearance  of  clinical  symp- 
toms and.  consequently,  begin  treatment  sooner. 
Smith24  considers  the  retention  of  the  dye  in 
the  pre-eclampsia  toxemia  of  pregnancy  a 
valuable  aid  in  differentiating  this  group  from 
the  nephritic  cases.  Green  and  Conner25  re- 
port dye  retention  in  Banti’s  disease,  and  be- 
lieve that  it  indicates  the  severity  of  the  ac- 
companying cirrhotic  changes  in  the  liver.  In 
pernicious  anaemia,  polycythemia,  leukaemia 
and  Gaucher's  anaemia  they  found  no  change 
from  the  normal  dye  retention. 

Time  is  too  limited  to  review  but  a small 
portion  of  the  evidence  bearing  on  the  clini- 
cal value  of  the  various  liver  function  tests. 
Even  those  methods  that  are  most  promising 
must  be  subjected  to  further  trial  and  our 
final  judgment  as  to  their  merit  must  await 
the  accumulation  of  further  clinical  and  ex- 
perimental data.  At  present,  however,  I be- 
lieve that  we  are  justified  in  concluding  that 
the  icterus  index  test,  the  estimation  of  serum 
bilirubin  by  the  van  den  Bergh  method  and 
Rosenthal’s  bromsulphalein  test,  separately  or 
combined,  furnish  valuable  clinical  informa- 
tion in  the  investigation  of  liver  disease.  They 
are  of  sufficient  simplicity  to  be  carried  out  in 
any  well-equipped  laboratory,  and  present  no 
particular  technical  difficulties  in  their  per- 
formance. By  means  of  one  or  more  of  these 
methods,  we  are  aided  in  differentiating  the 
primary  and  secondary  anaemia,  in  separating 
haemolytic  from  non-haemolytic  jaundice,  and 
in  studvinir  the  functional  changes  of  the  liver 
brought  about  by  mechanical  injury,  infec- 
tion or  toxic  factors. 
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ROENTGEN  RAY  STUDIES  OF  DISEASES 
OF  THE  GALL-TRACT." 

By  FRED  M.  HODGES,  M.  D„  Richmond,  Va. 

The  use  of  the  roentgen  ray  in  the  diagnosis 
of  gall-tract  disease  is  limited  almost  entirely 
to  the  gall-bladder.  Before  Graham,  Cole,  and 
Copher  in  1924  gave  us  the  gall-bladder  dye 
test,  the  roentgen  ray  was  of  definite  value  in 
demonstrating  around  20  to  30  per  cent  of 
gall-stones  and  in  showing  adhesions  around 
the  gall-bladder  in  a small  percentage  of  cases. 
This  left  a rather  large  number  of  de finitely 
diseased  gall-bladders  where  no  definite  in- 
formation could  be  obtained  by  this  examina- 
tion. 

After  the  intravenous  injection  or  oral  ad- 
ministration of  iodeikon,  the  gall-bladder  can 
be  demonstrated  on  the  film  almost  as  clearly 
as  the  stomach  can  after  a barium  meal. 

Graham  began  this  work  with  the  theory 
that  if  he  could  obtain  a substance  relatively 
non-toxic  and  soluble,  containing  a metal  or 
atoms  of  iodine  or  bromine  which  could  be 
carried  to  the  gall-bladder  in  sufficient  concen- 
tration, this  material  in  the  gall-bladder  would 
make  it  opaque  to  the  roentgen  ray.  Neces- 
sarily the  substance  would  have  to  be  excreted 

*Read  as  part  of  the  svmposium  on  Diseases  of  the  Liver 
before  the  fiftv-seventH  annual  meeting  of  the  Medical  S^'iety 
Of  Virginia,  at  Norfolk,  October  12-15,  1926. 


by  the  liver  and  carried  to  the  gall-bladder 
in  the  bile.  Using  the  knowledge  that  the 
gall-bladder  concentrates  its  bile,  he  reasoned 
that  a certain  time  would  have  to  elapse  before 
a shadow  of  maximal  density  would  occur.  He 
also  concluded  that  a normal  gall-bladder 
would  show  the  densest  shadow,  and  that  if 
the  liver  were  too  badly  diseased  to  excrete 
the  material,  or  the  cystic  duct  were  blocked, 
or  the  function  of  the  gall-bladder  seriously 
impaired,  no  shadow  would  be  produced.  Dur- 
ing their  investigations  they  used  a great  many 
compounds  which  were  the  derivatives  of  the 
phenolphthalein  and  phthalein  groups,  and 
finally  reco  in  m e n d e d tetrabromphenolph- 
thalein. 

In  January,  1925,  Whitaker  and  Milliken 
recommended  the  use  of  sodium  tetraiodo- 
phenolphthalein,  since  this  salt  is  no  more 
toxic  and  is  ^ibout  twice  as  opaque  to  the 
roentgen  ray  as  the  tetrabrom  salt. 

The  dye  can  be  given  orally  in  enteric  coated 
capsules  or  intravenously.  When  it  is  given 
intravenously,  a faint  gall-bladder  shadow  can 
usually  be  seen  from  about  the  fourth  to  the 
seventh  hour  afterwards.  The  shadow  of  the 
normal  gall-bladder  as  a rule  increases  in 
density  until  about  the  twenty- fourth  hour,  but 
at  this  time  it  is  about  half  the  normal  size. 
From  this  time  until  the  thirty-sixth  to  forty- 
eighth  hour  the  shadow  gradually  decreases  in 
size  until  it  disappears  entirely. 

In  cholecystography  we  have  not  only  an 
unusually  accurate  method  for  the  study  of 
disease  of  the  gall-bladder,  but  also  for  the 
study  of  gall-bladder  function.  The  size,  con- 
tour, and  position  of  the  gall-bladder  shadow 
are  plainly  visible.  Cholesterol  or  negative 
gall-stones  show  as  less  dense  areas  within  the 
gall-bladder  shadow.  Adhesions  distort  or 
pull  the  gall-bladder  to  one  side.  Of  more 
value  probably  than  any  of  these  are  the  find- 
ings in  the  cases  where  no  gall-bladder  shadow, 
or  a very  faint  shadow,  shows.  Where  no 
shadow  at  all  shows,  especially  by  the  intra- 
venous method,  usually  there  is  an  obstruction 
of  the  cystic  duct  or  marked  disease  of  the 
walls  of  the  gall-bladder.  Graham  has  shown 
that  usually  in  cholecystitis,  the  interstitial 
tissues  and  lymphatics  of  the  gall-bladder,  and 
not  the  mucosa,  are  diseased,  and  that  this  is 
probably  due  to  the  fact  that  gall-bladder  in- 
flammations are  so  frequently  associated  with 
a lymphangitis  secondary  to  an  hepatitis. 
When  the  lymphatics  of  the  gall-bladder  wall 
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are  diseased  the  organ  loses  its  power  of  con- 
centrating the  bile  and  in  the  same  Avay  the 
power  to  concentrate  the  dye,  and  gives  a less 
dense  shadow.  A very  serious  disturbance  of 
the  liver  function  might  also  cause  an  insuffi- 
cient amount  of  the  dve  to  be  excreted  to  cast 
a shadow  of  the  gall-bladder,  but  in  all  prob- 
ability in  such  instances  there  would  be  some 
clinical  evidence  of  liver  disease.  When  using 
the  oral  method  a marked  disturbance  of  in- 
testinal digestion  and  absorption  might  pre- 
vent enough  of  the  dye  being  carried  to  the 
liver  to  cast  a shadow  of  the  gall-bladder. 

Sosman,  using  cholecystography,  has  made 
a rather  extensive  study  of  the  function  of 
the  gall-bladder.  After  using  many  drugs  and 
foods  bv  mouth  and  duodenal  tube,  he  found 
that  fats  by  mouth  cause  the  quickest  and  by 
far  the  most  marked  effect  on  the  gall-bladder. 
Within  from  twenty  minutes  to  one  hour  and 
a half  after  the  ingestion  of  fats,  the  normal 
gall-bladder  will  contract  markedly  and  prac- 
tically empty  itself  of  the  dye.  He  was  un- 
able to  satisfactorily  explain  this  phenomenon, 
since  the  gall-bladder  <rave  the  same  quick  re- 
sponse to  the  ingestion  of  fats  in  a patient  who 
had  a gastro-enterostomy  and  closed  pylorus. 
It  is  not  definitely  known  whether  the  gall- 
bladder empties  through  the  cystic  duct  or 
through  the  lymph  and  vascular  channels  in 
the  gall-bladder  Avail.  HoweA’er,  the  majority 
of  investigators  belieA'e  that  it  empties  through 
the  cystic  duct.  Sosman  found  that  psychic 
tests,  sight,  smell,  and  taste  of  food  had  no  ef- 
fect on  the  gall-bladder.  Carbohydrates  had 
no  effect:  proteins  and  peptones  caused  a 
moderate  decrease  in  the  size  of  the  shadow. 
Olh’e  oil  and  castor  oil.  by  mouth : atropin. 
physostigmin.  pituitrin,  adrenalin,  by  hypo- 
dermic injection;  hydrochloric  acid,  nitrogly- 
cerin, meat  extracts,  ginger,  sugar,  starch,  glu- 
cose,  and  alcohol,  by  mouth,  had  no  appreci- 
able effect  on  the  size  or  density  of  the  gall- 
bladder shadow.  Mechanical  factors,  forced 
respiration,  heat  and  cold,  stimulation  of  the 
ampulla  of  Vater  by  food,  etc.,  had  practically 
no  effect.  Magnesium  sulphate  by  duodenal 
tube  had  only  a moderate  effect  on  the  gall- 
bladder. 

Sosman  found  that  an  intact  sphincter  of 
Oddi  Avas  necessary  to  obtain  a normal  chole- 
cystogram.  Sodium  bicarbonate  by  mouth 
caused  a slight  increase  in  the  size  of  the  gall- 
bladder shadow.  He  suggests  that  this  appar- 
ent relaxation  of  the  gall-bladder  may  be  the 


reason  Avhy  many  gall-bladder  patients  experi- 
ence some  relief  after  the  ingestion  of  alkalies. 
We  know  that  fats  cause  a marked  contraction 
of  the  gall-bladder,  and  he  also  suggests  this 
as  a possible  reason  why  many  patients  with 
cholelithiasis  avoid  fats. 

In  diseased  gall-bladders,  the  concentration 
of  the  dye  and  the  contraction  of  the  gall- 
bladder depend  upon  the  amount  of  disease 
present.  Where  there  is  marked  disease,  prac- 
tically no  concentration  occurs.  This  fre- 
quently enables  us  to  determine  slight  varia- 
tions from  the  normal,  and  it  is  hoped  that  by 
making  earlier  diagnoses,  diseased  gall-blad- 
ders can  be  removed,  giving  complete  relief 
from  symptoms  before  there  has  been  a Avide- 
spread  involvement  of  the  lymphatics,  liver, 
and  pancreas. 

Cholecystography  has  become  a routine  pro- 
cedure in  all  the  large  clinics  throughout  the 
country,  and  all  of  them  report  the  method  as 
accurate  in  percentages  varying  from  90  to 
96  per  cent.  The  average  is  about  93.  This 
is  a remarkable  record  when  compared  with 
previous  statistics.  In  our  own  Avork  the  diag- 
nosis has  proven  correct  in  about  90  per  cent. 
Where  the  diagnosis  is  doubtful  after  the  oral 
method,  an  intravenous  injection  should  be 
done ; since  only  in  this  way  can  Ave  be  certain 
that  the  dye  has  reached  the  liver. 

When  positive  evidence  of  gall-bladder  dis- 
ease is  found  by  this  test  of  gall-bladder  func- 
tion, we  belieA’e  that  the  method  will  almost 
invariably  proA’e  correct  at  operation.  Oc- 
casionally a gall-bladder  functioning  normally 
and  reported  as  normal  will  be  found  at  opera- 
tion to  be  slightly  diseased.  This,  in  our  ex- 
perience, is  more  apt  to  cause  error  than  is  the 
reporting  of  a normal  gall-bladder  as  diseased. 
IIoAvever,  if  the  time  of  the  appearance  of  the 
dye  as  Avell  as  the  amount  of  concentration  is 
taken  into  consideration,  probably  very  feAv 
cases  will  be  reported  as  normal  when  there 
is  definite  disease  present. 

Summary 

We  belieA’e  that  Avhere  this  test  is  combined 
with  the  usual  gastro-intestinal  barium  meal 
examination,  including  a barium  enema  and, 
in  certain  instances,  an  examination  of  the 
bile  obtained  by  duodenal  tube,  a far  greater 
percentage  of  correct  diagnoses  in  gastro-in- 
testinal diseases  will  be  made  than  has  been 
possible  in  the  past. 
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THE  MEDICAL  TREATMENT  OF  THE 
DISEASES  OF  THE  LIVER  AND 
GALL-BLADDER.* 

By  J.  C.  FLIPPIN,  M.  D„  University,  Va. 

The  speakers  preceding  me  today  have  been 
able  to  recount  notable  additions  during  the 
past  several  years  to  our  knowledge  of  the 
physiology  of  the  liver,  as  well  as  to  diagnos- 
tic measures  of  very  great  value  and  promise 
in  connection  with  the  diseases  of  the  liver 
and  of  the  gall-bladder.  I feel  reasonably  sure 
the  gentleman  who  follows  me  can  and  will 
with  justice  record  advances  of  more  or  less 
importance  in  the  surgery  of  these  organs. 

To  what  drug  or  to  what  method  of  medical 
treatment  can  one  point  today  and  say  this 
constitutes  a real  addition  to  our  knowledge 
of  the  management  of  the  diseased  liver  or 
gall-bladder?  Perhaps  there  are  those  pres- 
ent who  will  disagree,  but  in  my  opinion  there 
has  been  no  contribution  rational  or  empirical 
of  a fundamental  nature  to  our  knowledge  of 
the  non-surgical  treatment  of  the  liver  or  gall- 
bladder within  my  generation.  Perhaps  I 
should  say  that  I do  not  refer  to  syphilis, 
malaria  or  other  systemic  infections,  which 
may  involve  the  liver  along  with  other  organs 
and  tissues,  or  to  obviously  secondary  involve- 
ments of  the  liver,  as  in  the  congestion  of 
heart  disease. 

“When  inquiry  is  made  into  the  probable 
reasons  for  lack  of  advance  in  the  treatment 
of  the  liver  particularly,  it  will  be  seen  that 
clinical  experience  and  empiricism  have  yielded 
us  little  of  value.  Pharmacology  and  rational 
therapeutics  have  been  greatly  handicapped  by 
our  ignorance  of  the  fundamental  facts  of 
physiology  upon  which  developments  in  these 
fields  of  investigation  are  dependent.  Com- 
paratively recent  investigations,  of  which 
those  of  our  distinguished  guest  have  been  by 
all  odds  the  most  important,  are  beginning 
to  clear  our  vision  and  will  doubtless  prepare 
the  way  for  a more  productive  era  in  the  fields 
of  pathological  physiology,  pharmacology  and 
treatment. 

Our  medical  fathers  attributed  many  ills 

‘Read  as  part  of  the  symposium  on  The  Liver  before  the 
fifty-seventh  annual  meeting  of  the  Medical  Society  of  Vir- 
ginia, at  Norfolk,  October  12-15,  1926. 
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to  supposed  liver  disorders.  Some  of  these 
are  still  firmly  fixed  in  the  minds  of  the  laity, 
who  insist  upon  being-  treated  for  sluggish,  in- 
active or  torpid  liver  or  for  so-called  bilious- 
ness. These  are,  of  course,  no  longer  satis- 
fying concepts  in  modern  medicine.  We  must 
think  of  liver  disturbances  as  being  concerned 
with  one  or  more  of  the  known  activities  of 
liver  cells,  such  as  the  storage  and  subsequent 
liberation  of  carbohydrates  and  fats;  its  es- 
sential activity  in  connection  with  protein  de- 
rivatives in  the  body;  the  bile  excretory  func- 
tion; its  specific  action  in  destroying  toxins; 
or  other  of  the  recognized  functions  of  the 
organ. 

Thus  far  experimental  methods  have  yielded 
but  meager  information  in  regard  to  the  per- 
version of  any  of  these  important  functions 
of  the  liver.  The  problem  is  being  studied  by 
a number  of  investigators,  but  I think  I may 
fairly  state,  without  going  into  the  details  of 
recent  publications,  that  thus  far  not  a great 
deal  of  headway  has  been  made.  It  often  hap- 
pens that  bedside  observation  pi-ecedes  the 
work  of  the  laboratory  investigator.  In  case 
of  liver  dysfunctions,  however,  it  would  seem 
that  we  have  no  clear  clinical  concept  or  pic- 
ture of  any  one  of  the  disturbances  of  liver 
activity,  except  where  there  exists  the  ad- 
vanced stages  of  anatomical  change.  Atrophic 
cirrhosis  is  an  example  of  what  is  meant.  With 
its  multifold  functions,  it  is,  of  course,  easily 
conceivable  that  disturbances  may  occur  either 
in  conjunction  with  or  independent  of  definite 
anatomical  changes.  On  the  other  hand,  there 
is  much  evidence  to  support  the  supposition 
that  the  liver  has  a very  large  margin  of  com- 
pensatory safety.  In  any  event,  the  point  I 
wish  to  make  is  that  at  present  we  have  a very 
vague  and  unsatisfactory  clinical  picture  of 
liver  disease,  other  than  the  syndromes  com- 
ing on  in  the  advanced  stages  of  pathological 
processes. 

On  the  other  hand,  if  modern  pharmacology 
has  been  barren  in  the  sense  of  not  affording 
us  remedies  known  to  have  specific  action  on 
liver  function,  it  has  at  least  taught  us  that 
many  of  the  drugs  formerly  and  frequently 
employed  for  their  supposed  action  on  the  liver 
are  without  demonstrable  eff  ect.  The  list  of  so- 
called  cholagogues  was  formerly  large  and 
probably  no  group  of  drugs  was  more  fre- 
quently employed.  Today  the  list  is  very 
small  and  the  survivors  are  viewed  with  more 
or  less  distrust.  Probably  certain  food  sub- 


stances, the  proteins  and  fats,  have  more  in- 
fluence than  any  other  agents  on  the  rate  of 
bile  excretion  from  the  liver.  Bile  salts  act 
as  stimulants  to  excretion  in  a more  or  less 
selective  way  as  regards  the  constituents  of 
the  bile,  but  the  action  of  these  salts  cannot 
be  said  to  be  sufficiently  strong  to  be  of  great 
clinical  importance.  Magnesium  sulphate  com- 
ing in  contact  with  the  duodenal  mucosa  seems 
to  definitel}r  increase  the  flow  of  bile.  The 
same  is  true  of  certain  oils  and  fats.  McClure 
and  others  have  used  oleic  acid  extensively  in 
experiments  upon  animals.  Olive  oil  has  long 
been  employed  in  the  treatment  of  gall-blad- 
der disease,  and  its  action  is  probably  ex- 
plainable upon  this  ground.  The  action  of 
benzoates  and  salicylates  as  cholagogues  is  ap- 
parently too  weak  for  therapeutic  purposes. 
No  drug  is  definitely  known  to  increase  the 
amount  of  cholesterin  excreted  by  the  liver. 
Insulin  is,  of  course,  concerned  with  carbo- 
hydrate metabolism,  but  does  not  directly  af- 
fect liver  function  so  far  as  is  known.  Others 
have  called  attention  to  the  remarkable  fact 
that  fortunes  have  been  made  in  so-called  liver 
pills  and  yet  medical  science  is  practically 
without  knowledge  of  a drug  which  has  a di- 
rect or  important  influence  upon  any  one  of 
the  known  functions  of  the  liver  cell. 

At  this  point  I should  mention  the  recently 
employed  use  of  novasurol  in  cirrhosis  of  the 
liver.  It  will  be  remembered  that  novasurol 
was  introduced  some  years  ago  by  German  in- 
vestigators. It  is  an  organic  mercurial  con- 
taining something  more  than  33  per  cent  of 
mercury.  Its  largest  field  of  usefulness  has 
apparently  been  as  a diuretic  in  heart  disease, 
but  it  is  also  used  in  nephritis  and  in  cirrhosis 
of  the  liver.  Rowntree  and  his  co-workers  have 
reported  good  residts  from  the  use  of  this  drug 
in  the  ascites  accompanying  liver  cirrhosis.  It 
is  usually  given  intramuscularly  in  dosage  of 
y2  to  2 c.c.  of  a 10  per  cent  solution.  Such 
a dose  is  given  at  intervals  of  several  days. 
Keith  and  his  associates  have  combined  the 
use  of  ammonium  chloride  with  novasurol, 
giving  the  ammonium  chloride  for  several 
days  preceding  the  administration  of  the  lat- 
ter. It  is  said  that  novasurol  produces  a 
diuresis  greater  than  that  gotten  from  any 
other  known  diuretic.  Our  experience  in  the 
University  Hospital  bears  this  out,  but  our 
observations  have  been,  as  yet,  too  limited  to 
warrant  definite  conclusions. 

Gall-bladder  disease  presents  itself  to  us 
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clinically  as  a far  more  definite  and  a more 
easily  recognized  entity  than  do  diseases  of  the 
liver  itself.  Without  attempting  to  quote 
statistics,  it  seems  fairly  well  established  that 
gall-bladder  disease  is  very  frequently  en- 
countered in  its  acute  and  chronic  form,  as 
well  as  being  responsible  for  an  exceedingly 
large  group  of  chronic  digestive  disorders  and 
probably  of  other  more  remote  disturbances  in 
the  body.  I think  we  will  all  agree  that  no 
agent  at  our  command  has  any  appreciable  ef- 
fect in  the  expulsion  of  the  formed  stone  from 
the  gall-bladder  or  bile  duct.  To  quote  Bland- 
Sutton,  “Although  the  medicine  man  can  point 
to  wonderful  cures  and  the  sorcerers  can  cast 
out  imaginary  devils,  neither  a sorcerer  nor 
a physician  can  expel  gall-stones.”  Many 
small  stones  and  some  larger  ones  pass  into  the 
intestines  through  the  bile  duct  from  time  to 
time,  but  we  cannot  in  any  measurable  degree 
effect  the  expulsion.  We  are  also  without  any 
satisfactory  means  of  destroying  the  stones 
in  the  gall-bladder  or  ducts  by  solution  or 
otherwise.  It  also  seems  that  there  is  little 
prospect  that  an  agent  will  be  found  to  either 
dissolve  or  expel  stones.  Medical  treatment  is, 
therefore,  seemingly  concerned  Avith  discover- 
ing  a method  of  preventing  the  formation  of 
gall-stones.  There  are  tAATo  well-known  theo- 
ries of  gall-stone  production,  which  more  or 
less  merge  into  one.  It  is  generally  belieATed 
that  infection  occurs  first,  and  later  there  is 
a deposition  of  cholesterin,  bile  pigment,  cal- 
cium and  other  substances  forming  the  stone. 
If  this  is  true,  the  problem  of  preventing  gall- 
stones is  the  same  as  that  of  the  prevention 
of  cholecystitis.  There  are  those,  however, 
among  them  Moynihan,  who  believe  that  pure 
cholesterin  stones  are  formed  independently 
of  infection.  In  this  eAent,  cholesterin  meta- 
bolism and  excretion  may  play  an  important 
role  in  the  etiology  of  such  stones. 

Naunyn  and  his  pupils  taught  that  the  chol- 
esterin output  of  the  lhTer  Avas  constant  and 
uninfluenced  by  diet,  and  this  has  been  more 
or  less  an  accepted  idea  for  years. 

It  is  interesting  to  note  that  recent  inA7esti- 
gations,  notably  those  of  Rous  and  McMasters, 
have  shoAvn  that  blood  cholesterin  and  parti- 
cularly the  concentration  of  cholesterin  in  bile 
varies  considerably  with  the  food  intake.  Dur- 
ing starvation  the  cholesterin  content  of  the 
bile  is  very  low.  If  food  rich  in  cholesterin, 
such  as  egg  yolk,  brains  and  liver  are  taken, 
the  cholesterin  content  of  the  bile  is  very  con- 


siderably increased.  According  to  Moynihan, 
it  is  also  increased  in  the  blood  during  the 
period  of  pregnancy  and  possibly  during  the 
menstrual  period.  These  observations  are,  of 
course,  in  line  Avith  clinical  statistics,  which 
show  that  gall-bladder  disease  is  most  com- 
mon in  Avomen  Avho  have  had  repeated  preg- 
nancies. Moynihan  and  other  workers  also  find 
a relatively  high  blood  cholesterin  in  individ- 
uals known  to  have  cholelithiasis.  These  ob- 
servations offer  some  rational  basis  for  prophy- 
laxis, as  a diet  Ioav  in  cholesterin  would  be  in- 
dicated Avhere  gall-bladder  disease  can  be  de- 
tected in  its  earlier  stage.  The  prevention  of 
infection  is  at  present  an  unsolved  problem. 
Apparently,  infection  may  be  carried  to  the 
gall-bladder  through  the  general  circulation, 
from  the  portal  system,  or  by  way  of  the 
lymphatics.  The  bile  is  apparently  a natural 
channel  for  the  excretion  of  dead  or  living 
bacteria,  and,  like  the  tonsils,  the  bile  excre- 
tory apparatus  often  sacrifices  itself  in  per- 
forming this  function.  The  problem  here  is 
that  of  eradicating  focal  infection  elseAvhere  in 
the  body  and  particularly  of  avoiding  long 
standing  inflammatory  conditions  in  the  area 
of  the  drainage  of  the  portal  vein.  The  fact 
that  certain  drugs  of  the  phthalein  group  are 
shoAvn  to  be  concentrated  in  the  gall-bladder 
under  normal  conditions  at  least  suggests  the 
possibility  that  a drug  may  be  found  of  anti- 
septic properties  capable  of  concentration  in 
the  bile  to  a sufficient  degree  to  act  as  a bacteri- 
cidal agent.  In  the  past  hexamethylenamine 
(urotropin)  has  been  used  for  this  purpose. 
It  still  has  its  advocates,  but  it  is  generally  be- 
lieA’ed  that  its  effects  are  practically  negligible. 

The  problem  of  the  treatment  of  cholecysti- 
tis by  so-called  non-surgical  drainage  is  one 
about  which  there  is  far  more  room  for  dis- 
cussion. To  restate  the  technique  of  trans- 
duodenal  drainage  as  advocated  by  Lyon  or  of 
Meltzer’s  law  of  contrary  innervation,  upon 
which  it  is  based,  is,  I take  it,  unnecessary  in 
this  body.  From  the  outset,  Lyon’s  sugges- 
tion caught  the  attention  of  the  medical  world. 
To  greater  or  less  extent  the  method  has  prob- 
ably been  used  in  eA’ery  clinic  and  bv  many 
practitioners  throughout  this  and  other  coun- 
tries. A large  number  of  reports  are  available 
in  the  current  literature  of  the  past  seA^eral 
years  dealing  with  ATarious  aspects  of  the  sub- 
ject. It  Avill  be  understood  that  these  remarks 
have  reference  solely  to  the  therapeutic  appli- 
cation of  the  method.  Perhaps  the  report 
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setting  forth  the  most  striking  statistical  data, 
as  well  as  the  fullest  exposition  of  the  prin- 
ciples involved,  is  that  of  Lyon  and  Swalm 
presented  at  the  May,  1925,  meeting  of  the 
American  Medical  Association.  It  may  be  re- 
called that  this  report  was  based  upon  some 
14,000  drainages.  A study  was  made  of  376 
cases  of  gall-bladder  disease  of  which  318  were 
treated  by  duodenal  drainage  combined  with 
other  non-surgical  methods.  Briefly  put,  these 
authors  state  that  permanent  cure  was  effected 
in  30  per  cent  of  cases;  52  per  cent  were  much 
improved,  could  discontinue  further  treatment, 
and  remained  in  good  health  for  more  than  a 
year;  9 per  cent  were  considerably  improved, 
and  only  2 per  cent  were  entirely  unimproved, 
of  which  one  died.  In  this  article  the  authors 
enumerate  some  fifteen  classes  of  cases  in  which 
they  consider  the  method  indicated.  Time  does 
not  permit  me  to  go  over  these,  but'  they  be- 
lieve that  excellent  results  may  be  obtained  in 
three  out  of  four  of  all  gall-tract  patients  by 
the  use  of  non-surgical  methods.  Reports  from 
many  other  observers  show  beneficial  results 
in  varying  degree.  These  include  some  of  our 
most  prominent  internists  and  gastro-entero- 
logists — men  of  extensive  clinical  experience. 

On  the  other  hand,  the  method  has  been 
tried  and  practically  discarded  by  many  other 
equally  able  observers.  From  available  infor- 
mation there  is  little  doubt  that  there  is  a 
group  of  cases  in  which  the  patient  will  either 
recover  entirely  or  be  materially  or  tempo- 
rarily benefited  by  the  regime  advocated  by 
Lyon.  The  question  is,  whether  this  group 
would  not  do  qually  well  if  treated  by  other 
non-surgical  methods.  In  other  words,  does 
intermittent  or  continuous  duodenal  intuba- 
tion and  medication  fulfill  therapeutic  de- 
mands not  attainable  by  other  procedures.  Per- 
sonally. I share  the  difficulties  and  doubts  ex- 
pressed by  Prof.  Carlson  concerning  Lyon’s 
theories.  It  will  be  recalled  that  Soper  and 
others  report  having  obtained  results  experi- 
mentally and  clinically  by  the  use  of  magnes- 
ium sulphate  administered  by  mouth  as  defi- 
nite as  by  the  use  of  the  duodenal  tube.  In 
the  University  Hospital  we  have  thought  our 
cases  of  acute  catarrhal  jaundice  recovered 
more  rapidly  when  treated  by  the  tube  than 
otherwise.  We  have  treated  cases  of  cholecy- 
stitis bv  Lyon’s  method  with  varying  degrees 
of  success.  Incidentally  (but  not  fundamen- 
tally) the  mental  impression  on  certain  patients 
of  seeing  the  bile  drained  from  their  intes- 


tines is  most  impressive.  As  a personal  opin- 
ion. I greatly  doubt  whether  in  its  present  form 
the  Lyon  method  has  more  than  a limited  field 
of  usefulness  as  a system  of  treatment. 

As  regards  other  medical  measures,  I see  no 
reason  for  believing  otherwise  than  that  many 
cases  of  cholecystitis  are  cured  and  others  re- 
lieved for  considerable  periods  of  time  by  the 
careful  and  judicious  use  of  dietary,  medicinal 
and  other  measures  at  our  command.  These 
cases  require  careful  investigations,  particu- 
larly those  in  which  the  manifestations  are 
largely  digestive.  Much  can  be  done  for  these 
patients  by  diet  and  medication  directed  to 
hyper-  or  hypo-chlorhydria,  pvlorospasm,  con- 
stipation or  other  reflex  or  accompanying  con- 
ditions which  may  be  present  in  the  individual 
case.  I am  wedded  to  no  particular  drugs  or 
methods  and  will  not  take  the  time  to  outline 
methods  of  treatments  which  are  readily  ac- 
cessible in  current  literature  and  standard 
texts. 

Finally,  those  of  us  who  “follow  our  cases  to 
the  operating  table  are  impressed  with  the 
futility  of  present  day  non-surgical  methods 
in  dealing  with  many  chronic,  deep-seated  in- 
fections of  the  gall-bladder  or  ducts,  often- 
times filled  with  stones.  Aside  from  local  and 
digestive  distress,  the  chronically  infected  gall- 
bladder acting  as  a focal  infection,  is  prob- 
ably as  dangerous  as  the  infected  tonsil,  sinus 
or  tooth.  It  is,  therefore,  to  be  greatly  hoped 
that  improvements  in  methods  of  diagnosis 
will  enable  us  to  more  clearly  differentiate  the 
group  of  cases  in  which  we  can  expect  cures 
by  medical  methods  from  that  group  in  which 
it  is  the  clear  duty  of  the  physician  to  put  his 
patient  into  the  hands  of  a competent  surgeon. 

SURGICAL  TREATMENT  OF  THE  LIVER 
AND  GALL-TRACT  DISEASES.* 

By  HUGH  H.  TROUT,  M.  D.,  Roanoke,  Va. 

There  must  be  some  reason  for  the  number 
of  medical  societies  having  selected  liver  and 
gall-tract  diseases  as  the  subject  for  discus- 
sion, as  well  as  the  literature  abounding  with 
articles  dealing  with  various  problems  con- 
cerning hepatic  function  and  disturbances. 
Certainly  the  somewhat  recent  work  of  Evai'ts 
Graham  and  his  co-workers,  along  with  the 
studies  of  Judd,  Rowntree,  van  der  Bergh, 
Sweet.  Mann  and  numerous  others  is  sufficient 
stimulus  to  explain  this  increased  interest  in 

*Read  as  part  of  the  symposium  on  Diseases  of  the  Liver 
before  the  fifty-seventh  annual  meeting  of  the  Medical  Society 
of  Virginia,  at  Norfolk,  October  12-15,  1926. 
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the  subject  selected  by  the  Medical  Society  of 
Virginia  for  their  symposium  at  this  meeting. 

Cysts  and  secondary  abscesses  of  the  liver 
are  the  most  frequent  surgical  conditions  in- 
volving this  organ,  and,  as  their  surgical 
treatment  is  so  evident,  it  has  been  decided  to 
confine  this  part  of  the  symposium  largely  to 
the  surgical  treatment  of  the  diseases  of  the 
biliai’y  tract.  However,  the  Talma-Morrison 
operation  for  cirrhosis  of  liver  does  occasion- 
ally give  good  results,  but,  where  there  is  a 
large  amount  of  ascitic  fluid  with  liver  des- 
truction, no  beneficial  results  should  be  ex- 
pected. 

In  gall-bladder  surgery,  as  in  every  other 
branch  of  surgery,  when  to  operate  is  usually 
a hard  question  to  decide,  but,  also,  when  not 
to  operate  is  often  even  more  perplexing.  We 
have  all  seen  cases  which  were  apparently 
definitely  cholecystitis,  but  in  whom  a positive 
Wassermann  was  obtained  and,  with  proper 
treatment,  the  symptoms  disappeared.  In  the 
practice  of  doing  routine  Wassermanns  and 
Kahns,  we  have,  during  the  past  several  years, 
picked  up  almost  accidentally  four  cases  in 
whom  syphilis  was  causing  the  symptoms  of 
gall-tract  trouble,  but  in  whom  there  was  no 
history  of  luetic  infection  and  two  of  the  cases 
had  had  their  gall-bladders  removed — one  of 
which  we  did — and,  in  both,  the  symptoms  per- 
sisted after  the  operation  until  relieved  by 
antiluetic  treatment.  The  other  two  were 
saved  from  operation  by  the  routine  taking  of 
Wassermanns  and  Kahns. 

Not  so  many  years  ago  in  gall-bladder  cases, 
the  dictum  was  “the  time  to  operate  is  when 
the  surgeon  first  sees  the  patient.”  Happily 
for  the  patient,  that  dajq  which  was  never 
popular,  has  passed,  and  now  we  find  ourselves 
somewhat  in  the  same  position  we  were  a few 
years  ago  in  regard  to  the  prostatic  patient, 
in  that  we  are  today  beginning  to  make  a more 
careful  study  of  the  patient’s  history,  a more 
thorough  and  comprehensive  examination  of 
blood  and  urine,  and,  to  a certain  extent,  are 
able  to  apply  a fairly  satisfactory  functional 
hepatic  test.  This  analogy  between  the  liver 
and  urinary  tract  is  very  attractively  presented 
in  the  Annals  of  Surgery,  October,  1926,  by 
Edwin  Beer.  With  these  various  aids  as  our 
guides,  we  are  today  preparing  our  patients 
for  safer  operations  done  at  the  proper  time, 
and  carried  through  their  convalescence  with 
less  discomfort  and  decreasing  mortality  and 
morbidity. 


Whenever  it  is  possible  for  a patient  with 
an  acute  gall-bladder  to  “cool  off”  before  an 
operation,  it  should  be  done.  However,  the 
patient  should  be  in  a hospital  where  a care- 
ful watch  can  be  made  of  the  progress,  and  any 
emergency  met  that  might  arise. 

In  the  pre-operative  preparation  of  the  pa- 
tient, not  only  should  the  coagulation  time  be 
estimated  but  some  definite  determination  be 
made  of  the  amount  of  bile  pigment  (biliru- 
bin) present,  so  as1  to  use  these,  along  with  the 
clinical  study  of  the  individual  patient,  as 
guides  in  the  bringing  of  the  patient  to  the 
best  possible  condition  for  operation. 

If  the  coagulation  time  is  over  five  (5) 
minutes,  and  no  surgical  emergency  exists,  cal- 
cium lactate  by  mouth  can  be  depended  on  to 
improve  this  complication.  This  is  given  by 
mouth  in  a soluble  form  in  20  grain  doses  three 
times  a day.  In  addition  to  this,  the  employ- 
ment of  an  abundant  fluid  and  carbohydrate 
intake  will  materially  help.  However,  if  the 
coagulation  time  is  greatly  delayed,  especi- 
ally if  the  patient’s  condition  demands  an  im- 
mediate operation,  5 c.c.  of  a 10  per  cent  solu- 
tion of  calcium  chloride  given  intravenously 
as  recommended  by  Walters  and  Waltman1 
will  add  much  to  the  safety  of  the  operation 
and  convalescence. 

Blood  transfusions  are  sometimes  of  aid,  but 
should  only  be  undertaken  with  extreme  care, 
for  a blood  graft  is  not  without  its  own  dan- 
ger, and  no  matter  what  method  is  employed 
“reactions”  do  occur. 

Glucose  intravenously,  w h e n indicated, 
should  also  be  given  with  caution,  as  should 
all  medication  given  in  the  vein. 

Of  the  various  tests  to  estimate  the  amount 
of  bile  pigment  (bilirubin)  in  the  blood,  the 
van  den  Bergh  or  some  modification,  such  as 
Murphy’s,2  is  the  one  most  commonly  employed. 
Very  little,  except  operative  interference,  can 
be  done  to  reduce  the  amount  of  bilirubin  in 
the  blood  where  such  retention  is  due  to  ob- 
struction of  the  bile  duct.  Some  small  reduc- 
tion might  be  expected  by  increased  renal 
elimination,  though,  naturally,  this  is  very  in- 
definite. 

Abel  and  Rowntree,  in  their  application  of 
the  phenoltetrachlorphthalein  dye  test  to  the 
liver,  have  furnished  us  with  the  basis  of  a 
functional  test  which  eventually  will  probably 
be  as  much  aid  to  the  surgeon  in  preparing  the 
patient  for  a gall-tract  operation,  as  the 
phenolsulphonephthalein  is  now  in  the  prep- 
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aration  of  a prostatic  and  kidney  patient. 
However,  as  an  aid  in  proper  preparation  of  a 
patient  with  a biliary  tract  complication,  the 
test,  as  yet.  has  not  proven  of  much  practical 
aid,  but  it  is  of  distinct  value  in  helping  us 
to  determine  whether  to  do  a cholecystectomy 
or  cholecystotomy. 

One  should  not  he  too  enthusiastic  about 
placing  any  dve  in  the  blood  stream,  for, 
here,  also,  “reactions”  do  occur  in  spite  of 
what  some  advocates  of  the  tests  claim.  The 
role  of  the  reticulo-endothelial  system  in  such 
reactions  is  a most  interesting  speculative  Held, 
hut  the  practical  application  is,  intravenous 
dye  tests  are  not  without  danger  and  discom- 
fort to  the  patient. 

If  we  are  not  careful,  in  our  desire  to  use 
the  advantages  of  these  new  methods,  we  may 
easily  forget  that  pre-operative  preparation 
can  be  far  over-balanced  by  the  risks  in  delay, 
especially  in  jaundiced  patients.  Also,  the  in- 
formation so  obtained  may  not  be  worth  suffi- 
cient to  the  patient  to  justify  the  inconveni- 
ence necessitated. 

The  practice  of  some  surgeons  of  reducing 
rapidly  the  weight  of  patients  before  opera- 
tions is  bad,  for,  in  such  a process,  they  also 
lessen  the  resistance  of  the  patient.  In  very 
obese  patients,  if  the  surgeon  can  obtain  co- 
operation, reduction  can  be  made  slowly  and 
without  danger  by  a suitable  diet,  if  the  symp- 
toms will  allow  of  delay. 

Occasionally  one  sees  a patient  who  has 
sugar  in  the  urine  before  a cholecystectomy  for 
gall-stones  or  cholecystitis,  which  disappears 
after  the  operation,  and,  incidentally,  these 
cases  are  usually  quite  fat.  I do  not  think 
these  cases  should  be  considered  to  be  true 
diabetics,  but  rather  patients  with  some  in- 
fection of  the  pancreas  which  is  relieved  by 
removing  the  infected  gall-bladder. 

Having  properly  prepared  the  patient  for 
the  operation,  naturally,  the  first  question  to 
arise  will  be  the  choice  of  the  anaesthetic. 
While  ethylene  and  oxygen  unquestionably 
have  a very  definite  role  in  the  handicapped 
patient,  ether  will  continue,  for  some  time  to 
come,  the  safest  and  most  satisfactory  in  the 
hands  of  the  average  surgeon.  However,  it 
should  not  be  forgotten  that  ethylene  and 
oxygen  do  give  a better  relaxation  than  is  usual 
with  nitrous  oxide  and  oxygen,  and  often,  es- 
pecially when  combined  with  a little  ether, 
will  allow  the  surgeon  a satisfactory  and  com- 
fortable exposure,  and  the  absence  of  post- 


operative nausea  will  be  of  considerable  aiTl  in 
the  convalescence.  The  fact  that  ethylene  is 
explosive  should  only  serve  to  make  us  more 
careful  in  its  use,  and  certainly  not  to  scare 
us  into  not  employing  it. 

A high  right  rectus  incision  with  the  up- 
per part  of  the  incision  turned  toward  the 
xiphoid  cartilage  and  the  skin  and  fascia  cut 
further  down  than  the  peritoneum  in  the  lower 
end  of  the  incision,  usually  gives  an  excellent 
exposure  and  allows  an  easier  closure  of  the 
peritoneum. 

In  the  uncomplicated  cases  the  liver  can  be 
delivered  either  by  traction  on  the  gall-blad- 
der. or,  as  is  done  in  many  hospitals,  cutting 
the  suspensory  ligament,  applying  traction  on 
same,  and  suturing  together  before  closing 
the  abdomen.  We  have  never  found  it  neces- 
sary or  advisable  to  pack  gauze  between  the 
diaphragm  and  the  liver,  as  has  been  advo- 
cated, for  such  a procedure  would  certainly 
add  to  the  traumatism  and  shock  of  the  opera- 
tion, and  I do  not  believe  would  be  of  much 
advantage. 

The  sooner  we  learn  that  gall-stones  are  a 
sign  of  previous  trouble  and  that  it  is  not 
necessary  to  have  gall-stones  to  have  serious 
disease  of  the  gall-bladder,  then  the  more  defi- 
nite will  be  our  understanding  of  the  indica- 
tions for  surgical  procedures.  In  this  field  of 
surgery,  as  in  all  others,  surgical  judgment  is 
required — so  much  so  that  it  it  now  no  longer 
a question  of  cholecystectomy  versus  cholecys- 
totomy, but  rather  whether  there  is,  or  has 
been,  actual  disease  existing.  For  example,  the 
decision  as  to  whether  there  is  a “strawberry” 
gall-bladder  present  is  sometimes  more  diffi- 
cult than  some  surgeons  would  have  us  be- 
lieve. 

It  is  true  a gall-bladder  can  be  removed,  and 
apparently  no  bad  effects  follow,  but,  we  should 
not  forget  that  the  gall-bladder  has  at  least 
two  definite  functions,  and  after  the  removal 
of  the  gall-bladder,  compensation  with  the  loss 
of  these  functions  does  have  to  take  place. 
Such  compensation  means  an  additional  load 
on  some  other  organ.  However,  a definitely 
diseased  gall-bladder  should  unquestionably  be 
removed,  and  the  above  remarks  are  made  only 
to  caution  against  the  apparent  tendency  to- 
wards cholecystectomies  without  sufficient 
basis  to  justify  the  practice. 

In  deciding  whether  a gall-bladder  is  dis- 
eased or  not,  cholecystograph  is  sometimes  of 
aid.  Graham3  states  that  the  failure  of  the 
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pall-bladder  to  concentrate  the  material  suffi- 
ciently does  sometimes  account  for  the  failure 
to  obtain  a shadow  of  the  gall-bladder,  and 
this  may  be  due  to  disease  of  the  wall,  and 
such  a finding  will  help  in  the  determination 
as  to  whether  the  gall-bladder  is  diseased  or 
not.  He’  further  states,  “It  is  possible,  there- 
fore, that  a functional  test  of  the  gall-bladder, 
such  as  is  made  possible  by  cholecystography, 
will  readily  prove  to  be  a more  accurate  index 
of  the  actual  condition  of  the  organ  than  gross 
pathological  anatomical  findings  at  operation.” 
He,  however,  does  not  think  this  has  been  tried 
sufficiently  to  warrant  sweeping  conclusions. 

Of  course,  where  one  finds  a small  con- 
tracted fibrous  gall-bladder,  one  naturally  re- 
calls Courvoisier’s  observation  that  the  gall- 
bladder has  attained  this  condition  by  the 
forcing  a stone  into  the  common  duct,  and 
somewhat  also  due  to  the  secondary  infection. 
Therefore,  we  should  expect  to  find  a stone  in 
the  common  duct  in  such  a case. 

With  a distended  gall-bladder,  no  adhesions 
and  jaundice,  malignancy  should  be  considered. 

The  size  and  feel  of  the  lymph  nodes  is  some- 
times an  aid  in  determining  whether  infection 
is  or  has  been  present,  as  well  as  the  possi- 
bility of  malignancy. 

Many  surgeons  feel  if  there  is  a definite 
hepatitis  present,  the  gall-bladder,  as  a source 
of  infection,  should  be  removed,  but  I,  per- 
sonally, have  found  it  extremely  difficult  and 
uncertain  to  determine  whether  there  is  a 
hepatitis  existing  or  not.  Certainly  all  sur- 
geons should  take  every  opportunity  to  ex- 
amine the  gross  appearance  of  all  livers  so 
that  the  abnormal  liver  may  be  recognized 
when  presented. 

Cholecystectomy  gives  far  more  satisfactory 
results  in  the  vast  majority  of  cases,  but  there 
are  still  those  cases  in  which  eholecystotomy 
has  a definite  field,  such  as  the  badly  handi- 
capped patient  in  whom  it  is  best  to  remove 
the  stone,  institute  drainage  and  do  this  with 
a local  anaesthetic.  In  a patient  with  jaundice 
associated  with  cholecystitis,  eholecystotomy  is 
a safe  method  of  relieving  acute  symptoms  and 
providing  drainage,  or  in  a patient  on  whom 
a gastro-enterostomy  or  some  other  primary 
operation  has  been  done  and  gall-stones  present 
in  gall-bladder,  eholecystotomy  offers  a safer 
procedure  than  cholecystectomy. 

Whenever  practical,  the  appendix  should  be 
examined,  for  there  is  some  relationship  be- 


tween appendicitis  and  cholecystitis,  and,  if  the 
patient's  condition  will  justify  it,  and  appen- 
dectomy should  be  done. 

Adhesions  between  the  gall-bladder  and  the 
duodenum  are  more  often  due  to  cholecystitis 
than  to  duodenal  ulcer,  though  Bruce4  has  re- 
cently called  attention  to  the  association  of 
cholecystitis  with  duodenal  ulcer,  and  reports 
six  cases  in  addition  to  the  four  previously  re- 
ported by  Judd5  of  bleeding  ulcers  found  in 
the  duodenum  which  were  relieved  by  chole- 
cystectomy. 

'Fhe  exploration  of  the  common  duct  is  never 
without  some  uncertainty,  and  the  opening  of 
the  same  is  not  without  danger.  In  this  de- 
cision. the  history,  especially  as  regards  jaun- 
dice, the  condition  of  the  liver,  the  type  of  the 
gall-bladder,  the  dilatation  of  the  common 
duct,  the  amount  of  bilirubin  present,  etc.,  will 
all  be  of  aid  in  the  determination  of  this  ques- 
tion. Ma  ny  surgeons  have  overlooked  stones 
in  the  common  duct,  and,  I regret  to  have  to 
state,  I know  I have  in  at  least  one  case. 

If  the  common  duct  is  opened,  frequently 
the  small  finger  can  be  passed  upward  to  the 
hepatic  ducts  where  stones  are  very  occasion- 
ally found,  or  downward  toward  the  duode- 
num. A small  scoop  will  often  go.  where  the 
finger  will  not,  but,  with  the  large  majority 
of  cases,  the  surgeon  has  to  be  satisfied  with 
the  passage  of  a probe.  The  passing  of  a 
probe  through  the  remains  of  the  cystic  duct 
into  the  common  duct  is  usually  not  easy,  and 
often  very  uncertain.  In  addition,  the  com- 
mon duct  has  a narrower  diameter  at  its  junc- 
tion with  the  cystic  duct  than  anywhere  else  in 
its  length  and  much  traumatism  at  that  local- 
ity is,  therefore,  more  apt  to  result  in  stric- 
ture. Ileid,  however,  advocates  draining  the 
common  duct,  after  the  removal  of  stones, 
through  a small  tube  placed  in  the  cystic  duct. 

In  rare  instances,  it  is  necessary  to  remove 
stones  by  opening  the  duodenum,  but  this  pro- 
cedure should  be  avoided  if  possible.  However, 
this  method  is  far  easier  than  is  generally  con- 
sidered, and  infection  high  in  the  alimentary 
tract  is  not  as  frequent  as  nearer  the  colon. 

Having  decided  to  remove  the  gall-bladder 
brings  up  the  question  whether  to  start  the 
cholecystectomy  at  the  cystic  duct  and  dissect 
out  toward  the  fundus,  or  start  at  the  fundus 
and  go  toward  the  cystic  duct.  There  are  many 
advocates  of  each  method,  and  both  present 
advantages.  Personally,  I prefer  to  start  at 
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the  cystic  duct,  but  there  are  cases  in  which 
starting  at  the  fundus  renders  the  operation 
easier  and  safer.  Certainly  every  surgeon 
should  follow  the  method  which  comes  most 
natural  to  him.  and  no  surgeon  should  confine 
himself  to  either  method  but  employ  the  one 
applicable  to  the  individual  case. 

In  regard  to  drainage  after  the  removal  of 
the  gall-bladder  in  uncomplicated  cases,  there 
is  much  diversity  of  opinion.  I can  see  no 
harm  in  a small  drain  properly  situated  with 
the  omentum  placed  between  the  duodenum 
and  the  drain,  and  such  is  a comfort  to  the 
surgeon  and  adds  to  the  safety  of  the  patient, 
and  our  practice  has  always  been  to  drain.  T 
am  fortified  in  this  position  by  having  seen, 
during  the  last  several  years,  three  patients — 
all  supposedly  clean  cases  and  none  drained — 
in  two  of  whom  we  opened  abscesses  unde]1 
the  liver — one  two  months  after  the  primary 
cholecystectomy  and  the  other  six  months, 
while  the  third  showed  a peritonitis  on 
autopsy.  Of  course,  no  one  can  positively 
state  such  complications  might  not  have  hap- 
pened had  drainage  been  employed,  but,  I have 
never  seen  it,  and.  it  does  sound  more  reason- 
able to  presume  infection  will  follow  outward 
a drainage  .tract. 

Holman"  and  Blalocks  state  there  was  drain- 
age of  bile  in  35  per  cent  and  38  per  cent  of 
cases  following  cholecystectomies  in  the  two 
series  of  cases  they  studied.  As  the  bile  drain- 
age ceases  very  soon  after  removal  of  the 
drain — often  within  twenty-four  hours, — it  is 
not  probable  this  bile  comes  from  the  cystic 
duct  tie  not  holding,  but.  rather  the  bile  is 
coming  from  injury  to  the  liver  bed  from 
which  the  gall-bladder  has  been  removed. 

Holman  concludes  this  leakage  of  bile  is 
often  due  to  injury  to  anomalous  branches  of 
the  hepatic  duct.  It  is  certainly  more  rea- 
sonable to  believe  this  injury  is  done  during 
the  operation  than  to  accept  the  remote  pos- 
sibility of  trauma  from  the  drain  being  the 
etiological  factor. 

A silk  tie  on  cystic  duct  in  clean  cases  is 
employed  in  many  clinics.  Suturing  over  the 
stump  of  the  cj^stic  duct  with  peritoneum  is 
an  excellent  practice  when  easily  done,  but, 
where  the  surrounding  tissue  is  oedematous, 
etc.,  the  advantages  of  the  procedure  are  out- 
weighed by  the  increased  danger. 

If  the  drain  is  removed  gradually  by  the 
third  or  fourth  day,  any  nausea  which  might 


be  due  to  its  presence  is  prevented. 

Yates  advocates  sewing  the  peritoneum, 
which  has  been  dissected  off  of  the  gall-blad- 
der, over  the  drain  after  it  has  been  placed  in 
the  liver  bed  from  which  the  gall-bladder  has 
been  removed. 

It  is  good  practice,  when  practical,'  to  bring 
the  drain  through  a stab  incision  in  the  flank 
after  placing  the  end  of  the  same  in  Mont- 
gomery^ fossa. 

Where  one  has  a gangrenous  gall-bladder  in 
a patient  who  is  not  doing  well  on  the  operat- 
ing table,  the  suggestion,  usually  attributed  to 
the  late  Dr.  A.  J.  Ochsner,  of  splitting  the 
lower  surface  of  the  gall-bladder  open,  pack- 
ing with  gauze  and  placing  a piece  of  rubber 
protective  between  the  gauze  and  the  general 
peritoneal  cavity,  has  proven  of  much  aid  in 
some  difficult  cases. 

In  chronically  infected  gall-bladders  with 
a probable  associated  cholangitis,  a long  tie 
or  clamps  can  be  left  on  the  cystic  duct  so  that 
the  cystic  duct  can  be  opened  in  case  of  liver 
sepsis. 

Injury  to  the  common  duct  can  best  be 
avoided  by  having  a good  exposure  and  a clear 
understanding  of  the  anatomy  of  that  region. 
Occasionally  a suture  slips,  or  a clamp  springs 
loose,  when  tying  the  cystic  vessels,  and  the 
surgeon,  grabbing  with  a clamp  in  a bloody 
field,  includes  a portion  of  the  common  duct. 
It  is  in  such  a situation  as  this  the  suggestion 
of  Dr.  W.  J.  Mayo  is  of  much  aid.  He  advo- 
cates catching  the  region  that  is  bleeding  with 
the  fingers;  then,  while  holding  with  fingers, 
clean  the  field,  isolate  vessels,  clamp  and  tie. 

Judd6  states  “the  belief  is  becoming  more 
prevalent  through  accumulated  experience  that, 
in  a considerable  proportion  of  cases,  com- 
mon duct  stricture  is  the  result  of  a general 
obliterative  cholangitis.” 

Where  exposure  is  difficult,  the  small  elec- 
tric lamp,  which  is  cool  and  can  be  sterilized 
along  with  the  cord,  is  of  distinct  aid  when 
placed  in  the  lower  angle  of  the  exposed  field. 

The  best  method  of  treating  injuries  to  the 
common  duct  is  to  prevent  them  b}^  careful 
and  clear  isolation  of  the  cystic  duct  before 
clamping  the  same. 

However,  repair  of  injury  to,  or  strictures 
of,  the  common  duct  is  a “chapter  unto  itself1', 
and  any  surgeon  who  has  had  one  or  more  such 
operations  to  do  will  realize  it  is  too  long  a 
chapter  to  be  discussed  except  as  a separate 
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paper. 

The  making  of  an  anastomosis  between  the 
gall-bladder  and  the  alimentary  tract  is  gain- 
ing in  favor,  and  is  indicated  in  the  following 
type  of  cases:  (a) — In  old  patients  whose  pan- 
creas is  hard,  and  the  surgeon  cannot  be  sure 
whether  the  same  is  malignant  or  not;  (b) — in 
inoperable  obstructions  to  the  common  duct ; 
(c) — diverticulum  of  the  common  duct;  (d)  — 
in  operable  lesions  of  common  duct:  (e) — car- 
cinoma of  gall-bladder.  One  very  interesting 
point  about  this  procedure  is  to  be  found  in 
the  fact,  when  due  to  the  cessation  of  the  pan- 
creatitis, or  other  cause,  there  is  no  longer  use 
for  the  side-tracking  of  the  bile;  the  anasto- 
motic opening  closes,  being  similar,  in  this  re- 
spect, to  what  happens  frequently  in  the  case 
of  a duodenal  ulcer  following  a gastro-enter- 
ostomy. 

The  position  of  the  alimentary  tract  which 
is  most  convenient  and  will  allow  apposition 
without  traction,  is  the  site  for  the  anastomo- 
sis. 

Crile  has  been  applying  heat  during  and 
after  the  operation  by  means  of  diathermy  to 
the  liver  in  the  badly  handicapped  patients, 
but,  as  yet,  this  practice  has  not  come  into 
general  use. 

The  post-operative  care  of  such  patients  is 
very  similar  to  that  of  any  other  abdominal 
operations,  e.  g.,  proctoclysis,  stibcutaneous  in- 
fusions, blood  transfusions  when  definitely  in- 
dicated, gastric  lavage  more  frequently  than 
is  generally  practiced,  and  small  doses  of  mor- 
phia given  frequently. 

Here,  too,  the  post-hospital  care  of  the  pa- 
tient should  be  followed  with  the  aid  of  the 
family  physician,  and  I am  sure  an  honest  re- 
view of  our  results,  studied  several  years  after 
the  patient  has  left  the  hospital,  will  be,  on 
the  whole,  gratifying,  but,  in  such  a study,  we 
will  find  we  have  made  mistakes,  which  should 
be  of  aid  to  us  in  the  future. 

No  attempt  has  been  made  to  cover  this 
large  subject  more  than  very  hurriedly,  and 
only  the  more  important  and  somewhat  recent 
developments  have  been  discussed. 
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Discussion  of  Papers  by  Drs.  Mann,  Martin,  Hodges, 
Flippin  and  Trout. 

Dr.  Charles  C.  Haskell,  Richmond-. — I think  we 
all  owe  Dr.  Mann  an  immense  debt  of  gratitude.  Dr. 
Mann  is  representative  of  the  new  era.  It  has  not 
been  so  many  years  ago  when  laboratory  worker  and 
clinician  were  definitely  separated;  when  a worker 
was  put  in  a laboratory,  he  was  supposed  to  have 
nothing  at  all  to  do  with  the  clinical  side  of  medicine. 
He  was  to  work  on  abstract  problems  entirely.  But 
the  tendency  nowadays,  certainly  in  this  country, 
is  more  and  more  to  have  the  laboratory  worker  de- 
vote his  attention  to  subjects  of  practical  clinical 
importance.  It  was  only  recently  that  a prominent 
English  physiologist  decried  this  tendency.  He  said 
we  should  teach  in  our  medical  schools  abstract  physi- 
ology, but  I think  that  is  erroneous.  We  want  to 
knew  the  bearing  of  our  work  on  medical  problems. 
Through  a method  which  is  beautiful  in  its  sim- 
plicity, Dr.  Mann  has  approached  the  problem  of 
hepatic  function  and  has  already  given  us  a tremend- 
ous amount  of  valuable  information.  Not  only  that, 
but  he  has  stimulated  workers  elsewhere. 

Important  as  is  Dr.  Mann’s  work  on  the  liver,  I 
can  not  help  but  feel  more  attracted  to  the  work 
that  has  been  done  on  the  gall-bladder.  For  years 
it  has  been  believed  by  physiologists  that  the  gall- 
bladder has  a function.  It  would  seem  to  be  adapted 
to  the  work  of  storing  the  bile  in  the  interim  and 
supplying  it  to  the  intestine  when  needed.  Some  of 
us  in  Richmond  have  had  evidence  that  sought  to 
disprove  this  theory  entirely;  Dr.  Sweet  proved  to 
his  own  satisfaction  that  the  bile  never  escaped  from 
the  gall-bladder.  Through  the  work  of  Boyden,  Whit- 
aker, Mann,  and  others,  it  has  now  been  conclusively 
shown  that  the  gall-bladder  does  discharge  its  con- 
tents, apparently  by  muscular  contraction.  Dr. 
Mann’s  statement  as  to  the  function  of  the  gall-blad- 
der affords  me  considerable  satisfaction.  I do  not 
know  anything  about  practical  clinical  medicine — 
therefore  I am  probably  well  qualified  to  discuss  it. 
It  never  appeared  to  me  that  the  gall-bladder  is  a 
functionless  organ.  Reading  more  or  less  clinical 
literature,  it  looked  as  if  a good  many  surgeons  were 
following  a good  old  Hibernian  dictum,  “If  you  see 
a head,  crack  it” — if  they  see  something  easy  to  get 
out,  take  it  out.  Now,  many  people  are  apparently 
living  all  right  without  gall-bladders,  but  we  can  not 
say  definitely  that  there  is  nothing  wrong  with  them; 
the  patient  may  have  lived  a while  longer  or  may 
have  been  a little  happier  had  his  gall-bladder  not 
been  removed. 

In  Dr.  Flipping  paper  the  action  of  magnesium 
sulphate  on  the  sphincter  was  brought  up.  You  all 
know  that  Meltzer  conceived  the  idea  of  reciprocal 
innervation  of  the  sphincter  and  gall-bladder,  that 
if  the  sphincter  contracted,  the  gall-bladder  relaxed. 
Lyon,  therefore,  used  magnesium  sulphate  to  inhibit 
the  sphincter.  Whitaker  suggests  that  the  magne- 
sium sulphate,  by  its  quieting  action  on  plain  mus- 
cle, relaxes  the  sphincter,  but  has  no  power  to  cause 
contraction  of  the  gall-bladder. 

Dr.  J.  Shelton  Horsley,  Richmond: — We  are  all 
greatly  indebted  to  these  gentlemen  who  have  given 
us  this  excellent  symposium  on  the  liver,  and  par- 
ticularly to  our  distinguished  guest,  Dr.  Mann.  Mod- 
esty forbade  him  to  stress  too  much  the  experimental 
work  which  he  has  done  on  the  gall-bladder.  Whit- 
aker, of  Harvard,  has  shown  on  animals  by  succes- 
sive roentgenograms  that  iodized  oil  injected  directly 
into  the  gall-bladder  will  trickle  through  the  cystic 
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duct.  Whitaker  has  also  shown  that  when  the 
sphincter  of  Oddi  is  paralyzed,  so  permitting  free 
drainage  of  bile  from  the  common  duct,  a very  large 
percentage  of  these  animals  develop  stone  in  the 
gall-bladder.  Now,  if  those  animals  with  free  drain- 
age of  bile  from  the  common  duct  tend  to  develop 
stone  more  rapidly,  why  is  the  so-called  medical 
drainage  of  the  gall-bladder  advocated?  We  are  con- 
fusing the  so-called  medical  drainage  with  surgical 
drainage.  Undoubtedly  drainage  may  be  needed,  but 
the  tissues  should  also  be  given  rest.  If  we  have  in- 
flammation of  the  urinary  bladder,  we  introduce  a 
catheter  or  make  a suprapubic  incision  and  drain, 
but  that  is  quite  different  from  putting  a stimulant 
in  the  duodenum  and  making  the  gall-bladder  empty 
itself.  Are  we  doing  good  or  harm,  if  the  gall- 
biadder  is  infected,  by  giving  some  substance  which 
causes  it  to  contract  more  violently  than  normally? 
It  a tube  is  in  the  gall-bladder,  as  in  cholecystostomy, 
and  so  inhibits  the  function  of  contraction,  that  is 
a different  matter.  Undoubtedly  regulation  of  the 
diet  does  good,  but  I think  if  we  assume  that  only 
so-called  medical  drainage  is  needed  we  shall  not 
benefit  the  patient,  except  psychologically. 

Dr.  Wright  Clarkson,  Petersburg: — I am  very 
much  interested  in  Doctor  Hodges’  paper,  because 
this  paper,  with  the  slides  shown,  has  been  one  of 
the  best  and  clearest  demonstrations  I have  seen  on 
this  subject  recently. 

I am  particularly  interested  in  the  absorption  of 
iodeikon  (tetraiodophenolpthalein ) from  the  intesti- 
nal tract!  I do  not  believe  intravenous  administra- 
tion necessary  if  we  can  positively  determine  that 
the  dye  was  taken  by  the  patient,  that  it  was  not 
vomited,  and  that  it  does  not  remain  in  the  intes- 
tinal tract  unabsorbed.  The  presence  of  unabsorbed 
dye  in  the  intestines  can  be  determined  by  a large 
film  to  include  the  entire  abdomen. 

Just  yesterday  I had  a patient  from  out  of  town 
on  whom  I wished  to  do  a nine-hour  barium  test  for 
ileal  stasis.  I gave  her  three  ounces  of  barium  to 
take  home,  with  instructions  to  take  all  of  it  in 
buttermilk  at  6 A.  M.,  and  return  to  my  office  at  the 
usual  hour.  When  she  returned  I found  no  barium 
in  the  intestines,  although  she  stated  she  had  not 
vomited  in  the  meantime,  also  that  she  was  abso- 
lutely positive  she  had  taken  all  of  the  powder  given 
her.  Naturally,  I knew  she  was  wrong  and  had  not 
taken  the  powder  at  all.  It  developed  that  her 
mother  had  given  her  the  buttermilk  without  the 
powder.  So  it  is  very  important  in  cases  showing 
no  dye  in  the  gall-bladder  to  check  carefully  the 
taking  of  the  dye,  any  vomiting  that  may  have  fol- 
lowed, and  to  examine  the  abdomen  for  unabsorbed 
dye. 

It  has  been  demonstrated  by  workers  in  this  field 
that  the  gall-bladder  can  empty  very  quickly,  and, 
recalling  the  slide  Doctor  Hodges  showed  us  with 
two  shadows  of  what  appeared  to  be  two  gall  blad- 
ders in  the  same  patient,  I wish  to  state  that  this 
has  happened  in  my  laboratories  on  two  occasions. 
In  each  case  a film  taken  a few  minutes  later  showed 
only  one  shadow  and  I believe  the  second  shadow 
may  have  been  due  to  dye  in  a loop  of  the  duodenum, 
it  having  been  suddenly  deposited  there  by  a con- 
traction of  the  gall-bladder. 

It  seems  to  me  there  is  one  very  important  thing 
we  have  to  do  in  regard  to  gall-bladder  work  and 
this  is  to  get  a very  rapidly  moving  Bucky  dia- 
phragm. I am  now  trying  to  develop  one  with 
which  we  can  obtain  films  with  extremely  short  ex- 
posures, and  thus  I hope  it  may  be  possible  to  show 
not  only  the  gall-bladder,  but  also  the  cystic  and 
common  bile  ducts. 

Dr.  Mann,  closing  the  discussion: — In  the  past  few 


years  I have  had  the  privilege  of  being  on  several 
symposiums  on  the  liver,  and  I can  say  without 
question  that  this  is  the  most  scientific — using  the 
word  in  the  sense  in  which  the  experimental  in- 
vestigator uses  it — that  I have  attended. 

I sometimes  wonder  if  we  do  not  take  too  narrow 
a view  in  regard  to  gall-bladder  disease.  In  many 
instances  it  would  appear  that  the  condition  diag- 
nosed as  gall-bladder  disease  is  a more  generalized 
pathologic  process  in  which  the  involvement  of  the 
gall-bladder  is  only  a part.  If  this  is  true,  it  would 
explain  why  some  patients  are  cured  of  their  symp- 
toms when  the  gall-bladder  is  removed  and  other 
seemingly  similar  cases  are  not  so  relieved. 

In  regard  to  the  X-ray  diagnosis  of  gall-bladder 
disease,  it  should  be  noted  that  the  clinician,  sur- 
geon and  pathologist,  all  have  their  own  criteria  for 
the  diagnosis  of  the  condition.  These  criteria  do 
not  correspond,  and  thus  a given  case  will  be  diag- 
nosed differently  by  the  clinician,  surgeon  and 
pathologist.  With  this  in  mind,  It  can  readily  be 
seen  that  until  a common  standard  concerning  dis- 
ease of  the  gall-bladder  is  determined  upon,  it  would 
seem  premature  to  speak  of  a percentage  basis  of 
successful  X-ray  diagnoses  of  gall-bladder  disease. 


FURTHER  REMARKS  ON  PROTATEC- 
TOMY,  OBSERVATION,  PREPARATION, 
TECHNIQUE  AND  COMPLICATIONS.* 

By  ROBERT  C.  BRYAN,  M.  D„  F.  A.  C.  S.,  Richmond,  Va. 

In  looking  over  my  records  of  prostatectomy 
for  the  past  twenty  years,  I find  that  we  have 
had  an  encouraging  mortality  in  the  last  hun- 
dred cases,  it  being  a considerable  improve- 
ment over  the  first  hundred,  at  which  time  the 
bugbear  of  hemorrhage  and  sepsis  was  even 
greater  than  at  the  present  time. 

I recall  very  well  the  two-way  tube  which 
was  used  some  fifteen  years  ago,  bv  means  of 
which  the  bladder  was  constantly  irrigated,  the 
returning  reddish  fluid  getting  lighter  and 
lighter  in  color,  directly  in  keeping  with  the 
patient's  progressive  weakness  and  exsangui- 
nation,  so  that  a fatal  termination  was  not  in- 
frequently experienced.  It  was  about  this  time 
that  the  Hagner  and  Pilcher  bags  were  de- 
vised, and  I feel  assured  that  many  lives  have 
been  saved  by  this  device  which  otherwise 
would  have  leaked  out  their  existence  by  a 
constant  loss  of  blood.  It  has  been  my  custom 
to  use  these  bags  invariably,  not  only  for  the 
immediate  hemostatic  effect  they  have  upon 
the  lacerated  blood  vessels  in  the  periprostatic 
plexus,  but  also  for  the  very  satisfactory  canali- 
zation of  the  prostatic  urethra,  which  struc- 
ture, as  is  well  known,  is  removed  at  the  time 
of  the  prostatectomy. 

It  would  appear  from  our  figures  that  acute 
retention  provokes  the  patient  to  surgical  in- 

♦Read  before  the  fifty-seventh  annual  meeting:  of  the  Medical 
Society  of  Virginia,  at  Norfolk,  October  12-15,  1926. 
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terference.  As  I had  the  opportunity  to  state 
in  an  article  several  years  ago,  these  old  men 
pay  but  little  more  attention  to  the  pheno- 
menon of  nocturnal  demands  than  they  do  to 
wearing  spectacles,  slight  deafness,  or  being 
unable  to  run  for  a street  car,  considering  it 
one  of  the  phenomena  of  advancing  years,  so 
that  it  is  only  with  the  pain  of  retention  that 
they  seek  medical  advice. 

We  have  made  it  our  rule  to  do  the  supra- 
pubic cystostomy  under  novocaine  immediately 
on  the  patient’s  admission  to  the  hospital  and 
only  in  a few  instances  have  we  attempted  the 
rather  couqdicatecl  gradual  decompression  of 
the  bladder.  In  every  instance  a large  right 
angle  tube  is  sewed  in  the  bladder  and,  being 
somewhat  elevated  bv  the  dressings,  the  flow 
from  the  bladder  in  a measure  is  retarded,  so 
that  its  complete  evacuation  is  not  immediate. 
The  rather  profound  uremic  state  into  which 
many  of  these  patients  go  following  the  supra- 
pubic drainage  is  due  to  the  transient  renal 
glaucoma  from  the  sudden  relief  of  the  over- 
distended bladder,  and  requires  a careful  ad- 
justment of  the  water  intake  to  the  actual 
heart-power  and  blood  pressure  to  avoid  pul- 
monary stasis  and  acute  cardiac  dilatation, 
anuria  being  the  leading  and  most  serious  com- 
plication of  the  immediate  suprapubic  cystos- 
tomy. 

Up  to  this  time  no  urethral  examination  has 
been  made,  only  the  rectal  investigation,  for 
the  acute  retention  demanded  instant  surgi- 
cal relief.  Rest,  support  and  water,  as  some 
surgeon  has  said,  “water  internally,  water  ex- 
ternally and  water  eternally”,  and  a daily 
enema  is  now  the  outlined  treatment. 

H i/podermocli/sis.  — It  is  surprising  the 
amount  of  fluid  that  can  be  taken  up  by  the 
breast  and  axilla  tissues.  We  have  been  ac- 
customed to  order  as  a standard  rule  three 
days  before  operation  1,500  to  1,800  c.c.  a day, 
and  1,000  c.c.  the  day  of  the  operation,  which 
seems  to  have  a beneficial  effect  upon  the  blood 
vessels,  kidneys,  and  in  a measure  does  away 
with  that  gnawing  thirst  that  so  frequently  fol- 
Ioavs  the  profound  sweating  of  operation.  Fol- 
lowing the  operation,  we  are  in  a large  meas- 
ure guided  by  the  condition  of  the  patient  and 
only  in  extreme  cases  do  we  use  hypodermocly- 
sis  immediately  but  usually  delay  it  until  the 
second  day.  With  the  least  amount  of  care  of 
the  skin  on  the  chest  Avail  it  is  surprising  the 
amount  of  punctures  one  can  stand,  and  the 
enormous  amount  of  Avater  that  can  be  ab- 
sorbed without  any  infection  or  abscess  forma- 


tion; indeed,  I recall  never  having  seen  such  a 
condition  in  any  of  the  surgical  cases  that 
haAre  been  under  our  care.  We  have  gi\7en  to 
one  case  over  70,000  c.c.,  this  method  of  water 
intake  entirely  supplanting  that  by  mouth  as 
the  patient  resolutely  refused  to  take  any  wa- 
ter whatever.  The  usual  fluid  is  normal  saline 
solution,  but  if  there  is  a nephritis  plain  tap 
water  is  used.  We  never  use  glucose  or  sodium 
bicarbonate  on  account  of  the  pain  under  the 
skin. 

In  the  following  days,  the  blood  urea,  total 
non-protein  nitrogen  and  phenolsulphone- 
phthalein  tests  are  taken  at  intervals.  We 
have  tried  only  in  a feAv  cases  the  salivary 
urea,  the  content  increasing  with  that  of  the 
blood.  The  maximal  normal  urea  and  ammon- 
ia-nitrogen in  the  saliva  is  16  mg.  per  100  c.c. 
corresponding  to  20  mg.  of  urea  nitrogen  per 
100  c.c.  of  blood,  but  in  the  “oedema  form”  of 
nephritis  there  may  be  no  increase.  We  lniATe 
not  taken  the  creatin  as  a routine  laboratory 
test,  only,  in  exceptional  instances. 

In  a visit  to  the  Mayo  Clinic  about  six  or 
eight  months  ago  I was  told  in  their  surgical 
clinic  that  they  paid  but  little  attention  to  the 
phthalein  test,  basing  their  opinion  upon  the 
patient’s  recovery  exclusively  on  the  blood 
urea.  We  try  to  correlate  these  two  tests  and 
only  in  a feAv  instances  that  I recall  have  Ave 
operated  when  the  blood  urea  Avas  over  30  mg. 
per  100  c.c.  One  case,  a man  who  had  an  in- 
teresting urea  report,  being  35  on  admission, 
immediately  going  to  75  following  the  supra- 
pubic operation,  dropped  to  about  50,  remained 
there  for  six  Aveeks  or  so,  and  with  the  great- 
est care,  hypodermoclysis,  encouragement,  and 
salt  free  diet,  Avas  finally  reduced  to  36  in  three 
months,  at  Avhich  point  AATe  operated.  We 
have  found  a pretty  good  rule  to  be,  Avhen 
the  low  phthalein  test  rises  sufficiently  to  cross 
the  descending  urea  line  that  operation  is  safe. 
In  another  instance  in  which  there  has  been 
an  uremic  state  for  several  Aveeks,  with  a blood 
urea  betAveen  75  and  100,  this  gradually  drop- 
ped into  the  20’s  and  the  phthalein  test,  which 
was  absent  on  numerous  occasions  rose  suffi- 
ciently to  give  a slight  stain  around  10  per 
cent,  and  at  this  point,  three  and  a half  months 
following  the  cystostomy,  Ave  operated,  the  pa- 
tient going  on  to  a happy  outcome.  We  cer- 
tainly possess  no  mechanical  calipers,  tuning- 
forks  or  measuring  line  to  absolutely  standard- 
ize and  determine  the  positive  outcome  of  the 
patient.  This  prediction  is  influenced  by  phy- 
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sical  examinations,  repeated  laboratory  obser- 
vations and  experience.  "For  all  experience  is 
an  arch,  where — through  gleams  that  untrod- 
den world,  whose  margin  fades  forever  as  we 
move",- — but  it  has  interested  me  that  the  tot- 
tering frail  body  of  three-score  years  and  ten, 
can.  with  care,  gentleness,  frequent  examina- 
tions and  snappy  operation,  make  a convales- 
cence gratifying  to  the  surgeon  and  to  the 
family.  I have  seen  on  several  occasions  the 
hiccoughing,  delirious  patient,  with  the  dry, 
coated  tongue,  extreme  vesical  distention, 
bounding  pulse  and  hammering  heart,  make  a 
good  recovery  which.  I do  not  think  it  unfair 
to  say.  fifteen  years  ago  would  have  been 
doomed  to  an  oblivious  euthanasia. 

The  patient  then  having  had  the  suprapubic 
operation  and  laboratory  test  reported  upon, 
it  is  our  rule  at  as  early  a date  as  possible  to 
go  on  to  the  radical  enucleation,  which  is  on 
an  average  of  seven  days,  if  we  disregard  some 
exceptional  instances  which  show  one  case  of 
one  year,  another  of  seven  months,  and  another 
of  six  months  lapse  of  time  between  the  cystos- 
tomy  and  the  major  operation.  Under  nitrous 
oxide  anesthesia  the  prostate  is  enucleated  by 
the  intraurethral  method,  as  brought  out  by 
Bentley  Squier.  of  New  York,  and  one  of  two 
measures  adopted  to  control  the  hemorrhage. 

1.  Ceanothin.  an  admirable  hemostatic,  is 
given  in  4 dram  doses.  40  minutes  and  10 
minutes  before  operation.  If  at  the  time  of 
the  enucleation  there  is  but  little  hemorrhage, 
a large  No.  20  French  catheter  is  put  in 
through  the  urethra  by  an  inserted  sound,  the 
eye  having  been  threaded  with  a heavy  silk 
suture  which  stays  above  the  suprapubic  wound 
and  tacked  to  the  skin  so  that  the  catheter  can 
be  moved  up  and  down  at  will,  even  replaced 
if  necessary  later  on.  Care  is  taken  at  the  time 
of  the  operation  to  see  that  there  are  no  tabs 
or  tags  left  hanging  free  from  the  prostatic  rim 
which  may  later  on  cause  considerable  urinary 
inhibition,  even  incontinence.  I recall  a 
prominent  case  from  a neighboring  state  in 
whom,  unfortunately,  a tab  was  left  and  who 
continued  his  incontinence  for  several  months, 
finallv  having  the  tag  removed  by  another  sur- 
geon in  his  own  state  to  his  great  relief  and 
comfort.  At  the  time  of  the  operation,  like- 
wise I have  found,  with  the  supporting  finger 
in  the  rectum,  it  is  advisable  to  squeeze  down 
or  press  firmly  upon  the  prostatic  rim  with 
the  operating  hand,  believing  that  the  hemor- 
rhage is  in  a measure  controlled  by  this  pres- 


sure, and.  although  I do  not  know  of  anv  case 
that  we  have  lost  in  the  last  few  years  from 
hemorrhage,  I say  frankly  that  I am  con- 
stantly on  the  alert  about  the  physiological 
state  of  a severed  artery  or  vein  being  me- 
chanically invited  to  pour  out  its  contents,  and 
I cannot  see  any  excuse  for  any  surgeon,  un- 
der any  conditions,  allowing  a case  to  bleed 
to  a desperate  state,  when  packing,  pressure  or 
ligation  and  care  should  avoid  such  a fatal  out- 
come. 

2.  In  the  event  the  bleeding  is  free  (and  I 
have  frequently  noted  that  the  longer  the  time 
between  the  operations,  apparently  the  greater 
the  hemorrhage),  Hagner’s  bag  is  used,  blown 
up  tightly,  pulled  down  and  held  in  place  by 
our  wire  perineal  support.  With  this  bag  I 
feel  at  my  ease  that  no  alarming  hemorrhage 
can  occur.  I do  not  altogether  understand 
how  other  surgeons  ignore  the  constant  loss  of 
blood  from  the  lacerated  periprostatic  plexus. 
I have  heard  several  say  they  use  no  bag.  no 
packing,  no  hemostatic  conti’ol  of  any  kind, 
simply  returning  the  patient  to  bed.  I do  not 
know  how  they  do  it.  Since  preparing  this 
article  I have  lost  a patient,  aged  To.  His 
laboratory  report  was  satisfactory,  he  stood  the 
enucleation  well,  and  eight  days  later  started 
up  a hemorrhage  which  proved  fatal.  The 
Hagner  bag  had  been  removed  on  the  fifth 
day. 

The  convalescence  of  the  patient  should  be 
pretty  well  established  in  two  or  three  days. 
We  have  never  attempted  the  grandstand  stuff 
of  having  them  up  in  a rolling  chair  the  day 
following  the  operation,  but,  rather,  allow  the 
old  man  to  take  his  time,  express  his  desire  for 
food,  and  what  he  wants;  as  long  as  the  cir- 
culation continues  good,  there  is  no  danger  of 
pulmonary  embarrassment  and  we  believe  that 
the  quieter  he  keeps  the  better,  thereby  encour- 
aging an  early  union  of  the  suprapubic  wound. 
In  one  case,  a doctor,  there  was  a complete 
union  of  his  wound  in  twelve  days  and  he  left 
the  hospital  on  the  fourteenth.  This  was  most 
unusual,  our  average  time  following  the  opera- 
tion being  twenty-eight  days.  One  rather 
unique  complication  at  the  time  of  the  operation 
was  the  almost  complete  eversion  of  the  blad- 
der through  the  suprapubic  opening  by  my 
assistant,  the  rim  of  the  prostatic  pouch  being 
caught  by  the  volsella  forceps  which  Avere  in- 
tended to  seize  the  prostate;  the  bladder  was 
returned  to  its  normal  habitat,  and  I am  glad 
to  say  the  patient  made  an  uneventful  con- 
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valeseence.  The  urethral  tube,  Hamer  baa- 
or  large  catheter  are  left  in  for  canalization 
of  the  prostatic  urethra  for  six  or  eight  days 
and  then  removed,  nothing  further  being-  done 
to  the  urethra  provided  the  suprapubic  wound 
heals  kindly.  In  the  event  there  is  a con- 
tinued leaking  from  the  wound,  we  feel  assured 
that  an  urethral  stenosis  or  prostatic  tag  has 
occurred,  which  must  be  treated  b}^  the  pas- 
sage of  sounds  or  by  opening  up  the  bladder 
again  and  inspecting  its  floor  and  the  internal 
sphincter.  One  case  has  been  operated  on  four 
times  for  a leaking  suprapubic  wound.  This 
was  in  a rather  frail  man  whose  tissues  did 
not  seem  to  unite  properly,  there  being  an  in- 
flammatory zone  about  the  old  opening  which 
on  four  occasions  had  been  exsected  only  to 
break  down  again  and  again  and  require  re- 
peated surgical  closure.  This  last  operation, 
done  a month  ago,  I trust  will  be  the  final  one. 

In  some  four  cases  there  has  been  a distinct 
suppurative  orchitis,  requiring  in  one  instance 
orchidectomy.  The  complication  of  epidymi- 
tis  occurs  in  18  per  cent  of  all  prostatectomies. 
I believe  that  in  the  last  year  this  condition  is 
considerably  less  frequent  than  formerly,  due 
possibly  to  the  filling  of  the  bladder  with  mer- 
curochrome  at  the  actual  time  of  the  enuclea- 
tion, elevation  of  the  scrotum  following  the 
return  of  the  patient  to  bed,  and  the  installa- 
tion of  mercurochrome  through  the  supra- 
pubic wound  at  intervals  into  the  bladder. 
Five  cases  have  had  a marked  phlebitis,  three 
of  the  right  leg  and  two  of  the  left,  one  case 
running  a bad  septic  curve  and  requiring  mul- 
tiple incisions  of  abscesses  in  the  leg.  Four 
developed  a distinct  lobar  pneumonia  but  made 
good  recoveries.  But  the  hypostatic  lung  is 
one  that  we  are  constantly  on  the  outlook  for, 
due  to  a slowing  down  of  the  blood  current, 
the  moderate  hemorrhage  at  the  time  of  the 
operation,  recumbency  and  the  pathology  of 
old  men. 

It  has  not  been  our  custom  to  put  any  drain 
retropubically,  the  bladder  being  sewed  tightly 
to  the  abdominal  fascia,  thus  obliterating  the 
space  of  Retzius.  In  one  case  there  was  a 
marked  suppuration  in  the  space  of  Retzius. 
requiring  incision  in  the  perineum  and  the 
lower  abdominal  wall.  In  this  instance  the  old 
man  developed  pulmonary  infection  and  died, 
the  personal  equation  of  his  resistance  being 
at  an  extremely  low  ebb. 

The  presence  of  sugar  in  the  urine  has  oc- 
curred seven  times  in  the  last  100  cases.  This 
contraindicates  any  incision,  so  that  the  re- 


tained catheter  is  used  instead  of  the  surgical 
suprapubic  invasion.  Insulin,  adjustment  of 
the  diet  and  waiting  for  the  internist  to  recom- 
mend when  the  sugar  retention  justifies  opera- 
tion is  the  usual  routine. 

Carcinoma. — Twenty- four  per  cent  of  all 
prostatic  enlargements  are  cancerous.  Many 
recommendations  have  been  made  about  the 
best  way  to  deal  with  this  most  unfortunate 
malignant  state;  radical  and  heroic  operations, 
such  as  resection  of  the  floor  of  the  bladder, 
and  resection  associated  with  the  transplanta- 
tion of  the  ureters,  are  not  justifiable.  Per- 
sonally, I do  not  believe  radium  implantation 
either  through  the  suprapubic  opening  into  the 
prostatic  substance,  or  up  through  the  peri- 
neum into  the  gland  proper  has  shown  to  be 
of  lasting  benefit.  The  cross-fire  of  intensive 
high  power  X-ray  following  prostatectomy  I 
consider  is  the  best  treatment.  The  gland  is 
removed  as  thoroughly  as  possible.  The  line 
of  cleavage  is  at  times  most  difficult  to  locate; 
peripheral  invasion  spells  cicatricial  barriers, 
so  that  but  seldom  is  the  gland  enucleated  “en 
masse”.  The  post-operative  treatment  is  the 
same  as  in  the  normal  adenomatous  over- 
growths.  Four  or  five  days  later  the  cross-fire 
is  started;  this  is  given  every  three  days  for 
four  or  five  applications.  The  cellular  destruc- 
tion delays  union.  At  times  there  is  a marked 
hyperpyrexia  due  to  the  protein  liberation, 
necrosis  and  absorption;  this  is  transient.  It 
happens  that  at  the  present  writing  we  have 
eight  such  cases  under  observation ; one  oper- 
ated on  three  years  ago  is  at  daily  work,  one 
due  to  a sharp  recurrence  uses  the  catheters 
with  great  relief,  and  one  returns  every  six 
months  for  further  intensivity.  But  few  of 
the  cases  will  observe  rigidly  the  I'ecommenda- 
tions  of  the  surgeon ! One  has  the  incipient 
metastases  just  beginning  in  the  pelvic  girdle 
and  thigh  bones;  one  has  spinal  involvement, 
and  three  write  at  intervals  that  they  are  en- 
joying life,  able  to  work,  void  normally,  but 
have  increasing  nocturnal  demands.  All  speci- 
mens following  operation  are  reported  upon 
pathologically.  The  early  malignant  mitosis 
of  central  carcinoma  is  recognized  only  by 
serial  sections.  These  cases  should  likewise  be 
rayed  following  operation. 

In  those  instances  of  very  marked  prostatic 
carcinoma,  acute  retention,  cachexia,  and  me- 
tastatic uprisings,  the  suprapubic  opening  only 
is  made,  but  even  in  these  instances  raying 
seems  to  control  the  inexorable  vesical  tenes- 
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mus  and  pain  in  the  perineum  better  than  any 
other  measure.  Opiates  are  justifiable  and  in- 
dicated, and  should  be  given  with  a generous 
hand ! 

When  we  recall  that  “'catheter  life"  offers 
four  years  more  to  live  even  under  rigid  asep- 
tic precautions,  and  when  we  recall  that  the 
mortality  in  the  larger  clinics  for  the  supra- 
pubic operation  for  all  classes  of  cases  is  about 
6 per  cent,  it  would  appear  from  actual  statis- 
tics that  the  best  outcome  the  patient  can  select 
for  his  own  comfort  and  prolongation  of  life 
is  the  radical  operation,  carefully  and  scienti- 
fically carried  out. 

Grace  Hospital. 

Discussion. 

Dr.  R.  L.  Payne.  Norfolk: — I listened  to  Dr.  Bryan’s 
paper  on  the  prostate  with  both  interest  and  profit. 
On  one  occasion  I had  the  opportunity  of  seeing  Dr. 
Bryan  operate  on  one  of  these  cases,  and  to  those 
of  you  who  have  not  had  that  opportunity  I want 
to  say  that  you  have  a real  treat  in  store  for  you, 
for  his  technical  skill  is  almost  equal  to  the  erudite 
scholar.  About  twenty  years  ago  or  thereabouts 
the  mortality  rate  of  prostatectomy  averaged  nearly 
twenty  per  cent,  and  it  was  due  to  the  fact  that  we 
did  not  know  how  to  compete  with  the  problem  of 
pre-operative  preparation.  Today  the  technical 
problems  of  prostatectomy  have  become  so  simple 
that  almost  every  operator  is  skilled  in  the  enucle- 
ation of  the  prostatic  gland.  Therefore,  the  main 
thing  that  interests  us  is  pre-operative  preparation 
and  post -operative  care.  I am  inclined  to  believe 
that  these  two  factors  are  fully  four-fifths  of  our 
problems. 

We  handle  our  problems  of  prostatectomy  in  a 
little  different  way  from  Dr.  Bryan.  A good  many 
years  ago  we  began  the  irrigations  of  bladder  cases 
with  dilute  hydrochloric  acid,  feeling  that  this  kept 
down  the  alkaline  urine  and  phosphatic  deposits  and 
believing  that  it  tended  to  the  rapid  healing  of  the 
suprapubic  fistula.  In  the  last  ten  years  we  have 
had  no  reason  to  change  our  opinion  of  hydrochloric 
acid  in  simple  dilutions  of  1-250  or  1-500,  and  in 
looking  over  our  cases  we  find  that  our  total  num- 
ber of  days  of  leakage  after  suprapubic  prostatectomy 
is  twenty-two.  I feel  like  attributing  that  to  the 
fact  that  the  wound  is  kept  clean  with  the  acid. 
Bacteriological  studies  show  that  hydrochloric  acid 
has  no  distinct  bactericidal  effect,  but  alkaline  urine, 
as  you  all  know,  favors  the  growth  of  bacteria. 

We  do  not  use  Hagner  bags.  When  Dr.  Francis 
Hagner  first  introduced  his  bags  we  adopted  them, 
but  I am  inclined  to  think  that  they  make  the  technic 
more  difficult.  It  is  extremely  rare,  in  our  experi- 
ence, to  see  secondary  hemorrhage.  I do  not  recall, 
in  my  123  cases,  to  have  ever  seen  secondary  hemor- 
rhage, except  in  carcinoma,  as  late  as  the  eighth 
day.  I know  other  men  have  had  it,  and  I expect 
to  buck  up  against  it  some  time.  In  the  first  six- 
teen cases  of  prostatectomy  we  had  one  death,  a 
broker  eighty  years  old,  who  died  of  pneumonia.  We 
then  ran  over  100  cases  without  a death,  and  with- 
in the  last  few  cases  we  have  had  two  deaths  from 
pulmonary  embolism  in  the  house  at  the  same  time. 
That  is  not  as  good  as  Hunt’s  series,  in  which  he 
reports  176  cases  with  one  death. 

I do  not  believe  that  immediate  total  decompres- 


sion ought  to  be  done  in  acute  retention  except  where 
it  is  absolutely  impossible  to  get  into  the  bladder 
by  any  other  method  except  suprapubic  cystotomy. 
I believe  that  gradual  decompression  with  an  in- 
dwelling catheter  (if  necessary,  a catheter  put  in 
with  a trocar  supra pubically)  is  better,  for  sudden 
relief  of  back  pressure  brings  about  acute  edema  of 
the  whole  urinary  tract;  and  this  results  in  anuria, 
which  is  the  fatal  thing  in  these  cases.  Therefore, 
bringing  the  urea  nitrogen  down  to  a reasonable 
point,  as  low  as  it  will  go,  and  then  determining 
over  a length  of  time,  say  a week  or  ten  days,  what 
the  normal  level  is,  provides  for  safety  in  operation. 

Dr.  A.  I.  Dodson,  Richmond: — I think  all  of  us  who 
listened  to  Dr.  Bryan’s  paper  realize  that  the  meth- 
ods described  of  preparing  and  caring  for  prostatic 
cases  are  largely  responsible  for  the  excellent  re- 
sults now  obtained.  I doubt  if  a series  of  men  of 
the  same  age  would  stand  any  other  operation  with 
the  same  mortality  that  they  stand  prostatectomy. 
The  only  way  that  the  mortality  is  going  to  be  de- 
creased further  or  the  results  following  prostatec- 
tomy improved  will  be  in  earlier  recognition  and 
treatment.  I was  impressed  some  years  ago,  in  at- 
tending Dr.  Crowell’s  clinic  in  Charlotte  (he  was 
the  first  man  in  my  memory  to  report  a series  of 
100  cases  without  a death),  to  notice  the  number  of 
men  who  came  in  and  consulted  him  for  frequency 
and  having  to  get  up  at  night;  and  I was  impressed 
with  the  large  number  of  cases  he  got  before  com- 
plete retention  had  occurred.  Many  of  the  men  who 
report  a large  number  of  these  cases  with  very  few 
deaths  get  hold  of  a lot  of  patients  before  complete 
retention  has  occurred.  I have  found  that  with  the 
proper  care  and  attention  these  patients  get  along 
all  right  with  an  indwelling  catheter.  During  the 
past  month  I did  five  prostatectomies.  All  of  these 
patients  carried  an  indwelling  catheter  except  one, 
who  had  the  suprapubic  operation  done  six  months 
ago.  The  other  four  had  indwelling  catheters,  one 
for  two  months,  one  about  six  weeks,  the  others  for 
about  two  weeks.  They  came  to  operation  in  good 
condition.  One  was  operated  suprapubicallv;  the 
others  by  the  perineal  method.  Other  things  being 
equal,  I feel  that  I can  get  the  patients  out  of  the 
hospital  sooner  and  with  less  discomfort  by  the 
perineal  method.  We  had  one  patient  who  voided 
nearly  all  his  urine  on  the  fourth  day  after  opera- 
tion. 

In  addition  to  hypodermoelysis  for  fluid,  we  use 
five  or  ten  per  cent  glucose  solution  by  the  method 
recommended  by  Matas  and  have  found  it  very 
helpful. 

Dr.  : — I should  like  to  emphasize  the 

indwelling  catheter  as  contrasted  with  suprapubic 
drainage,  i.  e.,  the  one-step  operation  as  against  the 
two-step  operation.  I understand  that  the  mortality 
in  suprapubic  drainage  is  about  twelve  per  cent.  I 
have  not  had  any  trouble  getting  patients  to  stand 
the  indwelling  catheter  if  sufficient  patience  is  exer- 
cised to  get  it  in  the  proper  position.  Then,  too, 
the  patient  with  an  indwelling  catheter  has  a sense 
of  well-being  and  is  up  and  about,  instead  of  being 
strapped  to  a tube  (or  the  tube  to  the  patient),  and 
being  in  a rolling  chair  or  kept  in  bed. 

As  to  controlling  hemorrhage,  I feel  that  gauze 
packing  is  good.  The  use  of  ceanothin  may  be  good. 
It  has  been  used  in  other  forms  of  hemorrhage,  I 
understand,  with  satisfaction.  The  American  Medi- 
cal Association  has  not  officially  recognized  it  as 
yet. 

We  have  had  no  difficulty,  at  the  end  of  the  ninth 
or  tenth  day,  in  removing  the  suprapubic  tube,  the 
packing  having  been  removed  probably  on  the  sev- 
enth day,  the  wound  strapped  tight  and  an  in- 
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dwelling  catheter  put  in.  The  patients  do  not  drain 
suprapubically  at  all  and  are  discharged  from  the 
hospital  about  the  fourth  week.  Of  course,  we  all 
have  our  little  hobbies,  but  I want  to  emphasize  the 
importance  of  getting  the  patient  up  out  of  bed  as 
soon  as  possible  after  the  suprapubic  drainage  and 
keeping  him  up  until  the  day  of  the  operation. 


THE  MANAGEMENT  OF  URETERAL 
CALCULI.* 

By  A.  I.  DODSON,  M.  D.,  Richmond,  Va. 

The  management  of  ureteral  calculi  is  not  a 
problem  for  the  urologist  alone.  The  method 
by  which  the  stone  is  to  be  removed  and  the 
damage  to  be  caused  by  its  continued  presence 
in  the  ureter  is  often  determined  by  the  atti- 
tude or  advice  of  the  physician  who  is  first 
consulted. 

The  majority  of  stones  formed  in  the  kidney 
pelvis  find  their  way  into  the  ureter.  Many  of 
them  pass  out  unaided,  and  others  become 
lodged  in  the  channel,  an  immediate  and  seri- 
ous menace  to  the  kidney. 


Fig.  1. — Drawing  of  cystoscopic  field  show- 
ing stone  presenting  at  the  ureteral  orifice. 

This  patient’s  only  symptom  was  painful 
and  frequent  urination. 

The  symptoms  of  stone  in  the  ureter  are 
chiefly  those  of  ureteral  obstruction  and  vary 
with  the  location,  the  duration,  and  degree  of 
obstruction.  I have  observed  one  patient  with 
the  stone  lodged  in  the  proximal  inch  of  the 
ureter  whose  pain  was  severe  in  the  lumbar 
region  and  extended  across  along  the  costal 
margin;  and  one  patient  with  the  stone  pre- 
senting at  the  ureteral  orifice  who  camplained 
only  of  painful  and  frequent  urination  (Fig. 
1).  It  is  true  that  a stone  in  the  ureter  can 
cause  severe  colicky  pain,  beginning  in  the 

*Read  at  the  fifty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Norfolk,  October  12-15,  1926. 


lumbar  region  and  radiating  along  the  course 
of  the  ureter  and  into  the  thigh  or  genitalia. 
There  is  also  increased  frequency  of  urination 
and  blood  cells  in  the  urine.  It  is  also  true 
that  the  initial  attack  of  colic  is  often  the  last, 
whether  the  stone  passes  out  or  not.  The  stone 
may  remain  in  the  ureter  for  months  or  even 
years,  causing  very  little  discomfort.  In  such 
cases  the  kidney  is  almost  invariably  destroyed. 
It  is,  therefore,  very  important  that  a thorough 
investigation  be  made  following  every  attack 


Fig.  2. — This  patient  entered  the  hospital 
immediately  following  a severe  attack  of 
kidney  colic.  Cystoscopy  showed  an 
edematous,  congested  ureteral  orifice  and 
a small  calculus  lying  just  to  the  right 
of  the  orifice.  This  stone  later  was  passed 
from  the  bladder  without  difficulty. 

of  pain  that  may  be  ascribed  to  the  genito- 
urinary tract.  To  treat  palliatively  cases  of 
urinary  frequency,  pyuria,  blood  in  the  urine 
and  an  occasional  attack  of  kidney  colic,  with- 
out insisting  upon  a thorough  investigation  to 
determine  the  source  of  the  trouble,  is  often  to 
permit  irreparable  damage  to  the  renal  tissue. 

The  diagnosis  of  stone  in  the  ureter  depends 
upon  proper  use  of  the  cystoscope  and  X-ray, 
and,  as  a rule,  is  not  particularly  difficult. 
About  90  per  cent  of  calculi  can  be  demon- 
strated by  a competent  roentgenologist  in  a 
properly  prepared  patient.  The  addition  of 
an  X-ray  catheter  in  the  ureter,  together  with 
fluoroscopy,  stereoscopic  films  or  ureterogram 
may  not  only  determine  the  presence  of  a stone 
but  its  size  and  location.  With  tire  exception 
of  very  small  calculi,  the  non-opaque  stones  are 
readily  demonstrated  by  the  ureterogram. 

During  the  past  five  years  1 have  treated 
fifty-one  cases  of  ureteral  calculi.  In  four  of 
these,  so  much  damage  had  been  done  to  the 
kidney  that  nephrectomy  was  necessary.  In 
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eleven  instances  the  stone  was  removed  from 
the  ureter  by  open  operation.  In  thirty-two  the 
stone  passed  from  the  ureter  following  cysto- 
scopic  treatment.  Two  patients  passed  the 
stones  unaided  (Fig.  2),  and  one  refused  treat- 
ment. Of  the  four  patients  whose  kidneys  had 
been  destroyed,  there  were  definite  histories  of 
discomfort  referable  to  the  kidney  over  a 
period  of  from  four  to  seventeen  years.  The 
remaining  forty-seven  patients  who  had  suf- 
fered a much  shorter  period  of  time,  from  one 
day  to  four  months,  had  likewise  suffered  very 
little  damage  to  the  kidney.  One  of  these  pa- 
tients had  had  four  severe  attacks  of  kidney 
colic  during  two  months  and  when  seen  there 
was  very  definite  dilatation  of  the  kidney  pel- 
vis and  ureter.  In  three  instances  the  stone 
was  first  seen  in  the  kidney  pelvis  and,  fol- 
lowing pyelogram  or  irrigation  of  the  pelvis, 
passed  down  in  the  ureter  and  eventually 
passed  out.  There  was  a histoxw  of  having 
passed  stones  previously  in  six  cases;  and  on 
both  sides  in  four  cases.  The  stone  was  in 
the  left  ureter  in  twenty-one  instances  and  in 
the  right  in  thirty-one.  In  five  cases  the  stone 
could  not  be  demonstrated  on  the  X-ray  film. 

In  determining  the  method  of  treatment  of 
ureteral  calculi  it  is  necessary  to  know  the  size 
and  location  of  the  stone,  the  presence  or  not 
of  infection,  the  amount  of  obstruction  being 
produced,  and  as  nearly  as  possible  the  condi- 
tion of  the  kidney  above.  Conservative  treat- 
ment by  means  of  the  ureteral  catheter,  drain- 
age and  dilatation  of  the  ureter  may  be  safely 
prolonged  for  weeks  or  months,  provided  ade- 
quate drainage  can  be  assured.  Increased  ex- 
perience convinces  us  of  the  possibilities  of  the 
non-operative  cure.  By  the  use  of  the  catheter 
healthy  activity  of  the  kidney  may  be  estab- 
lished and  infection  adequately  treated  until 
sufficient  dilatation  can  be  secured  for  the  pas- 
sage of  the  stone. 

The  method  I have  used  exclusively  has  been 
the  passage  of  increasingly  large  catheters  or 
bougies,  or  of  multiple  catheters  or  bougies,  up 
the  ureter  and.  when  possible,  beyond  the  stone. 
When  I find  it  difficult  to  pass  more  than  one 
catheter  by  the  stone.  I make  an  effort  to  pass 
a second  one  up  to  the  stone,  thereby  dilating 
the  ureter  below  it.  I have  found  that  the 
instillation  of  a few  c.c.  of  warm  olive  oil  helps 
materially  in  the  passage  of  catheters  by  any 
obstruction.  There  have  been  a number  of 
ingenious  forceps,  bougies  and  dilators  in- 
vented to  aid  in  the  removal  of  stones  from 


the  ureter.  In  my  hands  most  of  these  instru- 
ments are  cumbersome  and  difficult  to  insert. 
Many  times  they  have  failed  to  work  after 
they  are  inserted,  and  I feel  that  in  the  ma- 
jority of  instances  the}7  unnecessarily  trau- 
matize the  ureter,  thereby  making  subsequent 
catheterization  more  difficult.  The  only  in- 
struments that  have  given  me  help  have  been 
the  ureteral  scissors  and  the  Bransford-Lewis 
dilator,  which  I use  merely  at  the  orifice  (Figs. 
3 and  4) . It  is  my  belief  that  equally  as  much 


Fig.  3. — Drawing  of  a cystoscopic  field  showing  marked  bulging  of  the 
lower  end  of  the  ureter  into  the  bladder  resulting  from  impacted 
stone.  An  incision  was  made  with  scissors  splitting  the  ureter 
for  about  half  an  inch.  The  stone  was  passed  within  24  hours 
following  this  operation. 


can  be  accomplished  by  fairly  stiff,  smooth 
catheters  or  bougies.  I frequently  find  that  it 
is  helpful  to  reinforce  the  catheter  with  a 
small  stilette.  Once  the  catheter  is  passed  by 
the  stone,  if  the  patient  can  remain  in  the  hos- 
pital. it  is  much  better  to  leave  it  there  for 
from  twenty-four  to  forty-eight  hours.  By 
this  means  the  kidney  will  be  drained  and  ir- 
rigation can  be  carried  out  for  the  treatment 
of  infection.  When  this  catheter  is  withdrawn 
it  is  well  to  immediately  insert  another  larger 
catheter  or  two  or  more  smaller  catheters.  Oc- 
casionally after  two  or  more  catheters  have 
been  passed  by  the  stone,  when  they  are  re- 
moved the  stone  will  be  removed  with  them. 
I have  had  this  good  fortune  on  one  occasion 
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(Fig.  5).  A number  of  times  I have  noticed 
that  the  withdrawal  of  the  catheter  pulled  the 
stone  down  in  the  ureter  from  one  to  several 
cm.  In  the  fifty-one  patients  treated  for  ure- 
teral calculi,  this  method  only  failed  in  four. 
In  the  remaining  fifteen  operative  cases  cathe- 
ter treatment  was  not  attempted. 


Fig.  4. — Same  ureteral  orifice  drawn  two  weeks  later. 

The  decision  to  operate  immediately  rather 
than  attempt  cystoscopic  treatment  was  be- 
cause there  was  complete  impaction  of  the 
stone  and  inability  to  pass  catheters  by  the  ob- 
struction and  the  absence  of  function  on  that 
side.  The  majority  of  these  operative  cases 
were  the  earlier  patients  of  the  series.  I be- 


had  the  kidney  removed.  It  is  not  always 
easy  to  decide  before  operation  that  a kidney 
is  entirely  worthless  and  needs  nephrectomy, 
especially  when  there  is  a stone  wedged  tightly 
in  the  ureter.  Because  of  the  mere  fact  that 
a kidney  is  functionless  at  the  time,  it  is  not 
indicative  that  it  will  remain  so.  I have  seen 
kidneys  that  have  not  secreted  for  weeks  en- 
tirely recover  function  after  removal  of  the 
obstruction.  Occasionally  sufficient  pyelogram 
solution  can  be  injected  by  the  obstruction  to 
determine  if  the  kidney  is  a hopeless  hydro- 
nephrotic  sac.  Also,  if  the  catheter  is  left  in 
place  to  drain  the  kidney  pelvis,  the  evidence 
of  an  actively  secreting  kidney  will  be  found 
within  three  or  four  days.  Another  method 
that  is  helpful  in  these  cases  is  the  determi- 
nation of  the  degree  of  compensatory  hyper- 
trophy on  the  opposite  side,  as  demonstrated 
by  dye  secretion.  As  a rule,  one  normal  kid- 
ney with  the  other  in  good  condition  will  ex- 
crete 30  to  35  per  cent  phenolsulphoneph- 
thalein  in  two  hours.  If  the  opposite  kidney 
has  recently  shut  down,  the  function  of  this 
kidney  will  not  be  materially  altered  except  in 
the  occasional  instance  of  reflex  suppression 
of  urine.  On  the  other  hand,  if  the  opposite 
kidney  has  been  functionless  for  a long  time, 
the  remaining  kidney  unless  diseased  itself, 
will  have  taken  on,  to  some  extent,  its  func- 
tion, and  we  may  find  a dye  output  of  50  per 
cent  or  more  from  the  normal  side.  In  such 
cases  if  the  opposite  kidney  remains  function- 
less over  a period  of  two  hours,  nephrectomy 
is  usually  the  necessary  procedure.  It  is  my 
belief  that,  whatever  method  is  used  for  re- 
moval of  the  stone,  sufficient  care  is  not  taken 


Fig.  5. — Sketch  of  a ureteral  stone  imprisoned  between  three  catheters.  This  stone  had  re- 
mained impacted  in  the  upper  third  of  the  ureter  for  several  days.  The  three  catheters 
were  passed  by  the  obstruction  with  considerable  difficulty  and  48  hours  later  when  they 
were  removed  the  stone  came  away  in  their  grasp. 


lieve  with  more  experience  and  more  faith  in 
the  method,  some  of  them  would  not  be  ope- 
rated upon  if  seen  now.  In  a number  of  in- 
stances there  was  so  much  edema  that  the  cathe- 
ter could  not  reach  the  calculus  and,  in  a few 
cases,  could  not  be  passed  into  the  ureteral  ori- 
fices. In  such  instances  as  this,  plus  a lack  of 
demonstrable  function  of  the  kidney,  I did  not 
feel  justified  in  prolonging  the  effort  and  ad- 
vised immediate  operation.  Four  of  these  pa- 
tients operated  upon,  as  previously  mentioned, 


in  the  after-treatment  of  these  cases.  Six  of 
the  patients  reported  in  this  series  were  treated 
for  the  second  stone  in  the  same  kidney.  Many 
other  series  of  cases  have  been  reported  that 
show  larger  percentage  of  recurrences.  The 
work  of  Hunner  demonstrated  without  a doubt 
that  ureteral  strictures  play  a part  in  the  for- 
mation of  stones.  The  passage  of  calculi  are 
also  considered  to  be  one  of  the  causes  of  ure- 
teral strictures.  Furthermore,  very  few  cases 
get  rid  of  their  stones  without  leaving  behind 
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infection.  I would,  therefore,  urge  thorough 
check-up  of  all  patients  following  the  removal 
of  ureteral  calculi  to  determine  that  the  kidney 
is  free  of  infection,  that  the  ureter  is  free  of 
strictures  and  that  other  stones  have  not  been 
left  behind. 

Medical  Arts  Building. 

Discussion 

Dr.  Herbert  C.  Jones.  Petersburg : — I want  to  im- 
press a few  of  the  things  which  Dr.  Dodson  has  so 
ably  brought  out  with  regard  to  the  importance  of  a 
thorough  examination.  The  last  picture  shows  very 
clearly  what  can  happen  if  the  stone  is  allowed  to 
remain  in  the  ureter.  Also,  I think,  as  time  goes 
on  we  are  going  to  realize  more  and  more  that  all 
kidney  colic  is  not  due  to  ureteral  calculi.  Only 
in  the  last  two  or  three  weeks  I have  heard  doctors 
say  that  so-and-so  had  a case  of  kidney  colic  but 
the  X-ray  revealed  no  stone.  That  patient  may  or 
may  not  have  stone;  the  colic  may  be  due  to  a 
stricture  or  to  a stone  which  will  not  show  on  X- 
ray  examination  but  can  only  be  detected  by  the 
cystoscope. 

I have  been  fairly  successful  in  removing  stones 
by  catheters.  After  leaving  two  catheters  in  for 
twenty-four  to  forty-eight  hours,  stones  pass  very 
readily.  I think  we  are  safe  in  investigating  and 
manipulating  stones  in  the  ureter  if  they  are  small 
and  the  kidney  damage  has  not  been  too  great. 
However,  if  the  kidney  has  been  practically  de- 
stroyed and  there  is  a certain  amount  of  obstruction, 
I do  not  believe  in  letting  that  patient  suffer  un- 
necessarily. It  is  the  cystoscope,  I think,  that  the 
medical  profession  is  afraid  of.  Our  work  in  this 
line,  I think,  will  become  more  easy  if  every  doctor 
could  see  a good  number  of  them.  Every  patient 
does  not  make  a great  deal  of  fuss  on  a cystoscopic 
table,  and  it  is  not  the  dreadful  ordeal  that  I think 
the  average  doctor  believes  it  is.  I was  thoroughly 
impressed  with  this  fact  at  the  Post-Graduate  Hos- 
pital in  New  York  the  past  year.  They  would  cysto- 
scope eight  or  ten  patients  in  an  afternoon.  Those 
patients  would  be  cystoscoped.  put  on  their  clothes 
and  go  home  on  the  street  car.  I think  the  family 
physician  can  do  a great  deal  to  help  the  urologist, 
for  a great  many  examinations  are  needed  to  carry 
out  this  work  and  it  is  up  to  them  to  educate  the 
patient  to  have  these  examinations. 

Dr.  A.  J.  Crowell.  Charlotte,  N.  C.  (by  invita- 
tion):— There  are  a few  things  with  regard  to  Dr. 
Dodson’s  paper  I wish  to  say.  First,  having  been  a 
general  practitioner  for  a number  of  years,  I learned 
the  importance  of  studying  carefully  symptoms  and 
learned  to  interpret  signs  in  arriving  at  a diagnosis. 

I agree  with  Dr.  Dodson  that  pain  and  frequency 
of  urination  in  ureteral  stone  impaction  are  very 
significant.  If  the  stone  is  impacted  near  the  uretero- 
pelvic  junction,  the  frequency  may  not  be  marked, 
but  deep  percussion  over  the  kidney  will  readily 
differentiate  between  the  faker  and  one  who  is  suf- 
fering with  kidney  colic.  No  faker  can  simulate  the 
pain  thus  produced. 

We  treat  our  cases  a little  differently  from  the 
method  described  by  Dr.  Dodson.  We  stress  ureteral 
anesthesia  in  cases  where  we  experience  undue  diffi- 
culty in  getting  the  eye  of  the  ureteral  catheter  by 
the  stone.  Frequently  the  injection  of  a little  hot 
oil,  after  anesthetizing  the  ureter,  will  allow  the 
catheter  to  pass  the  stone  more  readily.  We  think 
it  better  to  leave  the  retention  catheter  in  two  to 
four  days  (especially  if  the  stone  is  located  near  the 


ureteropelvic  junction),  because  of  the  danger  of 
pushing  the  stone  back  into  the  kidney  pelvis 
through  the  multiplicity  of  catheterizations.  This 
relieves  pain,  dilates  the  ureter,  and  enables  one  to 
lavage  the  kidney  pelvis  with  antiseptic  solutions 
if  infection  be  present.  The  ureter  should  always 
be  anesthetized  before  removing  the  catheter  and 
the  kidney  pelvis  filled  with  warm  saline  solution. 

It  is  well  to  lubricate  the  ureter  with  oil  as  the 
catheter  is  withdrawn.  If  the  stone  fails  to  pass 
following  such  dilatation,  the  treatment  should  be 
repeated  with  a larger  catheter  as  soon  as  the  pain 
returns.  There  is  a metallic  dilator,  gotten  out  by 
some  instrument  company,  which  we  have  used 
very  satisfactorily  in  removing  small  stones,  after 
the  ureter  has  been  dilated  thoroughly.  It  is  in- 
serted until  the  blades  pass  the  stone;  the  blades 
are  then  opened  and  pulled  down  until  you  feel  the 
stone  slip  between  the  ribs  or  blades.  The  handle 
is  then  released  and  the  cable  pulled  out.  We  have 
removed  several  stones  in  this  way  in  the  first  at- 
tempt without  using  the  retention  catheter  at  all. 

Out  of  nearly  400  cases  of  ureteral  stone  impaction 
since  we  devised  their  removal  by  cystoscopic  manip- 
ulation, we  have  operated  upon  only  about  five  per 
cent  of  them. 


THE  PREVENTION  OF  SYPHILIS.* 

By  DUDLEY  C.  SMITH.  B.  S.,  M.  D.,  Charlottesville,  Va. 

The  prevalence  and  seriousness  of  syphilitic 
disease  make  it  one  of  the  major  public  health 
problems.  Stokes1  speaks  of  the  infection  as 
“The  Third  Great  Plague”;  Surg.-Gen.  Cum- 
ming2  recently  read  a paper  on  venereal  dis- 
eases which  was  entitled  “Guarding  the  Na- 
tion's Health”;  Osier.3  using  mortality  returns, 
post-mortem  evidence  and  IVassermann  reac- 
tions, concludes  that  syphilis  is  one  of  the  fore- 
most “killers  of  men”;  and  Yedder4  concludes 
that  with  one  exception  syphilis  is  the  most 
prevalent  of  all  serious  infections.  Many  more 
similar  references  could  be  given,  but  all 
medical  men  know  that  syphilis  is  one  of  the 
most  prevalent  diseases,  that  it  causes  an  in- 
calculable amount  of  suffering,  mental  agony 
and  economic  loss.  It  is  a constant  danger,  not 
only  to  the  immoral,  but  to  the  clean-living 
public  as  well.  lilaisdell5  determined  that 
sixty  cases  of  early  syphilis  which  lie  followed 
exposed  twelve  hundred  and  twenty-seven 
people  to  the  disease  by  direct  associations. 

Osier3  emphasizes  the  fact  that  vital  statis- 
tics records  do  not  accurately  reveal  the  in- 
cidence of  the  morbidity  and  mortality  caused 
by  this  infection.  It  is  only  when  one  studies 
the  data  given  under  other  headings  that  the 
true  situation  becomes  known.  Think  of  the 

•From  the  Department  of  Syphilology  and  Dermatology,  Uni- 
versity  of  Virginia. 

Read  before  the  fifty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Norfolk,  October  12-15,  1926. 

Note. — Permission  was  given  to  publish  this  paper  in  the 
Bulletin  of  the  University  of  Virginia  Hospital. 
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syphilis  which  is  hidden  by  diagnoses  of  still- 
birth, malnutrition,  hydrocephalus,  cirrhosis 
of  liver,  apoplexy,  softening  of  brain,  an- 
eurysm, aortic  insufficiency,  myocarditis,  kera- 
titis, periostitis,  chronic  ulcer,  etc. 

Figures  made  available  during  the  past  few 
years  have  shown  an  increase  in  the  importance 
of  the  degenerative  diseases.  A goodly  portion 
of  these  degenerative  diseases  are  due  directly 
to  syphilis  or  indirectly  to  the  necessary  treat- 
ment of  the  infection. 

It  is  indisputable  that  this  problem  justifies 
to  its  solution  the  application  of  money,  energy 
and  thought.  The  anti-syphilitic  campaign 
presents  to  courageous,  wise  leaders  a great 
opportunity  for  improving  the  public  health 
of  the  population. 

There  is  sufficient  scientific  information 
known  concerning  this  infection  to  lead  one 
to  expect  its  eradication.  The  cause  is  the  tre- 
ponema pallidum.  It  is  communicable  by  direct 
contact  with  an  infected  person  or  contami- 
nated object.  Clinical  acumen,  dark-field  ex- 
aminations and  Wassermann  tests  make  early 
diagnosis  possible.  Therapeutic  measures  are 
available  which  quickly  make  an  infected  per- 
son non-infectious.  The  reason  no  more  has 
been  accomplished  is,  of  course,  because  of  its 
relationship  with  sex  and  immorality.  If  it 
had  been  possible  to  handle  the  disease  entirety 
as  a medical  problem,  much  greater  progress 
would  have  been  made.  Consequently,  it 
shoidd  now  be  made  as  nearly  as  possible  a 
medical  proposition.  The  efforts  in  this  field 
of  many  sincere  individuals  have  hindered 
instead  of  facilitated  the  campaign.  The 
blunder  has  been  in  emphasizing  the  sexual 
and  immoral  aspects  when  medical  effort  should 
have  been  foremost.  In  other  words,  the 
moralist  in  attempting  to  help  the  sanitarian 
has  often,  as  ironical  as  it  seems,  handicapped 
him.  This  infection  has  been  so  completely 
walled  in  and  protected  by  secrecy,  ignorance, 
prejudice  and  indifference  that  it  could  not 
be  attacked  property  by  medical  measures. 

Syphilis  is  a disease,  not  a crime,  nor  is  it 
the  result  of  crime  in  many  cases.  A child 
was  infected  in  utero , the  mother  was  infected 
by  her  husband  who  was  a physician,  the  phy- 
sician acquired  a chancre  of  the  finger  from 
a female  patient  with  mucous  patches  in  the 
mouth,  the  patient  was  infected  by  her  hus- 
band who  thought  he  was  well  before  marri- 
age of  an  infection  the  result  of  environmental 
influences  in  early  life.  Is  this  crime? 


Sexual  transmission  has  a physiological 
basis.  The  environment  about  the  genitalia 
happens  to  be  such  as  is  conducive  to  the 
growth  of  the  treponema  pallidum. 

"When  one  begins  to  formulate  a plan  for 
the  eradication  of  this  disease,  immediately  the 
fact  is  presented  that  the  entire  population 
must  be  considered.  The  population  can  be 
divided  into  two  groups : first,  those  who  are 
susceptible  to  infection,  and,  second,  those  who 
are  already  infected.  The  latter  group  form 
the  foci  of  infection.  The  objective  is  to  pre- 
vent the  transfer  of  the  viable  germ  from  the 
diseased  individuals  to  the  susceptible  indi- 
viduals. Measures  relating  to  both  of  these 
groups  can  be  used  advantageously. 

The  main  source  of  transmission  is  by  sexual 
contact;  this  may  be  immoral  or  legal.  It  may 
be  contracted  by  direct  extra-genital  contact 
and  by  intermediate  contact  by  way  of  con- 
taminated objects.  The  incidence  of  extra- 
genital transmission  is  a more  important  fac- 
tor than  was  formerly  thought.  Congenital 
transmission  is  another  source. 

Measures  pertaining  to  the  well  individual 
will  be  considered  first.  Universal  continence 
except  in  marriage  would  be  the  most  potent 
means  of  preventing  the  spread  of  this  infec- 
tion, but  this  desirable  state  seems  far  ahead. 
Every  effort  should  be  made  by  religious  and 
ethical  training  to  raise  moral  standards.  The 
living  of  a virtuous  life  is  the  surest  way  to 
avoid  syphilis.  Most  everyone  will  agree, 
though,  that  it  is  a smaller  task,  and  quicker 
of  accomplishment,  to  eradicate  syphilis  than 
to  eliminate  immorality. 

Widespread  education  regarding  the  preva- 
lence, cause,  prevention  and  course  of  the  dis- 
ease is  essential  to  successful  prevention.  An 
awakening  of  public  opinion  is  necessary. 
When  any  disease  receives  universal  publicity, 
it  loses  much  of  its  ability  to  spread.  If  the 
population  knew  that  about  one  in  every  three 
syphilitic  infections  were  acquired  innocently, 
the  attitude  would  be  improved.  The  teaching 
can  be  done  by  the  educationalist,  clergyman, 
newspaper  editor  and  reporter,  reformer  and 
scientist.  I 

It  is  worthwhile  to  note  that  many  physir 
cians  need  to  be  educated  regarding  means  of 
diagnosing  and  proper  methods  of  treating 
syphilis.  The  medical  aspect  of  the  problem 
is  of  such  proportions  that  every  specialist  and 
general  practitioner  should  be  enlisted.  These 
should  acquire  special  knowledge  concerning 
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the  methods  of  locating  and  eliminating  foci 
of  infection.  That  foci  are  so  numerous  is 
the  reason  for  enlisting;  the  aid  of  all  medical 
men.  It  is  not  suggested  that  all  know  how- 
to do  Wassermann  tests,  dark-field  examina- 
tions, etc.,  but  they  should  know-  the  significance 
of  the  modern  methods  of  diagnosis.  More 
physicians  with  proper  understanding  of  the 
principles  and  technique  of  treatment  are 
needed.  These  should  also  be  willing  to  do 
more  charitable  work  in  this  field.  More  treat- 
ments for  smaller  fees  would  be  an  improve- 
ment. 

The  establishment  of  wholesome  recreations 
and  entertainment  which  will  absorb  leisure 
hours  w-ill  decrease  the  tendency  to  sex  ad- 
venture. Social  and  judicial  measures  which 
tend  to  decrease  licentiousness  should  be  rigid- 
ly enforced.  All  forms  of  prostitution  should 
be  vigorously  combated.  The  two  sexes  should 
he  punished  equally.  Chronic  offenders  ai'e 
best  handled  by  probation  officers  and  indus- 
trial schools.  When  social  conventions  and 
legal  procedures  make  the  risk  of  promiscuous- 
ness liable  to  severe  ridicule  and  punishment 
illicit  relations  will  decrease. 

The  use  of  medical  prophylactic  measures 
has  aroused  much  discussion.  It  has  been  defi- 
nitely proved  that  the  application  of  calomel 
ointment  to  the  genitalia  shortly  after  exposure 
will  prevent  the  infection  in  the  majority  of 
instances.  Intra-vaginal  injections  of  trepo- 
nemicidal  agents  before  exposure  is  a suc- 
cessful prophylactic.  Other  measures  classed 
as  personal  prophylactics  are  more  or  less  ef- 
fective. From  a scientific  point  of  view7  these 
measures  can  be  classed  along  with  the  most 
successful  preventives  of  disease.  Ethically 
there  seems  to  be  no  difference  between  per- 
sonal prophylaxis  and  treatment  after  infec- 
tion. Medically  there  is  much  difference. 
Widespread  knowledge  regarding  personal  pro- 
phylaxis for  syphilis  wyill  not  increase  im- 
morality. In  the  first  place,  fear  of  disease 
does  not  increase  continence,  and,  in  the 
second  place,  good  habits  based  on  fear  is  not 
morality. 

The  problem  of  eradicating  syphilis  as  it  re- 
lates to  the  infected  individuals  can  be  briefly 
stated.  Discovering  all  these  foci  and  making 
them  non-infections  will  solve  the  problem. 
When  this  is  done,  syphilis  will  be  eliminated 
regardless  of  low  moral  standai’ds. 

Every  genital  and  many  extra-genital  sores 
should  be  examined  for  treponema  pallida  as 


soon  as  they  appear.  Facilities  and  training 
in  diagnostic  methods,  as  said  before,  should 
be  more  generally  available.  All  cases  of  early 
syphilis  should  be  isolated.  Flospitalization 
is  the  best  means  of  isolation,  but  not  compul- 
sory for  intelligent  patients.  Personal  instruc- 
tion as  to  how-  the  infected  individual  can  pre- 
vent spreading  the  disease  is  important.  More 
important  is  early  vigorous  treatment.  A few 
injections  of  arsphenamine  renders  a syphili- 
tic non-infectious  and  proper  treatment  should 
be  continued  until  a cure  is  obtained.  Proper 
treatment,  associated  with  conditions  agreeable 
to  the  patient,  should  be  easily  available  in 
every  community.  The  charges  to  the  patient 
should  be  commensurate  with  his  ability  to  pay. 
No  case  should  be  allowed  to  go  untreated  or 
to  stop  treatment  before  cured.  By  tactful 
handling  most  patients  will  continue  treatment 
voluntarily;  the  others  should  be  handled  by 
legal  measures. 

Extensive  use  of  the  Wassermann  reaction 
will  locate  many  cases  of  infection.  This  test 
is  not  infallible,  but  it  is  thought  by  some  to 
be  the  most  important  single  laboratory  pro- 
cedure in  medicine.  The  State  Board  of 
Health  should  be  commended  for  making  this 
test  available  to  all  physicians,  thereby  aiding 
in  eliminating  a communicable  disease. 

The  early  recognition  and  proper  treatment 
of  syphilis  in  pregnancy  will  prevent  most 
hereditary  syphilis. 

Every  case  of  syphilis  diagnosed  presents  an 
opportunity  for  locating  other  foci  of  infec- 
tion. By  social  service  follow  up,  or  better 
called  “follow  back"  measures,  other  cases  of 
syphilis  are  found.  The  “follow  back”  should 
include  not  only  the  family  but  all  other  as- 
sociates. 

Other  measures  dealing  with  the  infected  in- 
dividual which  are  of  some  importance  are: 
reporting  of  the  disease  to  health  authorities, 
promotion  of  health  certificates  for  marriage, 
and  improvement  in  housing  and  living  con- 
ditions. 

In  concluding,  it  should  be  emphasized  that 
syphilis  is  a formidable  enemy  of  the  race,  en- 
trenched behind  secrecy,  ignorance,  passion, 
prejudice  and  indifference,  but,  by  means  of 
an  aw?akened  public  opinion  and  an  energetic 
well-trained  medical  profession,  an  offensive 
is  being  launched  which  w-ill  w-in  the  campaign. 
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Discussion 

Major  H.  L.  Freeland,  M.  C.,  U.  S.  A.,  Richmond : — 
I should  like  to  emphasize  one  thing  the  speaker 
brought  out,  and  that  is  that  we  should  consider 
every  patient  a potential  syphilitic  in  making  our 
diagnosis.  That  may  be  putting  it  rather  strongly, 
but  I had  a personal  experience  early  in  my  medical 
career  which  made  me  throw  away  any  scruples  I 
had  to  the  contrary.  A patient  was  received  in  the 
hospital,  mild-mannered,  soft-spoken,  with  every  in- 
dication of  being  a lady,  and  probably  she  was.  The 
case,  as  I go  over  it  now,  gave  every  indication  of 
being  one  of  syphilis;  but  as  a young  intern,  it  never 
occurred  to  me  that  she  might  have  syphilis.  I 
conveyed  my  feeling  to  a senior  intern,  who  proba- 
bly realized  my  feeling,  and  he  said:  “Probably  you 
have  a case  of  syphilis.”  To  my  great  chagrin — for 
I did  know  better — I realized  that  it  was  syphilis. 
Not  every  case  shows  as  typical  symptoms  as  did 
that  one,  but  most  often  they  have  some  one  symp- 
tom or  several  symptoms  which  will  lead  us  to  the 
diagnosis. 

Experience  in  the  Army  has  standardized  the 
Wassermann  for  us. 

Dr.  Roy  K.  Flannagan,  Assistant  State  Health 
Commissioner,  Richmond: — I can  not  let  this  paper 
pass  by  without  acknowledging  my  pleasure  in  hav- 
ing heard  it,  for  I think  this  society  is  to  be  con- 
gratulated upon  having  the  prevention  of  syphilis 
presented  in  all  of  its  phases  in  such  a concrete  and 
satisfactory  way.  Little  remains  to  be  added  in  its 
discussion  except  to  emphasize  several  points  of  it. 
Every  physician  should  suspect  syphilis  in  his  pa- 
tient. Everybody  is  susceptible  to  it;  it  does  not 
mean  any  particular  reflection  upon  anybody  to  make 
a Wassermann.  It  should  be  done  in  every  case.  In 
fact,  I had  it  done  upon  myself  recently  when  I 
was  sick,  not  only  blood  Wassermann.  but  spinal 
fluid.  Every  doctor  that  practices  for  a number 
of  years  is  laying  himself  open  to  infection.  A 
doctor  is  not  doing  his  patient  justice  unless  he 
considers  syphilis  among  the  possibilities.  We  have 
to  get  down  to  modern  methods.  We  know  a great 
deal  about  this  disease  that  we  did  not  know  in 
days  gone  by,  and  we  should  make  use  of  this  knowl- 
edge. In  every  city  of  any  size  in  the  State  of 
Virginia  there  are  clinics,  generally  good  clinics.  In 
many  cities  they  are  under  the  local  boards  of 
health,  but,  whether  under  the  boards  of  health  or 
not,  their  doctors  would  be  delighted  to  have  the 
general  profession  come  in  and  observe,  for  instance, 
the  method  of  administering  arsphenamin.  Many 
of  you  doctors  have  not  acquired  a thorough  knowl- 
edge of  the  technic  of  administering  arsphenamin. 
It  is  something  you  ought  to  know,  for  you  can  not 
with  impunity  chuck  something  into  the  veins  of 
patients  without  knowing  the  technic.  I commend 
these  clinics,  which  were  established  during  the  war 
by  my  predecessor.  Dr.  Brumfield,  whom  I notice 
in  the  audience.  He  is  to  be  congratulated  for  de- 
veloping these  excellent  clinics  and  making  it  possi- 
ble for  the  poorest  and  worst  type  of  infected  per- 
sons to  get  treatment.  Many  doctors  in  the  State 
do  not  know  about  these  clinics  and  do  not  regu- 
larly administer  this  drug.  I hope  that  a more 


general  interest  in  the  subject  will  be  aroused  by 
the  reading  of  Dr.  Smith’s  paper  and  that  it  will 
be  widely  circulated,  for  the  number  of  sufferers 
from  syphilis  is  large,  and  the  only  way  it  can  be 
controlled  is  by  the  general  practitioner  recognizing 
the  disease  and  giving  modern  treatment  until  the 
patient  is  not  only  symptomatically  well  but  actually 
well. 

Dr.  W.  B McIiwaine,  Petersburg : — Speaking  of 
the  prevention  of  syphilis,  I want  to  bring  out  the 
point  that  it  is  largely  in  the  hands  of  the  general 
practitioner.  I will  cite  one  case.  A father  brought 
his  child  to  me,  and  the  child  was  apparently  well. 
He  brought  the  second  child  to  me  eighteen  months 
later,  and  that  child  had  a definite  case  of  congenital 
syphilis.  When  I informed  the  father,  he  was 
thunder-struck,  of  course.  He  told  me  that  he  had 
had  syphilis  before  marriage,  but  had  been  told  he 
was  cured  and  could  not  transmit  it  to  his  children. 
If  that  man  had  been  told  that  he  should  have  re- 
peated tests,  even  after  apparent  cure,  and  that  as 
soon  as  his  wife  became  pregnant  she  should  have 
a Wassermann  made,  that  child  could  have  been 
saved  from  syphilis. 

Dr.  St.  George  T.  Grinnan,  Richmond: — In  the 
hospital  in  Richmond  we  have  had  a practice  for  a 
long  time  of  using  sulpharsphenamin  in  syphilitic 
children — not  intravenously,  but  hypodermically. 
The  smallest  dose  on  the  market  is  .075  grammes, 
which  is  easily  used  in  two  centimeters  of  water. 
That  is  given  for  about  a week,  then  a rest  for 
two  weeks,  then  it  is  given  again.  We  have  been 
able  to  get  negative  Wassermanns  in  these  children 
after  treatment.  In  the  city  of  Richmond  now  the 
children’s  syphilitic  clinic,  of  which  there  are  a 
large  number  in  certain  sections,  are  gathered  to- 
gether, and  the  nurses  that  we  train  in  our  hospital 
go  there  and  we  can  clean  up  whole  districts  which 
would  otherwise  result  in  syphilitic  children.  It 
used  to  be  supposed  that  it  would  take  three  or 
four  years  and  prolonged  rubbing,  but  that  idea  has 
been  discarded.  We  can  use  either  the  Wassermann 
test  or  the  Kahn  test. 

Dr.  :• — I think  we  should  take  account 

of  our  own  stock  sometimes,  inasmuch  as  we  all 
see  patients  sometimes  with  paresis  or  some  de- 
generative condition  of  the  heart  or  some  other  part 
of  the  body,  and  the  patient  says:  “I  stopped  treat- 
ment because  Doctor  So-and-So  charged  me  so  much 
for  the  treatment  that  I could  not  go  on.”  I think 
if  you  would  make  your  fee  as  small  as  possible 
and  consider  the  ability  of  the  patient  to  pay,  you 
would  be  aiding  the  health  of  your  community. 

Another  point  is  that  I think  we  should  endeavor 
to  learn  more  about  this  disease.  It  is  said,  “If 
you  know  syphilis,  you  know  medicine.”  We  have 
had  children  brought  to  us,  of  whom  the  family 
doctor  said  that  he  did  not  know  children  could  have 
syphilis  so  young. 

Dr.  Smith,  closing  the  discussion: — I like  to  think 
of  this  as  a purely  medical  problem.  Of  course,  the 
other  side  has  to  be  emphasized,  too;  but  that  is 
not  our  business;  that  is  someone  else’s  business. 
If  we  make  it  a purely  medical  problem,  we  can  do 
more  with  it.  The  general  physician’s  threshold  of 
suspicion  (quoting  from  Stokes),  in  regard  to  this 
disease,  should  be  increased.  Many  physicians  have 
a horror  of  thinking  about  this  disease  and  are  slow 
to  suspect  it  in  their  patients.  The  threshold  of 
suspicion  should  be  increased.  I would  not  be  will- 
ing to  agree  with  the  statement  that  sulpharsphena- 
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min  alone  can  be  relied  upon  for  cure  of  congenital 
tsyphilis.  Again,  the  technic  of  medication,  while 
not  simple,  is  simple  enough  for  the  average  physi- 
cian to  handle,  and  I think  it  would  be  preferable 
for  the  general  practitioner  to  handle  it.  Of  course, 
the  venereal  disease  clinics  do  a lot  of  good,  too; 
but  I want  the  higher  element  of  society  to  get  the 
benefit  of  this  knowledge  just  as  much  as  the  lower 
element.  The  private  patient  should  be  suspected 
just  as  much  as  the  charity  patient.  Treat  them 
and  charge  them  for  it,  and  charge  the  charity  pa- 
tient what  he  can  pay  and  have  him  continue  treat- 
ment. In  that  way  the  foci  of  infection  will  be 
eliminated. 


CORONARY  OCCLUSION— CLINICAL 
OBSERVATIONS.* 

By  T.  DUCKETT  JONES,  B.  A.,  M.  D.,  University,  Va. 

Little,  perhaps,  did  Herrick1  realize  the  far- 
reaching;  results  which  would  follow  his  report 
in  1912  of  the  clinical  features  of  sudden  ob- 
struction of  the  coronary  arteries.  To  him 
goes  the  distinction  of  being  the  first  Ameri- 
can clinician  to  call  attention  to  a series  of 
symptoms  and  findings,  today  so  widely 
known,  and  of  such  an  impressive  nature  as 
to  make  us  wonder  that  the  syndrome  was 
not  loim  ago  recognized  as  a distinct  clinical 
entity.  The  past  decade  has  evidenced  many 
productive  contributions,  which  give  us  a 
very  definite  clinical  picture,  and  a wealth  of 
detail  concerning  the  condition.  I do  not 
mean  to  convey  the  idea  that  the  condition  had 
entirely  been  overlooked  previously,  for  Von 
Leyden,  Marie  Huchard,  Ivrehl,  Dock,  Osier, 
and  Mackenzie  presented  unmistakable  pic- 
tures, these  usually  being  included  under  re- 
ports or  discussions  on  angina  pectoris.  While 
the  condition  has  not  been  an  entirely  neg- 
lected one,  it  has  nevertheless  been  a compara- 
tively short  time  since  the  medical  profession 
has  been  generally  enlightened,  or  rather  since 
the  syndrome  has  been  popularized. 

To  review  the  clinical  syndrome  may  seem 
unnecessary,  but  doubtless  by  repetition  alone 
will  we  finally  become  so  familiar  with  this 
or  any  other  entity,  that  we  subconsciously 
consider  it  as  a possibility  in  any  unusual  or 
suggestive  case.  The  variations  are  many,  and 
it  is  the  object  of  this  short  discourse  to  pre- 
sent merely  very  broad  aspects  with  reference 
to  some  of  the  more  important  differences. 
Acute  or  sudden  occlusion  of  a large  coronary 
vessel,  resulting  as  it  does  in  infarction  of  the 
heart  muscle,  will  be  considered  for  the  most 

•From  the  Cardiac  Clinic,  Massachusetts  General  Hospital. 

Read  before  the  fifty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Norfolk,  Va.,  October  12-15,  1926. 


part.  Hence,  thrombosis  is  the  main  considera- 
tion, though  an  occasional  embolic  case  occurs, 
and  blocking  of  the  coronary  orifices  by  syphi- 
litic aortitis  gives  the  same  picture.  This  is 
distinct  from  those  cases  having  complete  grad- 
ual closure  with  slight,  if  any,  change  in  the 
myocardium,  and  with  little  disturbance  of 
function. 

The  Clinical  Syndrome 

Symptoms  must  vary  according  to  the  sud- 
denness, the  completeness,  the  size  and  location 
of  the  artery,  the  collateral  circulation,  and 
the  area  functionally  lost,  as  stressed  by  Her- 
rick.2 Occlusion  of  a large  vessel  only,  results 
in  the  following  chain  of  events: 

(a)  Pain.  The  pain  is  of  extreme  severity, 
coming  on  often  out  of  a clear  sky,  even  wak- 
ing the  patient  from  sleep.  In  others  it  fol- 
lows slight  or  ordinary  exertion,  a moderately 
heavy  meal,  an  operation,  or  some  unusual 
emotional  strain.  In  many  of  the  cases  there 
is  a previous  history  of  angina  pectoris  over 
a period  of  months  or  even  years,  while  in 
others  the  patient  may  be  felled  who  has 
never  had  any  symptom  referable  to  his  car- 
diovascular system.  Thirty-two  of  White's3 
sixty-two  cases  had  angina  pectoris  prior  to 
the  coronary  accident.  The  character  of  the 
pain  is  striking,  being  described  variously  as 
constricting,  pressing,  boring,  burning,  sharp, 
dull,  or  cramp-like,  and  it  may  or  may  not 
radiate  to  the  back,  neck,  shoulders,  or  down 
one  or  both  arms.  Not  uncommonly  it  has 
been  described  as  status  anginosus,  or  status 
gastralgicus,  when  epigastric  in  location,  as 
is  common.  There  is  a sense  of  impending 
death,  something  entirely  different  from  any- 
thing the  patient  has  ever  experienced,  though 
he  may  even  have  had  angina  pectoris.  Rarely 
is  the  pain  intermittent,  but  constant,  lasting 
for  hours,  even  daj^s,  unrelieved  by  nitrites  or 
rest,  and  often  even  by  massive  doses  of 
morphia. 

(b)  Shock.  Concomitant  with  the  pain, 
there  is  as  a rule  a pronounced  degree  of  shock, 
with  prostration,  a fall  of  blood  pressure 
(often  below  100  mm.  of  mercury),  and  a sup- 
pression of  urine. 

(c)  Dyspnea.  Occasionally  dyspnea  is  the 
only  initial  symptom,  pain  being  slight  or 
absent.  It  is  associated,  of  course,  with  the 
myocardial  damage  and  insufficiency.  At 
times,  dyspnea  does  not  occur  until  the  pain 
has  begun  to  subside,  but  early  appearance  is 
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the  rule,  coming  on  with  the  other  signs  of 
failure. 

(cl)  Pulmonary  Edema.  Pulmonary  edema 
always  occurs  to  some  degree  and  as  a rule 
is  extensive.  The  rapid  appearance  of  pulmo- 
nary edema  should  make  one  think  quickly  of 
a coronary  accident. 

(e)  Appearance.  The  peculiar  color  and 
appearance  is  typical.  The  face  is  ashen-gray 
in  color,  the  features  pinched  and  evidence 
seen  of  intense  suffering  and  mental  anguish. 
The  skin  is  covered  with  cold  perspiration. 
As  failure  develops,  cyanosis,  enlarged  liver, 
albuminuria,  and  subcutaneous  edema  occur. 
Chevne-Stokes  respiration  is  usual  during  the 
course  of  the  resultant  myocardial  insufficiency. 

(f)  Heart. . The  cardiac  impulse  is  diffuse 
and  weak,  the  heart  sounds  faint  and  often 
indistinct;  gallop  rhythm  may  be  present,  a 
more  or  less  distinct  systolic  murmur  may  be 
heard,  and  many  cases  show  some  abnormality 
of  rhythm.  Of-  these  arrhythmias,  the  com- 
monest are  premature  beats,  auricular  fibril- 
lation, auricular  flutter,  heart  block,  and 
paroxysms  of  tachycardia. 

(g)  Electro-cardiograms.  Electro-cardio- 
grams have  been  of  distinct  help  in  determin- 
ing the  true  nature  of  these  irregularities,  of- 
ten impossible  to  be  unravelled  clinically. 
Likewise,  they  have  proven  to  be  of  value  in 
the  diagnosis  of  difficult  cases.  I have  re- 
cently reported  a case  showing  atrioventricular 
rhythm,  with  nodal  bigeminy  at  times,  and  in 
addition  to  this  also  idioventricular  rhythm, 
and  on  occasions  an  ectopic  auricular  tachy- 
cardia. It  does  not  seem  surprising  that  such 
irregularities  occur,  dependent  upon  interfer- 
ence of  the  blood  supply  either  to  the  sino- 
auricular  or  auriculo-ventricular  nodes  or  main 
branches  of  the  bundle  of  His,  or  as  a result 
of  the  localized  infarct. 

Symptom s the  Remit  of  the  M yocardial  In- 
farct. Fever,  usually  100°  to  102°,  associated 
with  a leucocytosis  (12,000  to  25,000)  as  a rule 
are  present,  and  vary  with  the  extent  of  in- 
farction. McNee4  considers  a localized  peri- 
cardial friction  rub,  in  association  with  a sug- 
gestive history,  a pathognomonic  sign.  When 
present,  it  is  of  extreme  importance,  but  its 
absence  cannot  be  regarded  as  any  evidence 
against  the  diagnosis,  since  its  presence  de- 
pends upon  too  many  varying  factors.  Wearn5 
found  it  present  in  two  of  nineteen  cases; 
Hamman6  in  one  of  ten;  Wolff  and  White7 
in  nine  of  nineteen;  and  Longcope8  in  no  case 


of  his  sixteen.  Embolic  phenomena  occur  also, 
being  dependent  upon  the  infarct.  They  were 
present  in  two  of  the  nineteen  cases  of  Wolif 
and  White7.  Cardiac  aneurysm  with  rupture 
and  sudden  death  may  follow — weeks  to  years 
later. 

Differential  • Diagnosis 

Few  clinical  pictures  give  the  striking  syn- 
drome which  typical  cases  of  acute  coronary 
occlusion  show.  However,  as  in  most  condi- 
tions, no  absolute  rules  can  be  formulated,  and 
puzzles  will  continue  to  present  themselves. 
I recently  saw  an  autopsy  performed  on  a 
man  63  years  of  age  whose  history  and  find- 
ings were  almost  identical  with  the  classic 
picture.  The  only  differences  were  that  his 
pain  was  entirely  in  the  back,  the  fall  in  blood 
pressure  was  all  but  instantaneous,  and  he  had 
a sensation  of  pressure  low  in  his  perineum. 
Autopsy  revealed  the  rupture  of  a small 
aneurysm  of  the  left  common  iliac  artery  with 
retroperitoneal  hemorrhage.  Possibly  with 
the  most  careful  analytic  study,  some  diagnosis 
other  than  acute  coronary  occlusion  ir.ight 
have  been  made,  yet  the  mass  of  evidence  was 
in  favor  of  its  occurrence.  Such  cases  are 
rare,  but  should  make  us  pause  in  too  quickly 
diagnosing  cases,  though  at  first  glance  they 
may  seem  very  evident. 

1.  Angina  Pectoris.  Angina  pectoris  is  by 
far  the  most  frequent  differential  problem,  and 
yet  there  are  certain  criteria  which,  if  fol- 
lowed carefully,  will  render  the  correct  diag- 
nosis possible.  The  pain  of  angina  is  of  short 
duration,  relieved  by  nitrites  or  rest,  not  as- 
sociated with  a fall  but  rather  a slight  rise  in 
blood  pressure,  and  the  pulse  rate  is  not 
markedly  altered.  The  signs  of  acute  failure 
do  not  follow  closely  as  is  the  case  in  cardiac 
infarction,  and,  in  fact,  the  two  present  rather 
converse  pictures.  Border-line  cases  are  dis- 
turbing. The  diagnosis  is  difficult  in  some 
cases  which  we  designate  clinically  as  coronary 
sclerosis.  These  cases!  show,  as  a rule,  pe- 
ripheral arteriosclerosis,  cardiac  enlargement 
with  or  without  hypertension,  symptoms  ref- 
erable to  lowered  cardiac  reserve,  and  usually 
electro-cardiographic  abnormalities,  such  as 
intraventricular  block  or  T-wave  changes. 
Substernal  or  precordial  pain  on  exertion  is 
common,  and,  when  individuals  with  such 
syndromes  develop  failure,  we  must  not  for- 
get the  possibility  of  coronary  occlusion  as  a 
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factor.  The  vessel  occluded  may  be  small  or 
the  process  so  gradual  in  onset  that  many  of 
the  cardinal  symptoms  are  absent.  Wearn5 
has  stressed  the  difficulty  of  making,  the  diag- 
nosis when  it  occurs  in  cases  with  myocardial 
insufficiency,  and  believes  that  in  such  cases 
with  arteriosclerotic  disease,  any  sudden  ag- 
gravation of  symptoms  should  arouse  suspi- 
cion. In  most  instances  it  occurs  in  late  adult 
life,  since  it  is  associated  with  sclerosis  of  the 
coronary  arteries.  It  is  uncommon  before  50 
years  of  age,  and  rare  below  40,  though  Jami- 
son and  Ilanser9  recently  reported  its  occur- 
rence in  a youth  of  18  years. 

2.  Cholelithiasis.  Cholelithiasis  may  often 
present  its  difficulties  of  differentiation.  Faulk- 
ner, Marble,  and  White10  have  given  a good 
comparative  study  of  the  two  groups.  The 
chief  diagnostic  points  in  favor  of  cholelithia- 
sis are  the  predominance  in  this  group  of  fe- 
males, often  under  40,  a history  of  similar  at- 
tacks over  relatively  a long  period  of  time,  and 
radiation  of  the  pain  to  the  back,  if  it  radiates 
at  all.  rather  than  upward  and  into  either  arm. 
Supporting  coronary  occlusion,  they  found  its 
predominance  in  males  over  50,  a history  of 
angina  pectoris,  the  feeling  of  constriction 
never  experienced  in  cholelithiasis,  the  fre- 
quent upward  radiation  of  pain,  often  into  the 
arms,  and  electro-cardiographic  changes. 

3.  Perj orated  Ulcer.  Perforated  gastric 
ulcer  will  less  often  prove  confusing.  In  such 
cases,  the  age  of  the  patient,  history  of  an- 
gina pectoris,  or  previous  digestive  trouble, 
radiation  of  pain,  presence  of  signs  of  cardiac 
failure,  and  local  abdominal  findings  of  per- 
foration should  render  a diagnosis  possible. 

Prognosis 

Little  need  be  said  concerning  the  mode  of 
death.  Fulton11  has  recently  discussed  this 
and  believes  there  is  good  reason  to  suppose 
that  ventricular  fibrillation  is  the  most  com- 
mon cause  of  sudden  death,  considering  also 
heart  rupture,  pulmonary  embolism  and  heart 
block.  Many  cases  die  as  a result  of  myocar- 
dial insufficiency  at  varying  intervals  after 
the  onset.  There  are  no  hard  and  fast  rules. 
Death  may  occur  instantaneously,  or,  follow- 
ing a stormy  course  and  long  convalescence, 
the  patient  may  survive  a few  years  and  return 
to  his  normal  status.  It  is  this  latter  group 
which  makes  it  desirable  to  establish  a cor- 
rect early  diagnosis,  for  it  seems  fair  to  sup- 


pose that  some  avoidable  accidents  might  be 
averted,  and  the  prognosis  rendered  more 
favorable.  Of  the  160  cases  included  by  Mack- 
enzie12 in  his  monograph  on  Angina  Pectoris, 
eighteen  had  undoubted  coronary  occlusion. 
Of  these  eighteen  cases  all  are  dead  but  one, 
averaging  three  years  after  the  onset,  with 
wide  variations.  Of  the  nineteen  cases  of 
Wolff  and  White7,  the  duration  of  life  was 
determinable  in  eighteen : seven  hours  or  less 
in  four  cases;  seven  days  or  less  in  four; 
several  days  or  less  in  seven;  four  to  five 
months  in  one;  eight  months  in  one;  and  five 
years  in  one.  Levine13  has  reported  five  cases 
that  recovered  and  were  restored  to  previous 
activity  without  trouble.  Of  the  sixty-two 
cases  recently  cited  by  White3,  thirty-two  are 
dead,  living  an  average  of  fifteen  and  one-half 
months  after  the  accident,  with  limits  between 
a few  hours  and  seven  years;  thirty  are  yet 
alive,  averaging  twenty-four  months.  Poor 
heart  sounds  and  congestive  failure  added 
gravity  of  prognosis  to  this  latter  series,  and 
pericarditis  was  more  frequent  in  the  cases 
that  died.  The  following  clinical  findings,  oc- 
currino-  soon  after  the  accident,  render  the 
prognosis  favorable : 

1.  Defervescence  of  fever  and  leucocytosis : 
2.  Rise  in  blood  pressure;  3.  Improvement  of 
heart  sounds  and  electro-cardiographic  find- 
ings; and,  4.  Decrease  in  congestive  failure. 

Treatment 

Prompt  recognition  of  the  accident  may  pro- 
mote recovery  by  emphasizing  the  value  of 
prolonged  rest.  This  should  be  carried  out 
over  a long  period  of  time  (at  least  four  weeks 
in  bed),  despite  marked  clinical  improvement 
and  the  desire  of  the  patient  to  return  to  ac- 
tivity. In  those  cases  responding  to  therapy, 
the  period  of  rest  greatly  influences  the  func- 
tional result.  Massive  doses  of  morphia  to 
relieve  the  jiain  and  aid  in  rest  are  essential. 
Digitalization  is  an  undoubted  aid  in  every 
case. 
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Discussion 

Dr.  T.  Dewey  Davis.  Richmond : I was  very  much 
interested  in  this  paper  by  Dr.  Jones,  and  there  are 
two  points  I wish  to  emphasize  in  connection  with 
coronary  occlusion.  One  of  these  is  that  the  pain 
is  not  necessarily  acute  and  agonizing  in  the  early 
stages.  Illustrative  of  this,  I had  a patient  who  was 
taken  with  a typical  attack  one  evening  soon  after 
dinner.  (He  was  off  on  a fishing  trip).  He  had 
all  the  symptoms,  pain,  sense  of  constriction,  etc., 
but  the  pain  was  not  agonizing;  and  he  got  by  by 
taking  a little  soda  and  vomiting  a few  times.  The 
next  morning  he  drove  his  car  fifty  miles  to  his 
home.  After  reaching  home  the  pain  continued, 
and  he  was  given  three  hypodermics  of  morphin 
(each  time  a quarter  of  a grain,  he  said)  for  relief. 
His  doctor  saw  him  about  two  P.  M.  He  had  then 
some  fever  and  leucocytosis.  He  improved  very 
much,  and  I saw  him  about  six  weeks  later.  At 
that  time  he  had  the  peculiar  finding  in  the  electro- 
cardiogram. It  is  hard  to  describe  it  without  an 
illustration,  but  it  is  a peculiar  convexity  of  the 
T-wave  which  is  very  characteristic,  according  to 
Pardee.  I think  it  is  of  great  importance  in  the 
diagnosis  of  these  cases.  The  two  points  are  that 
the  pain  is  not  necessarily  agonizing  and  may  not 
give  that  sense  of  early  impending  death,  and  that 
the  peculiar  configuration  of  the  electro-cardiogram 
is  of  great  importance. 


A REPORT  OF  TWO  CASES  OF  PERFO- 
RATION OF  DUODENAL  ULCER  IN 
THE  HOSPITAL.* 

By  J.  COLEMAN  MOTLEY,  M.  D„  F.  A.  C.  S..  Abingdon,  Va. 
The  George  Ben  Johnston  Memorial  Hospital. 

When,  one  year  ago,  a prominent  surgeon 
read  a paper  before  this  Society,  advocating 
the  medical  treatment  of  peptic  ulcer,  his  con- 
clusions were,  to  some  of  us,  more  spectacular 

•Read  before  the  fifty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Norfolk,  October  12-15,  1926. 


than  convincing.  However,  the  paper  and  the 
discussion  which  followed  served  to  focus  our 
attention  on  a very  important  subject,  and 
caused  us  to  make  a mental  audit,  as  it  were, 
of  our  present  methods  of  treatment.  The 
result  was  good. 

It  is  not  my  purpose  to  detract  anything 
from  the  credit  that  is  due  the  medical  men 
for  the  very  excellent  work  which  has  been 
done  in  the  management  of  peptic  ulcer.  It 
is  undoubtedly  true  that  many  ulcers  heal  un- 
der medical  treatment,  and  some  get  well  with- 
out treatment.  Even  with  the  cases  which 
come  into  the  hands  of  the  surgeon,  the  co- 
operation of  the  internist  in  the  pre-operative 
and  post-operative  management  is  invaluable. 
Without  any  purpose  of  being  controversial,  it 
has  seemed  to  me  that  there  are  certain  types 
of  ulcers  and  ulcer  complications  which  place 
this  lesion  rather  definitely  in  the  field  of  surg- 
ery. 

Lahey1  has,  I think,  classified  rather  con- 
servatively tlie  cases  considered  unsuitable  for 
conservative  treatment.  They  are  as  follows: 
“Those  with  any  question  of  malignancy ; those, 
of  course,  with  perforation;  those  in  which 
symptoms  cannot  be  relieved  in  seven  days; 
those  in  which  occult  blood  cannot  be  made  to 
disappear  from  the  stools  in  fourteen  days 
(eliminating  blood  from  other  sources)  ; and 
pyloric  stenosis.”  I agree  with  this  classifica- 
tion except  that  it  is  my  own  belief  that  an 
ulcer  which  has  resulted  in  a frank  hemorrhage 
should  always  be  treated  surgically  as  soon  as 
shock  and  acute  anemia  can  be  overcome.  If 
at  all  safe  and  practical,  such  an  ulcer  should 
be  destroyed  at  the  time  of  operation.  In 
addition  to  this,  there  are  many  individuals 
who  for  economic  reasons  cannot  afford  the 
long  stay  in  the  hospital  which  a medical  cure 
sometimes  involves. 

Meyer,  writing  in  the  Bulletin  of  the  Chicago 
Medical  Society , has  reported  a series  of  sixty- 
two  cases  of  acute  perforation  of  gastric  and 
duodenal  ulcers,  proved  at  operation.  Every 
one  of  these  patients  was  a male;  GO  per  cent 
of  them  were  under  40  years  of  age,  and  32 
per  cent  were  30  years  of  age,  or  younger.  In 
other  words,  the  ulcer  victim  is  the  bread- 
winner of  the  family. 

It  is  probably  true  that  duodenal  cancer  is 
a rare  condition.  Many  clinicians  refer  their 
gastric  ulcers  to  the  surgeon  and  treat  medi- 
cally the  ulcer  on  the  duodenal  side,  on  account 
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of  the  relative  immunity  of  the  latter  condi- 
tion to  malignant  changes.  However,  Euster- 
man,  Berkman  and  Swan2  report  fifteen  cases 
of  primary  carcinoma  of  the  duodenum,  diag- 
nosed at  the  Mayo  Clinic.  There  is  also  quite 
a general  impression  prevailing  among  the 
medical  profession  that  a patient  rarely  bleeds 
to  death  from  a dudodenal  ulcer.  It  is  my  own 
belief  that  this  tragedy  occurs  much  more  fre- 
quently than  one  would  be  led  to  believe  from 
reading  the  current  medical  literature  on  the 
subject. 

There  is  another  very  interesting  circum- 
stance connected  with  duodenal  ulcer  which 
has  an  important  bearing  on  this  subject.  Men 
who  have  had  large  experience  in  the  opera- 
tive treatment  of  ulcer  rarely  find  an  uncom- 
plicated duodenal  ulcer  as  the  sole  intra-ab- 
dominal lesion.  The  lymphatic  vessels  supply- 
ing the  duodenum,  the  gall-bladder  and  the 
appendix  are  very  intimately  connected,  one 
with  the  other.  It  is  fairly  safe  to  say  that 
a majority  of  chronic  duodenal  ulcers  are  com- 
plicated by  a diseased  appendix  or  by  chole- 
cystitis. Sometimes  all  three  conditions  are 
present  at  the  same  time.  Not  infrequently, 
one  finds  crippling  adhesions  between  the  duo- 
denum and  the  gall-bladder  and  liver,  as  a re- 
sult of  a penetrating  duodenal  ulcer.  All  of 
these  associated  lesions  are  admittedly  surgi- 
cal. When  the  patient’s  ulcer  is  treated  by 
operation,  this  additional  pathology  can  be 
cared  for  at  the  same  time  and  through  the 
same  incision.  While  treatment  of  such  a case 
medically  may  perhaps  cure  the  ulcer,  it  will 
not  cure  the  patient ; and  the  symptoms  due 
to  the  concomitant  lesion  will  remain  to  tor- 
ment him  still. 

During  the  past  March,  I had  two  cases  of 
peptic  ulcer  under  my  care  at  the  same  time, 
both  of  which  perforated  in  the  hospital. 
There  were  certain  circumstances  connected 
with  this  occurrence  which  made  such  a dra- 
matic impression  on  me  that  I have  thought 
it  worth  while  to  put  these  cases  on  record,  as 
a warning  of  what  might  happen  to  such  a 
patient  while  waiting  for  a medical  cure. 

Case  No.  12332:  Male,  age  39;  admitted 
February  23,  1923,  complaining  of  stomach 
trouble  for  3 or  4 years.  Bright’s  disease,  stom- 
ach trouble,  typhoid  fever  and  pellagra  oc- 
cured  in  the  family  history.  Tonsillectomy 
was  performed  in  1919  after  a long  history  of 
tonsillitis  and  quinsy.  Otitis  media  had  con- 

2.  Annals  of  Surgrery,  July,  1925. 


tinned  since  tonsillectomy.  He  had  had  a 
desperate  illness  with  typhoid  fever  12  years 
before  his  first  admission.  Earlier  still,  he  had 
had  scarlet  fever  and  pneumonia ; and  since 
had  had  influenza.  Had  drunk  much  liquor. 
Had  lost  30  pounds  on  second  admission.  His 
immediate  complaint  was  the  typical  ulcer  his- 
tory, the  periods  of  stomach  discomforts  oc- 
curring now  more  frequently,  and  for  the  past 
60  days  he  had  been  free  only  about  two  days. 
Had  vomited  food  eaten  two  days  before.  Not 
certain  that  stools  had  been  black  or  bloody. 
Vomiting  at  periods  for  a year. 

Examination  essentially  negative,  except  the 
following  point : Bilateral  deafness,  worse  on 
right  side;  marked  pyorrhea  and  caries;  pulse 
SO;  blood  pressure  130/80;  temperature  98.2. 
Abdomen  moderately  distended,  especially  the 
epigastrium.  Indefinite  peristaltic  waves,  left 
to  right  across  epigastrium.  Tenderness  over 
stomach.  Hemoglobin  65  per  cent.  Normal 
white  and  differential.  Normal  urine.  Stool 
not  reported  by  laboratory.  Fractional  gas- 
tric analysis:  High  curve;  total  acid  130;  free 
acid  75. 

Clinical  impression  : Acute  peptic  ulcer  with 
pyloric  obstruction;  chronic  appendicitis; 
chronic  otitis  media;  chronic  rhinitis;  oral 
sepsis. 

Roentgenological  report : Lesion  in  first  part 
of  duodenum,  involving  the  pylorus,  produc- 
ing marked  obstruction.  Stomach  markedly  di- 
lated. 

The  patient  was  advised  of  his  condition 
and  of  the  necessity  for  operation.  He  left  the 
hospital  to  arrange  his  domestic  affairs.  He 
got  as  far  as  a down-town  hotel,  when  he  had 
an  attack  of  severe  abdominal  pain  and  vomited 
all  night.  He  was  re-admitted  the  following 
morning.  He  was  then  in  terrific  pain.  His 
abdomen  was  board-like  in  its  rigidity,  all 
over.  His  temperature  was  102.  Leucocytes 
20,200.  The  diagnosis  of  perforated  ulcer  was 
made  without  hesitation,  and  he  was  immedi- 
ately operated  upon. 

A large  amount  of  brown  fluid  was  found 
in  the  cavity.  A large,  indurated  ulcer,  with 
a perforation  in  its  center,  admitting  the  tip 
of  the  index  finger,  was  found  just  outside  the 
pyloric  ring.  The  stomach  was  much  dis- 
tended. The  perforation  was  sutured,  rein- 
forced with  an  omental  graft,  and  a posterior 
gastro-enterostomy  was  done.  Proper  peri- 
toneal toilet  and  drainage  was  provided. 
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The  patient  made  an  uneventful  recovery 
and  was  free  of  ulcer  symptoms  upon  his  dis- 
charge. 

The  second  case  (No.  12381)  was  a man  of  30 
years,  admitted  February  25,  1926,  also  com- 
plaining of  stomach  trouble  of  two  years.  On 
previous  examination,  chronic  tonsillitis,  car- 
diac hypertrophy  with  hypertension,  and 
chronic  appendicitis  had  been  the  diagnosis. 
For  two  years,  at  least,  before  admission,  the 
patient  had  been  complaining  of  rather  typical 
pains  limited  to  a small  spot  in  the  epigas- 
trium. of  a gnawing  character,  relieved  by  eat- 
ing simple  foods  and  by  soda,  and  character- 
ized by  periodic  exacerbations  and  remissions. 
No  vomiting  and  no  black  stools. 

Examination  was  without  interest  except  as 
follows:  Enlarged,  diseased  tonsils.  Tem- 
perature normal.  Pulse  74.  Blood  pressure 
114/72.  Abdomen  not  distended,  soft  and  re- 
laxed. In  the  mid-epigastrium,  slightly  to  the 
right  of  the  median  line,  there  was  slight  ten- 
derness on  firm  pressure.  There  was  minimal 
tenderness,  also,  at  McBurney  s point,  without 
muscle  spasm. 

The  impression  from  the  examination  was 
pretty  positively  in  favor  of  peptic  ulcer, 
though  it  was  realized  that  chronic  appendi- 
citis with  pylorospasm  and  hyperacidity  could 
produce  the  same  train  of  symptoms.  Tonsil- 
lar infection  was  present. 

The  blood  and  urine  were  negative. 

Fractional  gastric  analysis  showed  a high 
curve:  total  acid  134;  free  acid  86.  Stools 
were  negative  for  occult  blood. 

The  roentgenological  examination  failed  to 
reveal  any  filling  defect  in  the  stomach  or 
duodenum,  or  any  obstruction  at  the  pylorus. 
The  appendix  was  visualized,  adherent  along 
the  mesial  side  of  the  cecum,  and  tender.  It 
was  the  opinion  of  the  roentgenologist  that 
the  stomach  symptoms  could  be  accounted  for 
by  the  appendix. 

The  patient  was  a dentist.  He  was  advised 
of  the  doubt  in  regard  to  a peptic  ulcer,  and 
was  advised  to  accept  an  exploratory  incision 
that  the  doubt  might  be  cleared  up  as  his  ap- 
pendix was  removed. 

Upon  re-admission  to  the  hospital  on  March 
10,  1926,  this  advice  was  twice  repeated;  and 
again  after  he  was  on  the  operating  table  he 
was  advised  to  have  the  upper  abdomen  ex- 
plored. He  persistently  declined  the  advice, 
believing  that  the  appendix  was  the  whole 
trouble. 


At  operation,  a definitely  diseased,  adherent 
appendix  was  found  lying  high  up  behind  the 
cecum,  and  there  were  numerous  bands  of  peri- 
cecal adhesions,  producing  partial  obstruction. 
These  bands  were  released  and  the  appendix 
removed  without  incident.  The  wound  was 
closed  without  drainage. 

His  post-operative  course  was  normal  until 
the  following  morning,  when  he  had  tempera- 
ture of  103.4,  with  what  he  called  gas  pains. 
At  this  time  a mild  epidemic  of  influenza  was 
prevalent  in  the  community,  and  there  were 
cases  in  the  hospital.  A medical  associate  ex- 
pressed the  opinion  that  the  complication  was 
influenza.  By  the  next  morning,  the  patient 
had  developed  an  effortless  vomiting  of  large 
quantities  of  green  fluid  without  nausea.  The 
upper  abdomen  was  greatly  distended.  His 
leucocytes  were  9,400,  with  67  per  cent  polys. 

We  hoped,  therefore,  with  the  normal  blood 
picture  and  the  characteristic  epigastric  dis- 
tention, that  the  condition  was  acute  gastric 
dilatation.  We  resorted  to  frequent  lavage. 

It  was  not  until  afternoon  of  the  second 
post-operative  day  that  we  began  to  realize 
the  tragic  significance  of  his  symptoms,  and 
to  suspect  that  he  had  a perforated  ulcer.  By 
this  time,  his  condition  was  so  extreme  that 
operation  was  considered  useless.  He  died 
early  the  following  morning,  the  third  day 
after  operation. 

Autopsy  revealed  a small  ulcer  on  the  pos- 
terior surface  of  the  duodenum,  which  had  per- 
forated into  the  pancreas. 

It  is  with  considerable  chagrin  that  one 
stands  before  this  Society  and  admits  that  an 
ulcer  perforated  with  the  patient  in  the  hos- 
pital under  his  very  eyes,  and  went  unrecog- 
nized for  twenty-four  hours.  We  offer  no  ex- 
cuses; but  perhaps  there  are  some  mitigating 
circumstances:  the  negative  X-ray  findings; 
the  prevailing  epidemic  of  respiratory  infec- 
tion; the  normal  white  blood  count;  and, 
finally,  the  very  unusual  circumstance  of  a 
peptic  ulcer  perforating  with  the  patient  lying 
quietly  in  bed,  with  a practically  fasting  stom- 
ach for  thirty-six  hours. 

Conclusions 

1.  While  peptic  ulcer  is  a chronic  lesion 
which  may  be  treated  medically,  there  are  cer- 
tain types  and  certain  associated  complications 
which  would  cause  one  to  consider  surgical 
operation  as  the  therapy  of  choice. 
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2.  When  one  undertakes  to  cure  a peptic 
ulcer  by  medical  management,  the  patient 
should  be  informed  that  he  may  possibly  de- 
velop a cancer,  he  may  bleed  to  death,  or  he 
may  have  a fatal  perforation.  The  latter 
calamity  may  occur  even  while  under  treat- 
ment in  a modern  hospital. 

3.  While  the  X-ray  is  a very  valuable  aid 
in  confirming  the  diagnosis  of  peptic  ulcer,  yet 
a diagnosis  which  has  been  made  on  the 
strength  of  a positive  ulcer  history  should  not 
be  abandoned  on  account  of  negative  X-ray 
findings. 

Discussion. 

Dk.  Murat  Willis,  Richmond: — Mr.  President  and 
Members  of  the  Medical  Society  of  Virginia: 

I was  the  surgeon  who  appeared  before  this  Society 
last  year  and  advocated  giving  every  case  of  un- 
complicated duodenal  ulcer  an  honest  trial  with 
medical  treatment.  Although  my  presentation  was 
more  spectacular  than  convincing  to  my  friend,  Dr. 
Motley,  I am  glad  he  has  returned  to  the  subject  and 
given  me  an  opportunity  of  again  dwelling  on  certain 
facts  with  his  paper  as  a basis. 

When  one  is  asked  to  discuss  a paper,  the  conven- 
tional thing  to  do  is  to  utter  a few  platitudes  and 
let  it  go  at  that.  My  inclination  would  be  to  do 
this  were  it  not  for  the  fact  that  this  is  a far-reach- 
ing and  important  subject  and  one  that  should  be 
discussed  without  fear  or  favor.  I appreciate  Dr. 
Motley’s  desire  not  to  be  controversial,  but  how  is 
one  to  avoid  controversy  when  opinions  are  at  such 
variance?  One  would  assume  from  the  essayist’s  in- 
troduction that  I had  advocated  medical  treatment  in 
peptic  ulcer  of  the  stomach  and  duodenum  regard- 
less of  all  other  considerations  This  is  not  a fact, 
because  in  my  paper  and  its  publication  I gave  the 
following  indications  for  surgery  in  this  disease, 
and  will  now  quote  from  my  paper:  “In  chronic 
ulcer  of  the  stomach  surgery  is  probably  safer  and 
preferable  to  medical  treatment;  one  of  several 
operations  may  be  done,  depending  upon  the  loca- 
tion of  the  ulcer  and  skill  of  the  operator;  such, 
for  example,  as  excision  of  the  ulcer,  with  or  with- 
out gastro-enterostomy  or  partial  gastrectomy.  In 
duodenal  ulcers,  surgery  is  indicated  in  the  chronic 
type  that  has  resisted  proper  medical  treatment;  in 
cases  with  pyloric  obstruction  and  in  all  instances 
of  perforation;  using  such  operations  as  excision  of 
ulcer,  pyloroplasty,  etc.”  It  is  apparent  from  this 
that  I outlined  the  type  of  cases  in  which  I felt  surg- 
ery should  be  recommended. 

The  doctor  has  reported  two  perforating  cases  of 
duodenal  ulcer  with  a view  of  emphasizing  the  dire 
consequences  of  medical  treatment.  I advocated 
operation  on  gastric  ulcer  and  on  duodenal  ulcers  re- 
sisting medical  treatment  or  those  in  which  pyloric 
obstruction  existed.  Dr.  Motley’s  first  case  was  an 
untreated  duodenal  ulcer  resulting  in  pyloric  obstruc- 
tion. Even  our  medical  friends  would  advocate 
surgery  in  such  a case. 

It  is  the  late  stage  of  the  untreated  disease.  It  is 
the  type  which  we  used  to  diagnose  before  the  days 
of  gastro-intestinal  X-ray.  It  is  the  type  for  the 
relief  of  which  gastro-enterostomy  was  first  devised 
and  in  which  it  is  so  satisfactory  if  you  cannot  do 
a satisfactory  pyloroplasty.  This  late  type  of  com- 
plicated duodenal  ulcer  is  about  as  rare  in  the  aver- 
age clinic  today  as  the  eighty  pound  ovarian  cyst. 

His  second  case  was  also  untreated  and  undiag- 
nosed. It  is  quite  evident  that  these  two  very  strik- 


ing cases  do  not  conflict  with  my  recommendation 
of  medical  treatment  in  all  uncomplicated  duodenal 
ulcers.  Neither  of  his  cases  got  it.  The  only  way 
I differ  with  Dr.  Motley  in  his  first  conclusion  is, 
instead  of  stating  that  peptic  ulcer  may  be  treated 
medically,  I would  substitute  should  be  given  a con- 
scientious medical  trial.  In  his  second  conclusion, 
and  I quote  him  verbatim:  “When  one  undertakes 
to  cure  a peptic  ulcer  by  medical  management,  the 
patient  should  be  informed  that  he  may  possibly  de- 
velop a cancer,  he  may  bleed  to  death,  or  he  may 
have  a fatal  perforation.  The  latter  calamity  may 
occur  even  while  under  treatment  in  a modern  hos- 
pital.” 

I feel  it  is  well  that  the  internist  should  emphasize 
to  every  patient  who  is  going  to  be  treated  medi- 
cally these  various  dangers,  but,  if  the  patient  is 
to  choose  between  medicine  and  surgery,  I believe 
in  all  fairness  it  would  be  well  for  the  surgeon  to  be 
equally  frank  when  he  recommends  surgical  treat- 
ment. He  has  asked  the  internist  to  paint  the  dire 
consequences  of  cancer  of  the  duodenum,  the  rarest 
of  all  complications.  He  has  asked  that  they  point 
out  the  possibilities  of  perforation  and  hemorrhage. 
What  should  the  internist  ask  us,  as  surgeons,  to 
tell  the  patient  when  we  advise  operation  in  order 
that  the  victim  of  the  disease  may  be  properly 
oriented?  (1)  That  there  is  a primary  operative 
mortality  of  from  2%  to  10%,  depending  upon  the 
judgment  and  surgical  ability  of  the  operator.  These 
deaths  alone  amount  to  more  than  those  from  cancer 
of  the  duodenum,  hemorrhage  and  perforation  com- 
bined; (2)  That,  of  those  surviving,  it  is  safe  to 
predict  that  from  5%  to  35%  who  have  a gastro- 
enterostomy will  have  a gastro-jejunal  ulcer,  this 
second  state  infinitely  worse  than  the  first;  (3)  That 
they  can  also  have  hemorrhages,  as  I have  seen  them 
following  gastro-enterostomy;  (4)  They  can  also 
have  a perforation  from  the  primary,  recurring,  or 
gastro-jejunal  ulcer;  (5)  They  occasionally  have  a 
post-operative  obstruction;  (6)  They  should  also  be 
told  that  these  ulcers  are  frequently  multiple,  and 
it  is  not  uncommon  for  the  surgeon  to  overlook  one 
or  more,  and  that  this  is  especially  true  where  a 
gastro-enterostomy  is  the  operation  of  choice.  They 
should  also  be  told  that  many  of  these  ulcers  are 
located  in  dangerous  and  rather  inaccessible  portions 
of  the  duodenum. 

Dr.  Motley  states  that  there  are  many  individuals 
who,  for  economic  reasons,  cannot  afford  a long  stay 
in  the  hospital  which  a medical  cure  sometimes  in- 
volves, and,  for  this  reason,  surgery  should  be  ad- 
vised. Of  all  the  mistaken  economies  the  worst  is 
submitting  a patient  to  radical  surgery  on  his  stom- 
ach before  giving  him  a medical  trial.  It  is  the 
most  uneconomic  I know  of  for  the  patient. 

I wish  I could  believe  that  a posterior  gastro- 
enterostomy so  simple  of  execution  in  the  hands  of 
an  experienced  skilful  surgeon  would  solve  the 
problem  of  peptic  ulcer.  It  is  unthinkable  that  a 
profound  constitutional  disease  with  local  manifesta- 
tion, of  which  we  know  nothing  of  its  etiology  or 
course,  could  be  solved  by  so  simple  a mechanical 
surgical  procedure.  I assure  you,  gentlemen,  this 
simple  surgical  procedure  does  not  occupy  the  same 
relationship  to  peptic  ulcer  as  does  quinine  to  mala- 
ria. To  do  a routine  gastro-enterostomy  in  this  dis- 
ease, knowing  so  little  of  its  etiology  or  life  his- 
tory, reminds  me  of  the  old  story  of  the  doctor  who, 
when  he  did  not  know  what  else  to  advise  for  his 
patient,  suggested  that  he  be  thrown  in  fits  as  he 
was  hell  on  fits. 

In  conclusion,  I can  but  repeat  what  I said  last 
year  that  “both  surgeon  and  internist  should  take 
a broader  view  of  the  problem  presented  by  gastric 
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and  duodenal  ulcer;  it  does  not  appeal  exclusively 
to  one  or  to  the  other,  but  demands  the  harmonious 
co-operation  of  both  these  practitioners  of  the  heal- 
ing art  if  we  are  best  to  serve  our  patient’s  needs.” 

Dr.  W.  A.  Brumfield,  Blacksburg: — To  illustrate 
the  suddenness  with  which  perforation  may  take 
place  in  some  of  these  cases,  without  regard  to  pre- 
vious history,  I should  like  to  tell  the  story  of  an 
incident  that  occurred  in  the  student  body  at  V.  P. 
I.  Some  of  you  may  know  that  I am  somewhat  of  a 
clearing  house  for  the  students  there,  to  excuse  them 
from  drill,  give  them  first  aid,  and  direct  them  to 
physicians  and  surgeons  if  they  need  medical  or 
surgical  attention.  They  come  to  me  very  freely, 
because  they  pay  an  infirmary  fee  and  it  costs  them 
nothing,  and  they  often  get  out  of  drill.  Last  winter 
one  of  the  students  went  down  to  the  dairy  and 
ate  a half  pint  of  cream,  went  back  to  his  company, 
and  marched  to  the  dining-room.  As  he  went  into 
the  dining-hall  he  grabbed  his  stomach  and  uttered 
a cry  as  if  in  excruciating  pain.  He  was  taken  to 
the  hospital.  The  consulting  surgeon  was  most 
accessible,  and  he  gave  him  a hypodermic.  When 
I arrived  the  abdomen  was  rigid  and  the  patient 
complained  of  great  pain.  We  considered  sending 
him  to  the  hospital  forty  miles  away,  but  decided 
to  wait  until  morning.  The  next  morning  he  was 
taken  to  the  hospital,  the  abdomen  was  opened,  and 
we  found  that  his  stomach  had  ruptured.  The  ice- 
cream was  pumped  out  from  among  the  intestines. 
After  proper  surgical  treatment,  the  patient  made 
an  uneventful  recovery. 

Dr.  Warren  T.  Vaughan,  Richmond: — Dr.  Willis 
has  asked  me  in  an  informal  way  to  present  the  in- 
ternist’s attitude  as  to  whether  the  treatment  should 
be  medical  or  surgical.  Of  course,  we  are  all  talk- 
ing to  the  same  purpose,  as  there  are  clear-cut  cases 
in  which  surgery  is  indicated  and  clear-cut  cases  in 
which  medical  treatment  is  indicated.  Dr.  Willis’s 
complaint  and  my  complaint  and  the  complaint  of 
many  of  us  is  that  too  many  cases  are  treated  surgi- 
cally when  they  could  be  cured  medically;  not  that 
no  ulcer  case  should  ever  be  operated  upon.  Now, 
I am  going  to  disappoint  Dr.  Willis  to  just  a slight 
extent.  Instead  of  talking  from  the  medical  point 
of  view,  I am  going  to  travel  into  his  own  field  and 
talk  from  the  surgical  point  of  view.  I want  to  read 
you  just  a short  quotation  from  a book  just  off  the 
press,  “The  Surgery  of  Gastro-Duodenal  Ulceration,” 
by  Charles  A.  Pannett,  Professor  of  Surgery  in  the 
University  of  London: 

“Acute  gastric  ulcers  do  not  usually  require  surgi- 
cal treatment.  It  is  an  axiom  of  the  gastro-enterolo- 
gist  that  operations  should  not  be  undertaken  in 
cases  of  uncomplicated  gastric  ulcer  until  a proper 
trial  of  medical  measures  has  proved  the  lesion  to 
be  resistant  to  this  treatment,  and  to  have  become 
chronic. 

“There  can  be  no  doubt  that  many  true  gastric 
ulcers  heal  under  medical  supervision  or,  indeed, 
without  any  treatment  at  all  except  that  which  na- 
ture imposes  upon  the  sufferer  by  forcing  him  to 
rest  and  to  restrict  his  diet.  The  proof  of  this  lies 
in  the  fact  that  scars  of  healed  ulcers  are  not  un- 
commonly found  during  autopsies.  Ulcers  visible  by 
the  X-rays  have  been  observed  to  become  undemon- 
strable  under  medical  treatment,  whilst  very  often 
symptoms  which  appear  indubitably  to  depend  upon 
an  organic  lesion  of  the  stomach  can  be  banished, 
never  to  return.  Schindler  actually  watched  the 
healing  of  a lesser  curvature  ulcer  through  the  gas- 
troscope.  What  proportion  of  cases  are  cured  in 
this  way  is  uncertain  because,  in  the  absence  of 


visual  proof  of  the  existence  of  an  ulcer,  only  ob- 
tainable by  operation,  statistics  must  be  somewhat 
unreliable.  Clinical  experience  would  lead  us  to  be- 
lieve that  such  cures  are  of  frequent  occurrence: 
just  as  clearly,  however,  it  reveals  to  us  that  some 
ulcers  refuse  to  heal,  or  apparently  epithelialize 
over,  only  to  break  down  again  at  some  future  period. 

“When  symptoms  of  ulcer  appear,  no  thought  of 
surgery  should  enter  the  practitioner’s  mind  until 
proper  medical  treatment  has  been  instituted  and 
proved  to  have  failed  to  bring  a cure.  The  conduct 
of  such  medical  treatment  will  not  be  described  here: 
it  includes  rest  in  bed,  dieting,  control  of  excessive 
acidity,  and  the  use  of  such  drugs  as  belladonna, 
which  influence  gastric  secretion.  When  one  or, 
better,  two  attempts  at  medical  cure  have  proved 
ineffective,  the  surgeon  may  rightly  intervene. 
Surgery  in  this  disease  is  to  be  contemplated  only 
upon  the  failure  of  medicine. 

“It  is  no  more  justifiable  to  recommend  every  pa- 
tient with  a duodenal  ulcer  to  submit  to  a surgical 
operation  than  it  is  in  the  case  of  gastric  ulcera- 
tion. Putting  aside  the  serious  complications  of 
hemorrhage  and  perforation,  a counsel  of  delay  is 
always  demanded,  unless  a fair  and  proper  trial  of 
medical  measures  has  been  carried  out.” 

Dr.  Pannett  mentions  especially  perforation,  pro- 
fuse hemorrhage,  obstruction,  and  extensive  scar 
tissue  formation  as  usually  indicating  surgery. 

Dr.  Motley,  closing  the  discussion: — I want  to 
thank  Dr.  Willis  for  his  very  frank  discussion  of 
my  paper.  Of  course,  I was  thoroughly  familiar 
with  Dr.  Willis’s  viewpoint  on  this  subject,  and 
that  is  why  I asked  him  to  discuss  this  paper.  I 
had  attacked  his  position,  in  a mild  way,  and  wanted 
to  give  him  a chance  to  defend  himself. 

There  are  two  points  I want  to  emphasize.  One 
is  the  question  of  mortality.  There  has  been  a good 
deal  said  about  the  surgical  mortality  in  operating 
on  ulcer  cases.  In  the  more  conservative  methods 
of  operating  it  is  less  than  two  per  cent.  Now,  my 
experience  has  taught  me  that  there  is  a very  dis- 
tressing mortality  sometimes  in  cases  under  medical 
treatment.  The  economic  question,  too,  I think,  is 
one  that  deserves  consideration.  Out  in  southwest- 
ern Virginia,  where  my  work  is  done,  the  cattle 
market  has  been  off  for  the  last  five  years,  and 
the  farmers  have  hardly  gotten  enough  for  their 
wheat  and  corn  to  pay  them  for  raising  the  crops. 
So  they  are  hard  up.  A medical  man,  in  discussing 
this  subject  some  time  ago,  stated  that  every  six 
months  he  would  have  these  cases  examined  with  the 
X-ray,  and  he  reported,  with  a good  deal  of  enthusi- 
asm, that  each  six  months  he  noticed  a little  change, 
that  they  seemed  to  be  improving  a little  bit.  Now, 
I think  you  will  agree  with  me  that  if  these  pa- 
tients are  to  be  treated  medically  they  ought  to 
be  in  a hospital.  You  can  not  let  them  go  home 
and  try  to  carry  out  the  treatment,  for  they  will 
not  do  it.  Now,  we  have  a great  deal  of  difficulty 
in  inducing  our  patients  to  stay  in  the  hospital 
even  four  or  five  days,  and  I know  we  could  not 
get  them  to  stay  long  enough  for  one  of  these  semi- 
annual examinations.  Now,  after  operation,  the 
man  can  go  back  to  his  work  after  six  weeks  and 
be  a wage-earner  again.  We  know  there  is  a good 
deal  of  dissatisfaction  among  surgeons  at  the  pres- 
ent time  about  our  treatment  of  this  condition. 
That  is  a hopeful  sign,  for  without  dissatisfaction 
there  can  be  no  progress,  and  this  dissatisfaction  is 
leading  to  a good  deal  of  research  work,  which  will 
result  in  better  treatment.  I th  nk  He  fundamental 
fact  in  the  treatment  is  to  find  out  why  people  have 
ulcer.  When  we  find  that  out  it  may  be  that  the 
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internist  will  develop  some  better  treatment  than 
we  have  at  present,  and  when  we  do  I shall  be  very 
happy  to  welcome  the  dawn  of  a new  day. 


SKULL  FRACTURES.* 

By  H.  L.  SKINNER.  M.  D„  Ellis  Island.  N.  Y. 

Assistant  Surgeon,  U.  S.  Public  Health  Service. 

The  subject  of  head  injuries  is  of  such  im- 
portance to  the  surgeon  and  even  to  the  gen- 
eral practitioner  who  often  has  to  deal  with 
the  later  complications  of  such  injuries  as  to 
warrant  a rather  frequent  survey  of  the  litera- 
ture. The  Held  embraced  by  this  subject  is 
so  large,  however,  that  I have  felt  obliged  to 
conHne  myself  to  a rapid  consideration  of  the 
method  of  causation,  importance  of  type  of 
fracture  and  clinical  signs  in  prognosis  and 
treatment,  pathology  and  complication  of  skull 
fractures  together  with  a brief  discussion  on 
the  value  of  spinal  puncture  in  treatment. 

The  increasing  hazards  of  our  modern  life 
are  producing  an  even  greater  number  of  skull 
fractures  than  formerly. 

That  fractures  of  the  skull  are  not  vastly 
more  frequent  is  due  to  various  factors;  among 
them  are  the  rounded  shape  of  the  calvaria, 
causing  blows  to  glance  off ; the  division  of 
the  separate  bones  into  inner  and  outer  tables 
with  comparatively  spongy  diploe  interven- 
ing; the  density  and  mobility  of  the  scalp;  the 
sutures  interrupting  the  transmission  of  viol- 
ence; the  curved  thickenings  which,  like  but- 
tresses, strengthen  the  skull  externally,  and 
extend  on  each  side  through  the  supra-orbital 
ridge  and  the  upper  border  of  the  temporal 
fossa  to  the  mastoid  process  and  thence  to  the 
occipital  tuberosity;  and  the  mobility  of  the 
head  on  the  spine.  In  very  young  persons  the 
dome  of  the  skull  is  made  up  of  three  distinct 
arches  composed  of  the  occipital,  the  frontal, 
and  the  parietal  bones.  In  childhood  the  cen- 
ter of  each  of  these  bones  is,  on  account  of 
early  ossiHcation,  thicker  than  the  rest,  while 
the  edges  are  connected  by  membrane  and  are 
comparatively  movable.  These  mechanical 
conditions,  together  with  elasticity  of  the  in- 
dividual bones  in  young  persons,  make  frac- 
tures of  the  skull  in  them  rare. 

Mode  of  Injury. — Fractures  of  the  vault 
are  usually  due  to  direct  force,  and  fractures 
of  the  base  to  extension  of  fractures  of  the 
vault  or  indirect  violence.  Fractures  of  the 
base  by  direct  violence  may  arise  from  the 

‘Read  by  invitation  before  the  Norfolk  County  Medical  Society 
at  Norfolk,  Va.,  October  11,  1926. 

Permission  to  publish  this  paper  has  been  obtained  from  the 
Surgeon-General  of  the  U.  S.  Public  Health  Service. 


penetrations  of  the  nasal  roof,  the  orbital  roof 
or  the  pharyngeal  roof  by  foreign  body.  The 
amount  of  injury  depends  upon  the  type  of 
force  causing  the  fracture.  A bending  force 
seldom  causes  distant  injury  and  is  applied  l>y 
the  forcible  impact  of  a body  of  small  area. 
A bursting  force  usually  causes  wide  spread  in- 
jury and  is  applied  by  blows  on  the  head  from 
large  objects  or  falls'on  the  head. 

Carter,  in  a report  of  233  cases,  states  that 
about  one-half  of  these  were  caused  by  auto- 
mobile accidents,  and  of  the  80  cases  in  this 
series  that  died,  32  per  cent  were  due  to  the 
automobile.  This  emphasizes,  first,  the  import- 
ance of  the  automobile  as  a factor  in  produc- 
ing skull  fractures,  and,  second,  the  serious- 
ness of  the  injuries  thus  sustained.  He  also 
points  out  a fatal  form  of  injury  in  those  cases 
which  receive  a very  forcible  blow  on  the  point 
of  the  jaw  with  a fracture  of  the  jaw  and  a 
fracture  from  indirect  violence  to  the  base  of 
the  skull.  Of  these,  he  had  six  cases,  all  of 
which  died  in  a few  hours. 

1 ype  of  Fracture. — Here  one  finds  a marked 
variation  in  the  mortality,  and  there  is  much 
of  prognostic  value  in  the  type  of  fracture.  In 
a series  of  33  cases  admitted  at  the  U.  S.  Ma- 
rine Hospital  No.  82,  the  types  of  fractures 
were  as  follows : 

Simple  or  depressed  fracture  of  the  vault— 13  with 
one  death. 

Simple  or  depressed  fracture  of  the  base — 3 with 
one  death. 

Simple  or  depressed  fracture  of  vault  and  base — -5 
with  one  death. 

Compound  fracture  of  the  vault — 6 with  two  deaths. 
Compound  fracture  of  the  base — 5 with  four  deaths. 
Compound  comminuted  depressed  fracture — 1 with 
one  death. 

The  simple  fractures  of  the  vault  offer  the 
best  prognosis,  whereas,  the  most  serious  are 
those  involving  the  base.  DaCosta  states  that 
in  over  60  per  cent  of  fractures  of  the  vault 
the  base  is  involved,  and  in  fractures  of  the 
base  over  80  per  cent  extend  into  the  vault. 
Fractures  into  the  middle  fossae  are  the  most 
frequent,  while  those  in  the  posterior  fossae 
are  the  most  fatal.  The  compound  commi- 
nuted depressed  fractures  with  extensive  cor- 
tical lacerations  and  associated  basilar  injuries 
are  of  the  most  grave  prognosis. 

Sex  and  Race. — In  this  series  the  patients 
were  all  males,  with  27  whites  and  6 colored. 
Different  writers  have  reported  large  series 
of  cases  including  both  sexes,  and  the  mortal- 
ity seems  to  be  about  equal  in  each.  There 
is  little  of  significance  in  the  sex  or  race  as 
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such;  since  the  severity  of  the  injury  is  the 
most  potent  factor. 

State  of  Consciousness.  — Much  stress  is 
laid  on  the  state  of  consciousness  as  of  value 
in  prognosis  and  as  a guide  in  treatment.  In 
our  series  17  were  unconscious  on  admission, 
with  9 deaths.  Phelps  reports  1142  cases  of 
fracture  of  the  skull  with  unconsciousness  and 
318  deaths;  Ransohoff  98  cases  in  deep  coma 
with  70  per  cent  mortality.  A steadily  increas- 
ing state  of  consciousness  is  a good  omen,  even 
if  some  of  the  other  findings  are  not  so  en- 
couraging, whereas,  a deepening  state  of  un- 
consciousness causes  considerable  alarm  and 
demands  urgent  relief  of  pressure.  The  classi- 
cal picture  of  an  immediate  loss  of  conscious- 
ness, followed  by  a clear  interval,  which  is  in 
turn  followed  by  a second  loss  of  consciousness, 
calls  for  an  immediate  operation,  which  nearly 
always  discloses  an  extra-dural  hemorrhage. 

The  Pulse. — The  pulse  rate  unfortunately 
is  not  an  accurate  or  an  early  means  of  deter- 
mining the  severity  of  the  intra-cranial  lesion: 
ordinarily,  the  greater  the  intra-cranial  pres- 
sure, and,  therefore,  the  less  blood  supply  to 
the  medulla,  the  slower  the  pulse  rate,  but  the 
resistance  of  the  medulla  to  slight  change  in 
its  circulation  varies  so  much  in  different  in- 
dividuals that  it  is  possible  to  have  a high  de- 
gree of  intra-cranial  pressure  and  yet  a pulse 
rate  running  between  70  and  80  for  a period 
of  hours.  A steadily  diminishing  pulse  rate 
means  a steadily  increasing  intra-cranial  pres- 
sure, and  indicates  that  the  pressure  must  be 
relieved.  Carter  believes  that,  in  addition  to 
a slow  pulse,  if  there  is  an  irregularity  in  rate 
(thus,  if  one  holds  the  pulse  a full  minute  or 
two,  he  will  count  fifty  for  one-quarter  and 
perhaps  ninety  the  next),  steps  should  be 
taken  to  relieve  the  pressure  or  the  case  will 
soon  pass  over  into  that  stage  where  therapy 
will  be  of  no  avail. 

Respiration. — The  respiration,  like  the 
pulse  rate,  is  affected  by  shock,  and  may  exceed 
40  for  an  hour  or  more  after  the  injury.  If, 
when  one  first  sees  a case,  it  presents  Cheyne- 
Stokes  respiration,  the  prognosis  is  usually 
bad,  or  if  this  type  of  respiration  is  allowed 
to  appear  in  the  course  of  the  illness,  the  hope 
of  recovery  is  slight.  The  following  are  the 
most  important  points  in  regard  to  respira- 
tion : 

1.  A steadily  slowing  respiration  means  in- 
creasing pressure. 

2.  Frank  Cheyne-Stokes  respiration,  with  a 


rapid  weak  pulse  and  coma,  contra-indicate 
operation. 

3.  Slight  early  irregularity  in  depth  of  res- 
piration is  most  important  as  a positive  sign 
of  impending  decompensation. 

Temperature. — On  admission,  the  tempera- 
ture means  little  unless  it  is  extremely  high 
or  unduly  low.  In  the  former  one  would  fear 
the  stage  of  cerebral  decompensation  has  been 
reached,  and,  if  the  latter,  the  danger  from 
shock  is  of  paramount  importance.  In  favor- 
able cases  the  temperature  rises  promptly  after 
shock  is  recovered  from,  but  does  not  usually 
go  higher  than  102°;  it  then  falls  by  reces- 
sions of  a degree  or  so  a day.  Operation  is 
not  advisable  on  a patient  with  102°  and 
steadily  mounting.  The  onset  of  meningitis 
or  brain  abscess  is  usually  indicated  by  a sud- 
den rise  of  several  degrees.  Wilensky  calls  at- 
tention to  the  prevalence  of  fever  in  skull 
fractures,  and  attempts  to  explain  it  in  one  of 
three  ways: 

1.  The  upset  of  the  heat  center. 

2.  Meningitis. 

3.  The  escape  of  cerebro-spinal  fluid  through 
tears  in  the  pia  which,  in  the  presence  of  a 
bacteriema,  gives  a temporary  mild  meningi- 
tis. 

Bleeding. — In  the  series  reported  by  Carter, 
59  bled  from  the  nose  with  44  per  cent  mor- 
tality. Eighty-four  bled  from  the  ear  with 
50  per  cent  mortality,  and  of  80  cases  that  did 
not  bleed,  12!/2  per  cent  died.  Therefore,  bleed- 
ing from  the  ears,  nose  or  mouth  usually 
means  more  extensive  injury  to  the  base  of 
the  skull  and  a resulting  high  mortality. 
Negligence  in  caring  for  a bleeding  ear  or 
nose  is  sure  to  lead  to  a certain  number  of 
cases  of  meningitis.  Cleanliness  and  avoid- 
ance of  introducing  fluids  into  the  ear  or  nose 
are  the  essentials.  Carter  recommends  that 
the  external  ear  or  nose  be  cleaned  with  gauze 
moistened  in  hydrogen  peroxide  and  to  apply 
a large  sterile  dressing  to  the  ear.  This  is 
changed  as  often  as  necessary.  He  reports 
only  two  cases  of  meningitis  in  a series  of  233. 
DaCosta  advises  the  ear  and  nasopharynx  to 
be  irrigated  frequently  with  normal  salt  solu- 
tion or  boric  acid  and  insufflated  with  iodo- 
form. We  have  been  using  mercurochrome,  2 
to  5 per  cent,  and  placing  sterile  cotton  in  the 
ear. 

Blood  Pressure.- — The  blood  pressure  gradu- 
ally rises  until  the  stage  of  decompensation  be- 
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grins.  Sharpe  states  “the  blood  pressure  rarely 
exceeds  160  unless  the  patient  shows  early  signs 
of  medullary  compression;  also  the  high  intra- 
cranial pressure  necessary  to  raise  the  general 
blood  pressure  to  any  appreciable  extent  must 
reach  a very  dangerous  state  of  compression  in 
acute  cases  before  its  effect  can  be  observed 
in  an  increased  blood  pressure.”  A number 
of  years  ago  venesection  was  considered  advis- 
able to  lower  this  increase  of  the  general  blood 
pressure  associated  with  medullary  compres- 
sion. However,  it  is  no  longer  employed,  be- 
cause it  is  now  known  that  this  increase  in  the 
general  blood  pressure  is  the  attempt  of  the 
natural  vasomotor  mechanism  to  force  blood 
into  the  intra-cranial  chambers,  and  thus  into 
the  medulla  bjT  overcoming  the  increased  intra- 
cranial pressure.  To  bleed  a patient,  there- 
fore, even  in  mild  cases,  is  an  exceedingly  dan- 
gerous procedure  of  no  real  value,  and  is  al- 
ways contra-indicated. 

Pupils. — Some  value  can  be  placed  on  the 
pupillary  changes  as  an  indication  of  the 
amount  of  intra-cranial  damage.  In  our  series 
there  were  three  cases  with  dilated  fixed  pupils, 
with  three  deaths:  two  with  pupils  dilated  on 
side  of  injury,  but  reacted  to  light  and  accom- 
modation, which  made  good  recovery;  two  with 
small  contracted  pupils,  with  two  deaths;  and 
twenty-three  cases  with  no  pupillary  changes, 
with  two  deaths.  There  was  no  record  of 
pupillary  change  on  three  cases  which  died 
shortly  after  admission.  Fixed  dilated  pupils 
indicate  an  extreme  amount  of  intra-cranial 
damage  with  high  mortality.  Carter  reports 
100  per  cent  mortality.  Nichols  advises  against 
operations  when  they  are  present.  Ransohotf 
reports  forty-two  cases  with  forty-one  deaths. 
The  dilated  pupil  is  most  often  on  the  side  of 
the  injury,  for  the  damage  is  severe,  so  much 
so,  as  to  cause  large  mortality  in  different  series 
of  cases  reported;  when,  however,  the  pupil 
on  the  opposite  side  is  dilated  it  makes  one  feel 
that  the  contracoup  damage  is  more  severe  than 
that  on  the  side  of  the  injury,  and  that  the 
sum  total  of  the  injury  is  such  that  an  ex- 
tremely poor  prognosis  is  offered.  Sharpe  ex- 
plains the  pin-point  pupil  as  due  to  cortical 
irritation  from  supra-cortical  hemorrhage, 
producing  the  irritative  stage  of  pupillary  con- 
traction, and  when  the  compression  of  the  cere- 
bral cortex  increases  high  enough,  it  gives  way 
to  the  paralytic  stage  of  dilated  pupils.  When 
a pupil  which  was  equal  to  its  mate  on  admis- 
sion, later  becomes  dilated,  it  means  that  the 


intra-cranial  damage  is  increasing,  and  one  be- 
comes suspicious  of  an  extra-  or  intra-dural 
hemorrhage,  although  some  authors  empha- 
size the  point  that  an  extra-dural  hemorrhage 
is  often  accompanied  by  irritative  phenomena 
rather  than  by  paralysis. 

Examination  of  Fundus. — Sharpe  states 
that  the  presence  or  not  of  choked  discs  as  the 
signs  of  increased  intra-cranial  pressure  has 
possibly  retarded  the  recognition  of  the  earlier 
signs  more  than  any  other  factor.  In  the  acute 
stages  the  fundi  rarely  give  an}-  information 
other  than  what  one  can  glean  from  other 
sources.  Some  authors  report  constant  find- 
ings of  blurring  of  disc  edges  with  fullness 
of  vessels.  Jackson  does  not  feel  that  the  fun- 
dus shows  much  change  early  and  does  not 
rely  on  them. 

Convulsions.— The  comparative  infrequency 
of  convulsions  associated  with  acute  brain  in- 
juries is  very  singular.  In  a series  of  487  cases, 
Sharpe  reports  twenty-seven  cases  with  con- 
vulsions or  localized  twitchings.  Carter  re- 
ports nine  in  a series  of  233  cases.  In  these 
cases,  Carter  believes  it  a good  policy  to  oper- 
ate if  a focal  convulsion  is  repeated  two  or 
three  times  over  an  interval  of  an  hour,  as 
much  for  the  possibility  of  correcting  the 
damage  which  may  later  lead  to  epilepsy  as 
for  immediate  results.  On  this  point,  Sharpe 
believes  why  a small  number  of  these  patients 
develop  epilepsy  later,  is,  not  so  much  a ques- 
tion of  possible  cortical  adhesions,  depressions 
of  the  vault  or  foreign  body  spicules,  but 
rather  in  addition  to  these  factors,  a chronic 
increase  of  the  intra-cranial  pressure  and  es- 
pecially in  patients  of  lessened  nervous  sta- 
bility. He  states  that,  in  examining  a large 
number  of  post-traumatic  epileptics,  they  all 
had  chronic  wet,  swollen  edematous  brains, 
causing  a definite  increase  in  intra-cranial 
pressure,  and  many  of  these  patients  did  not 
have  cortical  adhesions  to  be  disclosed  either 
at  operation  or  autopsy.  In  this  connection, 
he  also  calls  attention  that  frequent  convulsions 
will  eventually  produce  a wet  edematous  con- 
dition of  the  brain,  so  that  any  increase  of 
the  intra-cranial  pressure  in  many  of  the 
chronic  patients  is  a secondary  one,  resulting 
from  the  convulsions  rather  than  the  primary 
cause.  A method  of  determining  whether  the 
increased  intra-cranial  pressure  in  these  cases 
is  primaiy  or  secondary  to  the  convulsions  is 
to  ascertain  the  spinal  pressure,  then,  by 
vigorous  use  of  triple  bromides  or  luminal,  to 
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prevent  the  seizures  for  a period  of  four  to 
six  weeks.  If  the  spinal  pressure  is  the  same 
as  before,  then  the  increased  intra-cranial  pres- 
sure is  primary,  whereas,  if  the  spinal  pressure 
is  almost  normal,  then,  it  may  be  concluded 
that  the  convulsions  are  causing  the  chronic 
cerebral  edema.  This  test  is  important  in  re- 
gard to  advisability  of  any  operative  proce- 
dure. 

Spinal  Puncture. — The  relief  of  intra- 
cranial pressure  can  be  obtained  early  and 
safely  by  repeated  spinal  punctures.  The  re- 
lief so  obtained  prevents  medullary  compres- 
sion, and  the  symptoms  usually  looked  upon 
as  indications  for  operation  do  not  appear. 
The  doing  of  a lumbar  puncture,  therefore,  is 
of  the  greatest  importance,  and  it  should  be 
performed  on  each  patient  as  early  as  possible 
after  the  signs  of  initial  shock  have  disap- 
peared. 

Jackson  believes  that  sub-temporal  decom- 
pression (supra-tentorial)  does  not  adequately 
relieve  pressure  on  the  medulla  (sub-tentorial) 
but  lumbar  drainage  does  relieve  pressure  on 
the  medulla  and  suffice  to  prevent  death.  He 
bases  his  argument  on  the  anatomy  of  the  cere- 
bro-spinal  water  bed;  thus,  the  cerebro-spinal 
fluid  is  probably  secreted  in  the  ventricles  by 
the  choroid  plexus.  The  fluid  finds  its  way 
from  the  lateral  ventricles  through  the  fora- 
men of  Monro  to  the  third  ventricle,  thence 
along  the  aqueduct  of  Sylvius  to  the  fourth 
ventricle.  In  the  roof  of  the  fourth  ventricle 
posteriorly  is  the  foramen  of  Magendie,  and 
in  each  lateral  recess  the  foramen  of  Luschka, 
through  which  the  fluid  escapes  to  the  large 
cisterns  beneath  the  arachnoid.  There  are 
cisterns  of  the  sylvian  fissure,  optic  chiasm,  in- 
terpeduncular space,  pons  cerebelli,  medullary 
region  and  great  vein  of  Galen.  The  fluid  rises 
through  the  incisura  tentorii,  to  be  distributed 
over  the  cortex  of  the  cerebrum.  This  is  con- 
stantly being  absorbed,  mostly  by  the  arach- 
noid villi,  into  the  dural  sinuses  where  there 
is  no  obstruction  to  its  circulation.  The  cere- 
bral and  spinal  sub-arachnoid  systems  are 
freely  connected  with  each  other,  allowing 
artificial  drainage  of  the  cerebral  sub-arach- 
noid water  bed  by  the  spinal  route.  Therefore, 
a slight  swelling  or  hemorrhage  of  the  cere- 
brum or  mid-brain  blocks  the  cerebral  sub- 
arachnoid spaces,  and  the  fluid  cannot  be  ab- 
sorbed along  its  natural  channels.  The  fluid 
no  longer  rises  above  the  tentorium,  but  col- 


lects in  the  basal  cisterns,  causing  direct  pres- 
sure on  the  medulla  and  forcing  the  mid-brain 
up,  occluding  further  the  narrow  sub-arach- 
noid spaces  in  the  incisura  tentorii.  The  en- 
largement of  the  lateral  ventricles  above  the 
tentorium  forces  the  cortex  of  the  brain  still 
more  against  the  dura,  and,  unless  the  excess 
of  the  fluid  is  withdrawn  from  below  the  ten- 
torium, a dry  and  flattened  cortex  is  found  at 
operation  or  autopsy.  In  addition  to  repeated 
spinal  punctures,  Grant  advises  the  use  of  hy- 
pertonic solutions  and  ventricular  tap,  if 
necessary.  In  our  series  the  effect  of  glucose 
on  the  spinal  pressure  was  tried  in  two  cases. 
The  technic  was  as  follows:  After  taking  the 
spinal  reading,  10  grams  of  glucose  in  20  c.c. 
of  water  was  given  intravenously.  The  read- 
ing was  taken  every  fifteen  minutes  for  one 
hour,  and  again  taken  the  next  day.  There 
was  no  drop  observed  in  the  spinal  pressure  at 
any  reading.  At  the  present  time  very  few 
authors  advise  operation  in  the  treatment  of 
skull  fractures  unless  all  other  measures  for 
the  relief  of  pressure  have  failed,  except  in 
cases  of  depressed  fractures  or  extra -dural 
hemorrhage.  From  the  standpoint  of  spinal 
punctures,  skull  fracture  cases  may  be  grouped 
as  follows: 

1.  Cases  with  definite  evidence  of  skull  frac- 
ture but  a normal  pressure  and  no  alarming 
symptoms.  One  puncture  suffices.  If  the  pres- 
sure is  normal,  no  fluid  is  withdrawn. 

2.  Cases  with  evidence  of  increased  intra- 
cranial tension  of  severe  or  moderate  degree 
and  on  whom  puncture  shows  a high  pressure 
(20-30  m.m.).  Following  one  or  more  punc- 
tures, the  sign  of  the  pressure  diminishes  and 
succeeding  punctures  show  a falling  pressure. 
The  fluid  here  is  apt  to  be  quite  bloody. 
Punctures  are  done  at  intervals  until  the  pres- 
sure is  normal  or  the  signs  are  no  longer  alarm- 
ing. It  is  in  this  class  that  the  puncture  finds 
its  greatest  therapeutic  value  and  obviates 
many  decompressive  operations. 

3.  Cases  with  marked  evidence  of  intra- 
cranial pressure  and  high  tension  on  the  ini- 
tial puncture;  subsequent  punctures  show 
either  no  drop  in  pressure  or  rising  pressure. 
Here  the  puncture  is  of  little  value  therapeu- 
tically, but  is  of  much  value  as  an  indication 
for  some  other  means  of  relief  of  pressure. 
This  is  the  class  to  treat  by  decompression. 

4.  Cases  with  evidence  of  high  intra-cranial 
pressure  and  high  initial  tension,  but  in  sub- 


44 


VIRGINIA  MEDICAL  MONTHLY 


[April, 


sequent  taps  reveal  a low  pressure  and  exami- 
nation shows  no  diminution  in  the  severity  of 
symptom.  Here  the  symptoms  seem  to  be  due 
to  injury  of  the  brain  itself  rather  than  to 
pressure  upon  it.  Decompression  seems  of  no 
avail,  for,  when  the  dura  is  exposed,  no  undue 
tension  is  found,  and  the  patient  succumbs. 

5.  Cases  with  marked  evidence  of  pressure, 
with  the  spinal  fluid  clear,  of  small  amount 
and  under  high  pressure.  In  these,  suspect 
extra-dural  hemorrhage,  and  if  subsequent  ex- 
amination shows  localizing  signs,  decompres- 
sion is  indicated. 

Carter  believes  that  spinal  puncture  is  of 
great  value  following  operations  where  signs 
of  pressure  still  exist,  and  is  a factor  in  aiding 
them  to  survive  the  operation.  It  also  seems 
that  if  one  assumes  that  some  of  the  late  effects 
of  skull  fractures,  such  as  headache,  dizziness 
and  mental  changes,  are  due  to  continued  in- 
creased intracranial  pressure,  that  it  would  be 
rational  to  continue  the  puncture  during  the 
patient’s  convalescence  until  the  pressure  is 
found  normal. 

Pathology. — LeCount,  in  an  analysis  of  547 
cases  of  skull  fracture  that  came  to  autopsy  at 
the  Cook  County  Hospital  between  1911  and 
1918,  summarized  the  chief  pathological  lesions 
as  follows:  20  per  cent  are  extra-dural  hemor- 
rhages resulting  from  rupture  of  the  middle 
meningeal  artery.  In  95  per  cent  of  all  frac- 
tures there  were  sub-dural  injuries.  These  con- 
sisted of  sub-arachnoid  or  subpial  hemor- 
rhages , with  a maximum  of  100  grams  of 
blood,  the  average  being  40  grams,  and  only 
1 to  10  grams  in  40  per  cent  of  the  cases.  The 
most  frequent  change  was  traumatic  edema. 
Here  the  convolutions  Avere  found  flattened, 
suggesting  pressure  of  the  brain  against  the 
dura  and  skull,  and  the  disappearance  of  the 
sub-arachnoid  water  bed.  The  cerebral  ves- 
sels were  empty  and  flattened,  suggesting  an 
anemia  of  the  brain.  The  peripheral  ends  of 
the  sulci  were  closed,  obliterating  the  normal 
cistera  of  cerebro-spinal  fluid.  The  fluid  in 
the  lepto-meninges  was  lessened,  and  the  vis- 
ceral layer  of  the  arachnoid  almost  dry. 

Process  of  Healing. — The  process  of  heal- 
ing does  not  take  place  as  in  the  long  bones 
where  there  is  abundant  callous  formation. 
Union  often  occurs  by  fibrous  membrane;  even 
narrow  fissures  may  fail  to  become  reunited  by 
bone.  As  a rule,  however,  a slow  process  of 
bone  production  and  absorption  goes  on,  hand 


in  hand,  and  irregular  edges  are  rounded  off 
as  the  gaps  are  more  or  less  filled  in.  It  may 
be  long  delayed  or  may  completely  fail,  due, 
according  to  Bergmann,  to  the  destruction  or 
loss  of  the  osteoplastic  layer  of  both  inner  and 
outer  periosteum  as  well  as  to  the  absence  of 
movement  which  ordinarily  stimulates  callous 
formation.  According  to  Bergmann,  defects 
cannot  be  expected  to  close  if  they  exceed  a 
diameter  of  six  to  eight  centimeters,  and  it 
would  indeed  seem  that  it  is  rare  even  for 
smaller  openings  to  fill  in.  There  is  a great 
difference  of  opinion  as  to  the  injurious  effect 
of  these  hone  defects,  some  holding  the  view 
that,  when  extensive,  they  lead  in  the  course 
of  time  to  serious  mental  symptoms.  Cushing 
does  not  believe  they  are  injurious  unless  ac- 
companied by  an  underlying  lesion  of  the  dura. 
When  the  dura  is  wounded  and  the  scar  for- 
mation leads  to  adhesions  between  overlying 
scalp  and  brain,  the  chronic  fibrous  changes 
which  result  may  lead  in  time  to  extensive  cor- 
tical alterations  and  mental  deterioration. 

Complications. — Of  the  early  complications 
following  skull  fracture,  in  our  series  there 
were  two  cases  of  meningitis,  one  of  facial 
paralysis,  and  one  of  acute  encephalitis.  Of 
the  late  complications,  there  were  five  who  com- 
plained of  headache  and  dizziness,  two  im- 
paired hearing,  one  of  which  also  complained 
of  numbness  in  right  side  of  body  and  im- 
paired vision  right  eye,  one  case  of  aphasia, 
tAvo  cases  of  traumatic  neurosis,  one  of  epilepsy, 
one  of  osteomyelitis,  and  two  cases  of  post- 
traumatic  insanity.  The  late  complications  are 
rather  high  in  this  series,  due  to  the  fact  that 
nine  Avere  admitted  as  old  fractures. 

Neurosis  Following  Traumatism.  — Post- 
traumatic  neurosis  may  be  designated  as  being 
a post-traumatic  neurasthenia,  psychasthenia, 
or,  in  general  terms,  a nervous  breakdown.  It  is 
solely  a functional  impairment  and  in  no  way 
associated  with  an  organic  lesion ; however,  it 
is  very  important  to  differentiate  the  two. 
Sharpe  believes  that  a very  large  percentage 
of  these  patients  were  unstable  emotionally 
for  jieriods  of  months  or  years  before  the  ac- 
cident, and  that  the  injury  itself  merely  pre- 
cipitated and  externalized  the  underlying 
neurotic  condition.  The  recent  psycho-analy- 
tical method  of  examination  frequently  reveals 
the  predisposing  cause  for  emotional  tension, 
domestic  unhappiness,  business  worries,  a crav- 
ing for  sympathy,  a future  law  suit  for  dam- 
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age  as  a result  of  the  injury.  The  more  com- 
mon signs  associated  with  conditions  of  post- 
traumatic  neurosis  are  coarse  irregular  trem- 
ors and  ataxia  of  the  hands,  a fine  tremor  of 
the  eyelids  upon  closing  the  eyes,  and  very  ac- 
tive reflexes.  No  Babinski  reflex  is  found  in 
a true  case.  They  show  an  inability  to  con- 
centrate, an  intolerance  to  alcohol  and  the  rays 
of  the  sun.  Treatment  consists  in  correcting 
the  environment  and  giving  the  patient  a men- 
tal rest. 

Epilepsy. — Head  injuries  may  produce  focal 
epilepsy,  but  sometimes  set  up  the  common 
form  of  the  disease.  In  the  Franco-Prussian 
war,  as  a result  of  8,985  non-fatal  head  in- 
juries, forty-six  cases  of  epilepsy  developed, 
only  about  one-half  of  one  per  cent. 

It  is  well  to  remember  the  origin  of  epilepsy 
subsequent  to  a traumatism  may  be  coincident ; 
the  condition  may  be  essential  epilepsy  and 
the  traumatism  may  have  had  nothing  to  do 
with  it.  Epilepsy  ensuing  upon  traumatism 
may  not  begin  until  months  or  even  several 
years  after  the  injury.  If  an  identified  trau- 
matism exists,  DaCosta  believes  the  surgeon 
should  operate  even  after  years,  and,  if  the 
traumatism  has  not  left  definite  evidence,  the 
surgeon  is  justified  in  making  an  exploration 
at  any  time  up  to  the  termination  of  the  third 
year  after  the  accident.  The  best  prognosis  of 
any  form  of  epilepsy  is  given  by  Jacksonian 
epilepsy  of  traumatic  origin,  and  the  chances 
of  cure  are  much  better  when  following  an  in- 
jury in  the  motor  regions  rather  than  the 
sensory  regions.  When  it  follows  an  injury 
in  the  frontal  regions,  operation  affords  very 
little  hope  of  cure. 

According  to  S h a r p e,  post-traumatic 
epilepsy  is  usually  the  result  of  a condition 
which  could  have  been  relieved  by  operation 
at  the  time  of  the  injury.  He  also  states  that 
after  the  convulsions  occur,  it  is  frequently 
too  late  to  obtain  a good  result,  even  if  the 
depressed  area  of  bone  or  foreign  body  irritat- 
ing the  cerebral  cortex  is  removed,  and  especi- 
ally after  the  so-called  epileptic  habit  result- 
ing from  chronic  cortical  irritation  has  been 
established;  a cranial  operation  at  this  late 
date  will  in  many  cases  be  followed  by  merely 
a temporary  cessation  of  the  spells,  and  within 
a period  of  one  to  three  years  the  convulsive 
seizures  are  as  numerous,  if  not  more  frequent, 
than  before. 

Traumatic  Insanity. — DaCosta  states  that 


traumatism  is  the  cause  of  about  3 per  cent  of 
cases  of  insanity.  Stopler  collected  981  injuries 
to  the  head,  and,  of  these,  138  had  a very  seri- 
ous concussion,  yet  only  twelve  cases  of  in- 
sanity resulted.  In  consideration  of  traumatic 
insanity,  we  must  make  a thorough  investiga- 
tion into  the  antecedent  conditions,  such  as 
hereditary  pre-disposition,  previous  attacks  of 
mental  disorder,  an  alcoholic  history,  and  the 
presence  of  syphilis.  The  trauma  may  simply 
be  a determining  factor  in  an  attack  of  men- 
tal disease,  an  outbreak  of  delirium  tremor,  or 
the  beginning  of  paresis.  The  severity  of  the 
trauma  seems  to  have  very  little  relation  to  the 
ultimate  seriousness  of  the  result.  As  to  treat- 
ment, in  a case  in  which  the  intermediate 
period  between  the  injury  and  the  development 
of  the  insanity  has  shown  the  change  from  the 
normal  mode  of  thinking  and  way  of  acting 
previously  alluded  to,  and  in  which  the  site 
of  trauma  is  indicated  by  a scar,  a depression 
of  bone,  local  tenderness,  fixed  headache,  or 
some  localizing  symptom,  DaCosta  believes 
operation  should  posivitly  be  performed. 

In  summarizing  the  most  important  points, 
one  may  come  to  the  following  conclusions: 

1.  The  amount  of  injury  depends  upon  the 
type  of  force  causing  the  fracture. 

2.  There  is  a marked  variation  in  mortality 
and  much  of  prognostic  value  in  the  type  of 
fracture. 

3.  The  state  of  consciousness,  pulse,  respira- 
tion, and  temperature  are  the  more  important 
signs  to  estimate  the  degree  of  intra-cranial 
tension,  while  the  blood  pressure  and  examina- 
tion of  fundi  are  not  of  much  value  in  early 
stages. 

4.  Some  value  can  be  placed  on  the  pupil- 
lary changes  as  an  indication  to  the  amount  of 
intra-cranial  damage. 

5.  Spinal  puncture  is  the  most  desirable 
method  to  relieve  intra-cranial  tension,  and  is 
not  only  of  therapeutic  value,  but  a diagnos- 
tic aid. 

G.  The  cause  of  epilepsy  or  late  complica- 
tions may  be  due  to  chronic  increased  intra- 
cranial tension  rather  than  a question  of  cor- 
tical adhesions  or  depressed  area  of  bone. 
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HEMANGIOMA  OF  THE  LIVER. 

By  BEVERLEY  F.  ECKLES,  M.  D„ 

McGuire  Clinic, 

Richmond,  Virginia. 

Of  all  the  internal  organs  the  liver  is  -the 
one  most  frequently  attacked  by  hemangioma. 
While  pathologists  are  familiar  with  its  oc- 
currence and  its  characteristics,  and  numerous 
examples  of  it  have  been  found  post-mortem, 
clinicians  have  rarely  had  an  opportunity  to 
observe  this  condition.  This  is  because  heman- 
gioma does  not  often  cause  symptoms,  and 
when  symptoms  do  arise  they  are  not  immedi- 
ately referable  to  the  hemangioma,  but  are  the 
expression  of  dysfunction  in  such  neighboring 
organs  as  may  be  encroached  upon  by  the  en- 
larging growth. 

Furthermore,  hemangiomata  are  very  slow- 
growing  tumors,  and  may  take  years  to  develop 
to  any  considerable  size.  Since  their  walls  are 
usually  quite  thin,  their  detection  by  palpa- 
tion is  often  difficult  and  may  be  entirely  im- 
possible. 

The  origin  of  these  tumors  and  whether  they 
are  true  new  growths  or  merely  dilatations  of 
already  existing  blood  vessels  have  never  been 
definitely  determined.  A concise  review  of 
our  knowledge  of  hemangioma  is  contained  in 
the  following  quotation  from  Ewing:1  “The 
common  cavernoma  of  the  liver  is  of  much 
theoretical  interest,  but  rarely  produces  symp- 
toms. They  are  single  or  multiple,  as  small  as 
a pea  or  as  large  as  a child’s  head  (Ribbert), 
and  usually  lie  just  beneath  or  projecting  from 
the  surface.  They  are  often  associated  with  an- 
gioma of  other  organs.  Their  frequency  in- 
creases with  the  age  of  the  subjects,  but  con- 
genital cases  rarely  occur.  Veeder  and  Austin 
describe  a remarkably  extensive  multiple  con- 
genital hemangioma  of  the  liver.  Virchow  be- 
lieved that  they  might  spontaneously  disap- 
pear, leaving  scars.  The  structure  shows  cen- 
tral sinuses  separated  by  thin  fibrous  or  cellu- 
lar septa  which  may  contain  islands  of  liver 
cells.  On  the  edges  are  smaller  vessels  com- 
municating with  the  sinuses.  The  tumor  is 
sharply  marked  off  from  the  parenchyma.  Rib- 
bert finds  that  interstitial  injections  of  the 
tumor  or  of  the  surrounding  parenchyma  do 


not  pass  from  one  tissue  to  the  other,  the  tumor 
vessels  showing  a marked  independence  of  the 
normal  vessels  of  the  organ.  Yet  the  tumor 
may  be  filled  bv  injections  through  the  portal 
or  hepatic  veins  or  hepatic  artery  (Virchow). 

“The  origin  and  nature  of  the  cavernoma  of 
the  liver  has  long  been  a subject  of  discussion, 
the  later  phases  of  which  have  been  maintained 
by  Ribbert  and  by  Schmieden.  On  the  whole, 
the  argument  seems  to  favor  the  contention  of 
Ribbert,  that  these  growths  are  partial  neo- 
plasms originating  from  einbryogenic  disturb- 
ances, through  which  a displaced  segment  of 
the  organ  comes  to  possess  a limited  power  of 
aberrant  growth.  As  already  stated,  Virchow 
traced  their  inception  in  areas  of  proliferating 
vascular  connective  tissue.  The  progressive 
dilatation  of  vessels  naturally  results  from  ab- 
sence of  muscular  and  elastic  tissue  in  the 
walls.” 

Peck2  in  1921  recorded  the  successful  extir- 
pation of  the  left  lobe  of  the  liver  for  an 
hemangioma  weighing  three  pounds  fourteen 
ounces  (1759  grams).  This  is  the  largest 
tumor  of  this  character  successfully  removed 
in  this  country,  though  not  the  largest  ever 
reported.  Pfannenstiel3  removed  one  even 
larger,  the  collapsed  growth  weighing  five 
pounds  after  a large  quantity  of  blood  had 
escaped  from  it. 

In  reporting  his  experience  Peck  reviewed 
thoroughly  all  of  the  operative  cases  up  to  that 
time  and  found  that  his  was  the  twenty-first 
in  which  operation  had  been  attempted.  Ex- 
cision of  the  growth  was  done  in  seventeen,  of 
the  twenty-one  with  fifteen  recoveries  and  two 
deaths. 

A careful  search  of  the  literature  subsequent 
to  the  date  of  Peck’s  report  has  revealed  only 
two  more  cases  in  which  the  tumor  was -ex- 
cised, one  recorded  by  Nossen4,  of  Germany  in 

1924,  and  the  other  by  Wakeley5,  of  London  in 

1925.  The  tumor  occupied  the  left  lobe  of  .the 
liver  in  both  of  these  cases,  and  in  both  it  was 
successfully  removed. 

The  case  which  is  presented  in  this  report 
is  apparently  the  twentieth  instance  in  which 
resection  of  the  growth  has  been  accomplished. 
Of  these,  eighteen  have  recovered  and  two  have 
died — a mortality  of  10  per  cent. 

There  are  several  other  recorded  instances 
in  which  exploratory  laparotomy  revealed 
hemangioma  of  the  liver,  but  excision  of  the 
tumor  was  not  done.  In  the  operative  cases 
females  have  been  affected  nearly  three  times 
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as  often  as  males.  The  tumor  has  been  found 
in  the  left  lobe  twice  as  frequently  as  in  the 
right.  The  spigelian  lobe  has  also  been  found 
involved,  and  multiple  tumors  have  been  re- 
ported. 

The  operative  hemorrhage  in  the  recorded 
cases  has  been  variable,  depending  chiefly  upon 
the  size  of  the  growth  and  its  anatomic  loca- 
tion and  attachments.  Dr.  Peck  noted  that 
where  the  constant,  dragging  weight  of  the 
tumor  has  created  a tendency  to  peduncula- 
tion,  excision  has  been  facilitated.  Aspirat- 
ing or  puncturing  the  tumor  wall  is  extremely 
dangerous  and  has  caused  fatal  hemorrhage.6 

Peck  states  that  the  chief  agents  used  by  the 
various  operators  in  controlling  hemorrhage 
have  been  the  elastic  ligature,  chain  ligatures 
through  the  pedicle,  cautery  excision,  and  pack- 
ing. 

The  history  of  the  present  case  is  as  fol- 
lows : 

J.  P.  Colored  female;  married;  age,  39; 
occupation,  domestic.  Admitted  to  St.  Philip 
Hospital,  August  31,  1926.  Operation  Sep- 
tember 29,  1926.  Discharged  November  21, 
1926. 

Chief  Complaint:  Growing  tumor  in  up- 
per abdomen,  accompanied  by  loss  of  strength.' 

Family  and  Past  Personal  History:  Un- 
important. No  serious  illnesses.  Menstruation 
always  normal.  She  has  had  two  children,  now 
aged  14  and  12  years,  with  a miscarriage  oc- 
curring between  these  two  births.  She  was 
normally  healthy  up  to  the  onset  of  her  pres- 
ent complaint. 

Present  Illness  began  between  five  and  six 
years  ago  when  she  first  noticed  a lump  in 
her  upper  abdomen.  This  was  small  and  rather 
movable  at  first  but  progressively  enlarged  and 
became  more  fixed.  Increase  in  the  size  of 
the  growth  was  accompanied  by  shortness  of 
breath  on  exertion  and  by  progressive  weak- 
ness. The  growth  has  never  caused  pain,  though 
the  sensation  of  weight  is  always  present. 
There  have  never  been  any  symptoms  of  an 
inflammatory  nature  associated  with  the  tumor, 
nor  has  she  had  nausea,  vomiting,  nor  marked 
constipation. 

Physical  Examination  : Temperature  98.6°  ; 
pulse  100;  respiration  22. 

General  Appearance  : Well  developed  and 
well  nourished,  but  anemic. 

Head:  Anemia  of  skin  and  mucous  mem- 
branes. Eyes,  ears  and  nose  negative.  Teeth 
good.  Tonsils  negative.  Tongue  coated. 


Chest:  (a)  Lungs — Diminution  of  breath 
sounds  in  the  left  lower  lobe  when  lying  down, 
otherwise  negative. 


(b)  Heart — Normal  except  for  some  appar- 
ent displacement  upward  and  to  the  left. 

Abdomen:  Shows  a firm  tumor  in  the  mid- 
epigastric  region,  extending  thence  somewhat 
to  the  right  and  considerably  toward  the  left. 
It  is  rather  spherical  in  shape,  and  extends 
downward  nearly  to  the  umbilicus.  A notch 
can  he  felt  in  its  lower  border.  The  tumor 
descends  with  inspiration.  It  is  painless,  very 
firm  and  rather  fixed,  though  there  is  some 
lateral  motion.  No  tenderness  can  be  elicited 
anywhere  in  the  abdomen.  The  stomach  seems 
to  be  displaced  to  the  left  and  posterior  to  the 
mass.  The  right  lobe  of  the  liver  cannot  be 
palpated.  Both  flanks  are  clear  and  the  lower 
abdomen  is  soft  and  flat. 

Vaginal  Examination  is  negative. 

Extremities  : Negative. 

Reflexes:  Normal. 

Laboratory  Examinations  : (a)  Urine  nega- 
tive except  for  a faint  trace  of  albumen. 

(b)  Blood  shows  hemoglobin  60  per  cent; 
red  cells,  3,400,000  per  c.m  m. ; leucocytes,  11,- 
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000  per  c.m.m.  with  04  per  cent  polynuclears, 
32  per  cent  lymphocytes,  3 per  cent  large 
mononuclears,  and  1 per  cent  eosinophiles. 

(c)  Her  W assermann  reaction  was  negative. 

On  these  findings  a tentative  diagnosis  of 
some  form  of  splenic  enlargement  in  an  un- 
usual situation  was  made,  and  she  was  referred 
to  the  X-ray  department  for  observation  and 
treatment.  Dr.  J.  L.  Tabb  presented  the  fol- 
lowing report : 

“The  mass  does  not  feel  like  an  enlarged 
spleen,  inasmuch  as  it  does  not  extend  to  the 
mid-lumbar  region.  The  right  border  of  the 
mass,  however,  is  sharp  and  apparently  not- 
ched and  the  feel  of  it  closely  resembles  an 
enlarged  spleen.  It  is  hardly  probable,  how- 
ever, that  an  enlarged  spleen  would  fail  to  fill 
the  abdomen  in  the  mid-axillary  line  just  be- 
low the  diaphragm.  For  this  reason  a fluoro- 
scopic examination  of  the  chest  was  made. 

“Fluoroscopic  of  Chest:  Lung  fields  clear. 
Heart  and  aortic  shadow  normal.  Left  side 
of  diaphragm  not  materially  elevated  and 
there  is  no  material  impairment  in  its  mobil- 
ity. An  enlarged  spleen  practically  always 
causes  an  impairment  of  movement  of  the  left 
side  of  the  diaphragm.  A faint  rounded 
shadow  is  seen  apparently  extending  from  the 
right  to  the  left,  and  its  left  border  does  not 
reach  to  the  splenic  area. 

An  enlarged  spleen  would  probably  cause 
a displacement  of  the  stomach  backward  and 
to  the  right.  A barium  meal  administered 
shows  the  stomach  displaced  downward  and 
to  the  left.  The  lesser  curvature  is  lengthened 
apparently  by  pressure  on  the  lesser  curvature 
by  a smooth  rounded  mass  originating  near  the 
median  line  or  on  the  right  side  and  extend- 
ing towards  the  left.  There  are  a few  filling 
defects  in  the  cardiac  portion  of  the  stomach, 
one  of  which  may  be  due  to  pressure  of  the 
stomach  against  the  hilum  of  a normal  spleen. 

“Twenty-Four  Hour  Examination  : Entire 
colon  is  well  filled.  Transverse  colon  is 
pressed  slightly  downward  and  its  left  side  is 
displaced  slightly  to  the  left  curving  around 
the  border  of  the  mass.  The  splenic  flexure  is 
in  approximately  normal  position.  The  de- 
scending colon  follows  a normal  course.  The 
hepatic  flexure  is  rather  low.  No  defect  is  seen 
in  the  colon. 

“Conclusion  : The  mass  in  patient’s  ab- 
domen is  not  an  enlarged  spleen,  therefore 
treatment  to  spleen  is  not  indicated.  In  view 
of  the  slight  roughening  of  the  cardiac  end 


of  the  stomach,  which  is  probably  produced 
by  solid  food,  it  would  be  advisable  to  explore 
this  area  when  the  abdomen  is  opened."’ 

The  spleen  being  thus  disposed  of,  my  next 
guess  was  a pancreatic  cyst  with  unusually  firm 
walls.  The  liver  was  thought  to  be  eliminated 
by  the  location  of  the  tumor,  the  absence  of 
any  enlargement  in  the  right  lobe,  the  absence 
of  jaundice,  and  of  bile  in  the  urine,  and  the 
very  slight  interference  with  the  gastroin- 
testinal organs  caused  by  a mass  of  such  size. 
Moreover,  the  site  of  the  tumor  corresponded 
with  the  most  frequent  location  of  pancreatic 
cysts,  which  usually  reach  the  surface  through 
the  gastro-hepatic  omentum. 

An  exploratory  operation  was  contemplated, 
but  it  was  thought  best  to  increase  the  patient’s 
strength  and  enrich  her  blood  as  much  as  pos- 
sible beforehand.  She  was  kept  in  bed  on  a 
liberal  diet  and  tonics  were  given  for  some 
time.  In  spite  of  these  efforts  her  hemoglobin 
continued  to  fall,  reaching  45  per  cent  on 
September  25th.  Further  delay  seeming 
hopeless,  operation  was  done  on  September 
29th. 

A long  left  rectus  incision  was  made  and  the 
tumor  was  exposed.  It  was  immediately  seen 
to  be  continuous  with  the  liver,  occupying  its 
left  lobe  and  lying  to  the  left  of  the  gastro- 
hepatic  omentum,  being  suspended  to  the  under 
surface  of  the  diaphragm  by  the  coronary  liga- 
ment which  was  attached  at  its  upper,  posterior 
border.  There  were  a few  light  adhesions  to 
the  lesser  curvature  of  the  stomach.  The 
stomach  itself,  though  dilated  and  dragged 


downwards,  was  otherwise  normal;  as  were 
the  spleen,  transverse  colon,  duodenum,  right 
lobe  of  the  liver,  gall-bladder  and  bile  ducts. 
The  pelvis  was  not  explored  and  the  appendix 
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was  not  removed.  After  freeing  the  adhesions 
and  dividing  the  coronary  ligament  between 
clamps,  it  was  possible  to  place  two  rubber- 
covered,  curved  intestinal  clamps  on  normal 
liver  tissue  proximal  to  the  tumor  to  control 
hemorrhage,  passing  one  from  behind  forward 
and  the  other  from  before  backward  until  they 
met.  The  tumor  was  then  cut  away,  and  the 
cut  surface  of  the  liver  was  sutured,  using 
chromic  catgut  in  a Reverdin  needle,  and  em- 
ploying the  interlocking  stitch  of  Kousnetzotf 


The  drain  was  removed  on  the  fifth  post- 
operative day;  she  was  soon  eating  a liberal 
diet,  and  was  propped  up  in  bed  in  the  fourth 
week.  At  the  end  of  a month  she  was  walk- 
ing about  the  ward  and  her  general  condition 
was  excellent.  Her  hemoglobin,  however,  had 
only  reached  45  per  cent  again  when  she  left 
the  hospital  on  November  21st,  seven  and  a 
half  weeks  after  the  operation. 

Dr.  Charles  Phillips  made  the  following  re- 
port on  the  tumor : 


and  Pensky.7  The  coronary  attachment  was 
then  ligated.  Although  hemorrhage  had  been 
surprisingly  slight,  a cigarette  drain  was 
placed  for  safety,  and  was  led  out  of  the  up- 
per angle  of  the  wound  which  was  closed  in 
layers. 

There  was  considerable  shock  following  the 
operation,  but  she  rallied  from  this  nicely  and 
her  further  convalescence  was  without  inci- 
dent. 


“Gross  Description  : The  specimen  is  a 
semi-solid  tumor  of  the  liver  weighing  1,015 
grammes  (2]4  lbs.),  and  measures  19x10x5  c.m. 
(7!/2  ins.  x 6 y2  ins.  x 2 ins.)  ; it  is  discoid  in 
shape  and  of  a mottled  bluish-red  color.  On 
what  resembles  the  peritoneal  surface  there  is 
a fairly  well  circumscribed  area  13x16  c.m. 
(5  ins.  x 514  ins.)  of  more  or  less  rounded 
bluish  elevations  of  angiomatous  spaces  tilled 
with  fluid  blood.  The  whole  specimen  appears 
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to  have  been  disserted  out  of  the  liver  and  the 
cut  edge  shows  mottled  yellow  tissue  resem- 
bling fatty  degeneration.  The  blood-filled 
spaces  vary  in  size  and  shape  and  the  largest  is 
about  4 c.m.  in  diameter.  On  the  peritoneal 
surface  there  are  many  fibrous  trabeculae  run- 
ning in  various  directions. 

‘“Microscopic  Description  : The  blood  spaces 
vary  greatly  in  size  anci  are  lined  with  a flat- 
tened endothelium  on  a thin  fibrous  stroma. 
They  are  separated  by  poorly  developed  and 
in  places  degenerated  liver  tissue.  Practically 
no  normal  liver  parenchyma  is  found,  due  to 
compression  and  degeneration. 

‘“Pathological  Diagnosis  : Large  cavernous 
hemangioma  of  the  liver." 

On  January  5,  1927,  I examined  the  patient 
in  my  office.  She  had  gained  in  weight  and 
strength  and  there  was  no  apparent  anemia. 

Abdominal  examination  was  negative.  The 
operative  scar  was  excellent.  There  were  no 
abdominal  masses  nor  tenderness.  She  had  no 
subjective  symptoms  and  appeared  to  be  com- 
pletely cured. 
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PUERPERAL  ECLAMPSIA. 

By  CHARLES  S.  WEBB.  Ph.  B.,  M.  D„  Bowling  Green,  Va. 
Formerlv  Professor  of  Practice  of  Medicine,  in  Southern  Medical 
College,  Member  Medical  Society  of  Virginia,  etc. 

If  there  is  anvthinir  in  this  world  that  is 
calculated  to  strike  terror  to  the  hearts  of  all 
who  are  present  it  is  a puerperal  convulsion, 
either  before  or  after  delivery.  Everybody  is 
scared  to  death,  some  weeping  and  wailing, 
others  looking  like  petrified  ghosts,  none  with 
sense  enough  left  to  do  a sane  thing,  and  if 
the  doctor  can  keep  his  equilibrium  and  ap- 
pear calm  and  unruffled  he  is  exceedingly 
lucky.  I heard  a doctor  say  once  in  a medi- 
cal convention  that  he  was  always  scared  when 
a typhoid  patient  had  intestinal  hemorrhage, 
and  that  the  only  thing  that  scared  him  any 
more  than  that  was  puerperal  eclampsia.  If 


there  ever  was  a time  when  the  doctor  ought 
to  have  complete  control  of  himself  and  of  all 
his  powers  it  is  a time  like  this.  Having  had 
many  cases  of  this  kind  it  may  not  be  amiss  to 
detail  a few  of  them.  I am  glad  to  be  able 
to  say — and  I say  this  not  in  a spirit  of  ego- 
tism. but  with  humble,  grateful  acknowledg- 
ment to  Almighty  God — that  I have  never  seen 
a fatal  case,  although  I have  had  all  sorts  and 
sizes,  both  before  and  after  delivery.  I think 
we  have  a better  chance  after  delivery  than 
before,  for  obvious  reasons. 

Case  1.  Here  is  a case  of  a young  woman 
with  her  first  baby.  She  had  one  big  convul- 
sion just  before  the  baby  was  born.  Fortu- 
nately, the  conditions  were  favorable  and  I im- 
mediately took  the  child  with  the  forceps,  then 
bled  her  from  the  arm  and  injected  into  the 
bowel  about  thirty  grains  each  of  sodium  bro- 
mide and  chloral  hydrate.  She  had  no  more 
convulsions,  but  slept  about  twenty  hours  with- 
out any  sign  of  a return  of  consciousness.  Some 
of  the  women  said  I “‘gave  her  too  much  chloro- 
form” and  they  were  afraid  “she  would  never 
wake  up.”  The  fact  is  she  had  not  had  any 
chloroform  at  all.  It  was  with  great  difficulty 
that  I could  get  them  to  understand  the  cause 
of  her  coma,  if,  indeed,  they  ever  did  under- 
stand. When  we  attempt  to  explain  a patho- 
logical condition  to  a lot  of  lay  women,  we 
may  think  we  have  made  it  very  plain,  but  it 
is  ‘‘all  mud”  to  them.  I am  satisfied,  however, 
that  if  this  woman  had  died  they  would  have 
thought  that  I killed  her. 

Case  2.  In  this  case  the  woman  had  already 
been  delivered  before  my  arrival,  but  was  haAT- 
ing  convulsions,  one  after  another  in  rapid 
succession,  jumping  about  from  one  side  of  the 
bed  to  the  other  and  altogether  unmanageable. 
She  was  treated  with  hypodermics  of  mor- 
phine and  atropine,  full  doses,  and  made  a 
good  recovery. 

Case  3.  Was  that  of  a young  woman  in  the 
seventh  month  of  her  first  pregnancy.  When 
I reached  her  she  had  fallen  on  the  floor  with 
a big  convulsion  and  was  then  in  profound 
coma.  I made  a saturated  solution  of  Epsom 
salts  and  fed  her  with  it,  a teaspoonful  at  a 
time,  every  few  minutes,  until  she  had  taken 
a liberal  supply.  I then  left  her  for  a time, 
as  I was  booked  for  another  place.  She  had 
very  copious  watery  discharges,  was  up  the 
next  day  and  went  on  to  full  term. 

Case  4.  This  case  was  about  seven  miles 
from  my  office,  and  the  telephone  call  was  to 
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“come  quick.”  This  young  woman  had  already 
had  five  convulsions,  and  was  then  in  pro- 
found coma,  face  purple,  breathing  labored, 
and  I do  not  believe  she  would  have  lived  an- 
other hour.  Fortunately,  the  child  was  near 
the  outlet  and  was  immediately  taken  out  with 
the  forceps.  I then  gave  her  a copious  enema 
of  Epsom  salts  and  sat  down  to  watch  her. 
She  had  two  more  convulsions  several  hours 
afterwards,  and  I gave  her  a hypodermic  of 
morphine  and  atropine  and  made  sure  that  she 
had  full  doses  of  Epsom  salts  per  rectum. 
She  slept  until  noon  the  next  day,  twenty-four 
hours  in  all,  then  asked  feebly,  if  she  might, 
have  some  water.  That  was  the  first  sign 
of  returning1  consciousness.  She  has  had  two 
children  since  and  no  trouble. 

Case  5.  A young  man  who  lived  ten  miles 
from  my  home  asked  me  to  attend  his  wife 
at  the  birth  of  her  first  child,  expected  in 
about  two  weeks.  As  I had  never  been  called 
there  before,  I took  it  as  a compliment  and, 
of  course,  readily  consented.  He  told  me  that 
her  feet  and  ankles  were  very  much  swollen 
so  I sent  him  back  home  for  a specimen  of 
urine.  After  I made  my  analysis  I told  him 
that  I thought  it  very  likely  that  his  wife 
would  have  convulsions  at  the  time  of  her 
delivery,  but  of  course  he  must  not  tell  her. 
He  was  instructed  to  give  her  full  doses  of 
Epsom  salts  every  day  and  bring  me  speci- 
mens of  urine  every  two  or  three  days.  This 
he  did.  When  the  time  came  she  did  very  well 
for  about  an  hour  and  then  had  a convulsion. 
The  labor  had  made  very  little  progress,  the 
cervix  only  dilated  about  the  size  of  a half- 
dollar  and  was  rather  rigid.  Now  what  to 
do?  Of  course,  the  great  desideratum  was  to 
deliver  the  child,  but  how?  Everything  I 
could  give  her  to  control  the  convulsions  would 
at  the  same  time  control  the  uterine  contrac- 
tions and  stop  the  labor,  whether  chloroform, 
or  chloral  hydrate,  or  morphine  and  atropine, 
or  what  not.  So  I did  this : I gave  her  a full 
hypodermic  of  morphine  and  atropine  and 
about  three  minims  of  pituitrin,  with  inhala- 
tions of  chloroform,  and  so  on,  feeling  my  way 
with  the  pituitrin,  oiling  the  cervix  and  ap- 
plying to  it  also  about  one-fifteenth  of  a grain 
of  powdered  atropine.  The  cervix  gradually 
dilated  and  the  push  of  the  pituitrin,  little  by 
little,  brought  the  head  into  the  vaginal  strait, 
until  I coidd  get  hold  of  it  with  the  forceps. 
She  had  five  convulsions  before  delivery,  one 
in  the  act  of  delivery  and  two  after  the  deliv- 
ery was  complete.  This  procedure  took  nearly 


all  night,  but  she  made  a good  recovery  and 
her  baby  was  also  safe.  I confess  that  I was 
very  proud  of  my  success  in  this  case,  but  when 
she  had  another  baby  about  two  years  after 
that,  she  didn’t  call  me  but  got  another  doctor, 
equally  as  far  from  her,  and  one  whom  she 
had  never  had  with  her  before.  Not  a word 
was  said  to  me,  but  I have  always  thought  that 
somebody  had  told  them  that  if  some  other 
doctor  had  been  with  her  the  first  time  she 
would  not  have  had  all  that  trouble.  Such  is 
fame ! 

But  I have  given  cases  enough.  Now  for 
some  general  remarks  by  way  of  friendly  ad- 
vice to  my  fellow  practitioners : 

(1) .  Keep  cool,  think  fast  and  act  promptly. 

(2) .  As  to  bleeding  the  patient:  It  is  some- 
times a very  wise  thing  to  do,  but  not  always. 
The  patient  may  have  already  lost  enough 
blood,  or  will  do  so  at  the  time  of  birth.  It 
is  well  to  consider  that  we  can’t  subject  all 
to  the  same  rule.  Many  a life  has  been  lost 
by  sticking  to  the  hooks  too  closely. 

(3) .  When  there  is  more  than  one  con- 
vulsion, chloral  hydrate  and  sodium  bromide, 
mixed,  in  full  doses,  or  the  inhalation  of 
chloroform,  or  both,  are  very  valuable.  But 
if  there  is  only  one  convulsion  I would  wait 
awhile  before  giving  any  of  these. 

(4) .  Hypodermics  of  morphine  and  atro- 
pine are  very  useful  and  always  to  be  thought 
of  when  it  is  found  difficult  to  give  anything 
by  the  mouth.  It  may  be  necessary  to  give  a 
hypodermic  even  after  a full  dose  of  chloral 
and  bromide.  We  know  that  opium  produces 
anemia  of  the  brain,  and  does  not  increase  the 
coma  that  follows  a puerperal  convulsion,  but 
it  controls  the  nerve  centers  and  helps  to  fore- 
stall another. 

(5) .  We  must  always  try  to  get  rid  of  the 
urea  and  other  poisons  and  there  is  no  better 
way,  or  safer  way,  than  full  doses  of  Epsom 
salts,  by  the  mouth  if  we  can,  and  if  not,  then 
by  the  rectum.  In  some  of  the  cases  I have 
mentioned  this  drug  Avas  used  ad  libitum  and, 
after  arranging  to  protect  the  bed  as  much  as 
possible,  we  just  let  the  water  roll  out  in  a 
flood. 

(6) .  In  case  of  No.  5,  cited  above,  I have 
mentioned  the  use  of  pituitrin.  What  else  could 
I do?  I must  deliver  the  child,  and  yet  I knew 
that  if  the  pituitrin  acted  violently  the  uterus 
would  be  ruptured,  so  I was  in  the  position  of 
a man  driving  close  to  the  edge  of  a canyon, 
with  unmeasured  depths  below.  I kept  the 
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syringe  loaded  and  gave  about  three  minims 
every  ten  or  fifteen  minutes  and  watched  the 
effect.  It  is  a dangerous  drug  and  should  be 
handled  with  the  utmost  caution. 

(7).  Of  course  if  we  are  spoken  to  in  time 
we  ought  to  make  frequent  analyses  and  see 
that  the  woman  is  in  the  best  possible  condi- 
tion for  her  approaching  trial;  but  many  of 
these  cases  are  thrust  upon  us  and  we  must 
be  prepared  to  do  all  that  ought  to  be  done, 
or  that  anybody  could  do,  for  the  poor  woman 
who  has  entrusted  her  life  to  us.  In  this  paper 
I have  only  attempted  to  give  the  outline  of 
a few  typical  cases,  with  the  treatment  and 
the  outcome.  To  enter  into  a general  discus- 
sion of  the  many  drugs  which  have  been 
brought  to  our  attention  in  the  literature  on 
this  subject  would  occupy  too  much  space,  and 
would  only  be  a rehash  of  theories  already 
familiar  to  the  profession. 


Correspondence 

Mav  Dav— Child  Health  Day  for  Virginia, 
1927. 

March  16.  1927. 

To  tiie  Editor  : 

This  is  to  notify  the  doctors  of  Virginia  that 
in  all  probability  many  of  them  will  be  called 
upon  by  the  rural  school  teachers  to  check 
those  pupils  who  aspire  to  be  called  “Five 
Point”  children. 

The  State  Board  of  Health  has  offered  a five 
point  star  banner  to  the  school  in  each  county 
which  has  the  highest  percentage  of  Five  Point 
children. 

What  is  a Five  Point  Child? 

A “Five  Point  Child”  is  one  who  measures 
up  to  the  present  minimum  standard  set  by 
the  State  Board  of  Health  and  State  Board  of 
Education,  as  indicated  by  physical  inspection 
of  the  following  five  points: 

1.  Vision 

2.  Hearing 

3.  Teeth 

4.  Throat 

5.  Weight 

How  Do  We  Find  the  Five  Point  Child? 

The  West  law,  which  the  Legislature  passed 
in  1920.  requires  the  physical  inspection  on 
these  points  of  all  school  children.  A detailed 
explanation  of  the  inspection  is: 


Vision — Child  reads  line  marked  20  on  the 
Snellen  eye  testing  chart  at  a distance 
of  20  feet  (each  eve  tested  separately), 
or  has  glasses  which  are  properly  fitted. 
Hearing — Child  hears  conversational  voice  at 
a distance  of  20  feet.  (Each  ear  tested 
separately) . 

Teeth — Teeth  reasonably  clean,  no  exposed 
roots  or  unfilled  cavities. 

Throat — Child  has  no  symptoms  of  trouble 
with  tonsils  and  adenoids;  not  a mouth- 
breather.  (Preferably  checked  by  a 
doctor) . 

Weight — Child  is  not  10%  or  more  under- 
weight, or  not  20%  or  more  overweight. 

Why  Have  This  Five  Point  Standard  for 
Children  ? 

Because  even  a slight  defect  in  an}’-  one  of 
these  five  points,  if  not  corrected,  may  seri- 
ously hamper  the  child’s  health  during  school 
days,  and  have  a very  harmful  effect  in  later 
years.  The  child  in  good  health  is  a better 
pupil,  and  the  man  or  woman  in  good  health 
is  a better  citizen. 

Before  the  award  is  made  in  a county,  all 
children  selected  bv  the  teacher  as  Five  Point 
children  must  be  checked  by  a doctor,  or  a 
nurse  if  no  doctor  is  available.  All  children 
declared  by  the  local  doctor  or  nurse  to  be 
“Five  Pointers”  will  be  given  a five  point  cer- 
tificate on  May  Day — Child  Health  Day. 

When  a doctor  is  requested  to  check  these 
children,  the  following  procedure  is  suggested 
for  him: 

Ask  the  teacher  for  the  physical  inspection 
record  cards  of  pupils  selected  as  Five  Point- 
ers. Go  over  these  cards  carefully  with  the 
teacher  and  assure  yourself  that  she  has  con- 
fidence in  her  own  findings. 

If  you  and  the  teacher  are  satisfied  that  the 
vision  and  hearing  tests  are  reasonably  accu- 
rate. these  tests  need  not  be  repeated. 

Check  up  inspection  of  teeth  and  throat  and 
compare  your  findings  with  the  minimum 
standard.  A written  statement  from  the  den- 
tist or  family  doctor  may  be  accepted  as  a 
substitute  for  your  verdict. 

If  the  child  has  been  recently  weighed  and 
measured  by  the  teacher,  her  record  should 
be  accepted.  Find  whether  each  child  is  10% 
underweight  or  20%  overweight  as  compared 
with  the  Standard  Weight  Chart  in  Health 
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Manual  for  Teachers,  which  every  teacher  has 
on  her  desk. 

If  the  child  measures  up  to  all  -five  points 
he  or  she  may  be  awarded  the  Five  Point  Cer- 
tificate. 

The  cooperation  of  the  doctors  will  be  heart- 
ily appreciated;  in  fact,  the  success  of  this 
undertaking  largely  depends  upon  it. 

Mary  Evelyn  Brydon,  M.  D., 
Virginia  Chairman  for  May  Day- 
Child  Health  Day , 

State  Board  of  Health , Richmond ',  TV/. 


Bibliotheca  Obstetrica 

Pare 

Pare  (Ambroise)  [1510-90]  Brief ve  collec- 
tion de  1 ’administration  anatomique;  avec  la 
maniere  de  conjoindre  les  os,  et  d’extraire  les 
enters  tant  mors  que  vivans  du  ventre  de  la 
mere,  lors  que  nature  soy  ne  peult  venir  a son 
effet.  7 p.  1.,  90  1,  12°.  Paris , G.  Cavellat , 
1550.  For  Biography , see  Paget  (S)  Ambroise 
Pare  and  his  times,  1510-1590.  8°  New  York 
and  London,  1897.  See  also  Packard  (F.  R.) 
Life  and  times  of  Ambroise  Pare,  1510-1590, 
with  a new  translation  of  his  apology  and  an 
account  of  his  journeys  in  divers  places.  New 
York,  1921. 

Scientific  obstetrics  begins,  according  to 
Engelmann,  in  1550,  with  the  re-discovery  of 
podalic  version  by  Pare.  Before  this  time  the 
practice  of  obstetrics  was  entirely  in  the  hands 
of  midwives,  and  medical  men  were  called  in 
only  to  do  an  embryotomy  as  a last  resort.  It 
is  true  that  podalic  version  was  known  in 
ancient  times,  but  seems  to  have  been  per- 
formed only  after  the  death  of  the  infant. 
Soranus  in  the  second  century  practiced  it 
upon  living  children,  but  his  teaching  had 
little  effect,  and  after  his  time  the  operation 
even  upon  dead  infants  was  soon  forgotten. 
With  the  teaching  of  version  by  Pare,  med- 
ical men  had  for  the  first  time  a way  of  cop- 
ing with  abnormal  presentations,  and  with 
their  increased  usefulness,  came  greater  op- 
portunities of  studying  the  mechanism  of 
labor.  We  thus  see  what  an  important  place 
this  little  book  occupies  in  the  history  of 
modern  obstetrics.  When  we  think  of  the  dis- 
mal prospect  that  confronted  women  with  ab- 
normal presentations  before  1550,  we  can 
readily  forgive  Pare  his  inaccuracies.  What 


did  it  matter  if  he  taught  that  the  pubic  bones 
separated  during  labor  to  make  room  for  the 
advancing  head,  when  he  taught  how  to  de- 
liver a woman  with  a placenta  previa  or  to 
save  the  child  that  presented  by  the  shoulder? 

Not  only  was  Pare  the  greatest  teacher  of 
obstetrics  of  his  day,  but  he  was  also  the  fore- 
most surgeon.  He  ranks  among  the  greatest 
military  surgeons  of  all  time.  He  is  to  be  re- 


. S3 

L A MENIERE  DE 

extrane  les  enfarts  tarn  mors  que 
viuans  hors  le  ventre  de  Id  merejors 
que  nature  de  foy  ne  peult  Venn  a 
Joneffeft. 


mors  que  viuans  hors  le  ventre  de  la  mere. 

Et  pour  venir  a l’oeuure  fault  entendre  qu’il  y 
a deux  manieres  denfantemet , l’vne  naturelie, 
& l’autre  contrc  nature, plus  ou  moins. 

La  naturelle  eft  quandles  enfans  vienent  a ter- 
mc,qui  eft  ail  ncufiefme  mois  ou  enuiro,&  fbr- 
tent  la  teftc  la  premiere.  Et  celle  qui  approche 
plusdunaturel,  cftquandilz  vienent  apresou 
peu  auant  la  fin  du  neufiefme  mois,  & lortet  les 
piedz  premiers.Toutefois  on  voit  aucunes  fern 
mes,  qui  accouchent  au  Icptiefme  mois  dot  les 
enfans  viuent.  mats  qtiana  il  aduient  fur  le  hui 
define, leur  vie  eft  briefue  ou  nuIIe.Ce  que  Tex 


Photostat  of  the  beginning  of  Chapter  on  Version. 

membered  especially  for  the  introduction  of 
podalic  version,  accouchement  force,  more  hu- 
mane methods  of  treating  wounds,  artificial 
limbs,  artificial  eyes,  improvements  in  the 
treatment  of  hernia,  and  the  use  of  ligatures 
in  amputations. 

Pare  was  born  at  Bourg  Hersent,  a little 
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village  that  is  now  a part  of  the  city  of  Laval. 
There  is  considerable  traditional  evidence  that 
his  father  was  valet  de  chambre  and  barber 
to  the  Sieur  de  Laval.  His  sister,  Catherine, 
married  a master  barber-surgeon  of  Paris  and 
a brother  was  a master  barber-surgeon  at 
Pitre.  Pare  began  his  medical  career  probably 
as  an  apprentice  to  a surgeon  at  Laval  named 
Violet.  The  next  few  years  were  spent  either 
at  Angers  or  with  his  brother,  Jean,  at  Vitre. 
When  he  came  to  Paris  in  1532  or  1533,  he 
was  apprenticed  to  a barber-surgeon.  His  text- 
books were  the  works  of  Gui  de  Chauliac  and 
Jean  de  Vigo,  both  of  which  had  been  trans- 
lated from  the  Latin  into  French.  He  very 
soon  became  compaynon  chirurgien , a sort  of 
interne,  at  the  Hotel  Dieu.  In  1537  he  went 
to  Italy,  as  a military  surgeon,  with  the  French 
army.  It  was  on  this  campaign  that  Pare 
made  his  great  discovery  that  boiling  oil  was 
harmful  in  the  treatment  of  gun  shot  wounds. 
In  1541,  after  an  unsuccessfxd  effort  in  1540, 
he  passed  his  bai’ber-surgeons’  examination 
which  allowed  him  to  legally  practice  in  Paris. 

Before  this,  however,  Pare  had  achieved 
some  reputation,  for  in  1539  the  renowned 
Sylvius  sought  out  the  young  army  surgeon, 
being  particularly  interested  in  his  method  of 
treatment  of  arquebus  wounds.  Not  only  had 
Pare  abandoned  the  until-then-universal  use 
of  boiling  oil  in  the  treatment  of  these  wounds, 
but  he  had  been  unusually  successful  in  locat- 
ing the  ball  by  making  the  patient  assume  the 
position  he  was  in  when  he  received  the  wound. 
Sylvius  urged  Pare  to  publish  his  observations 
at  this  time,  but  it  was  not  until  1545  that  Pare 
followed  his  advice.  (La  methode  de  traista 
le  plaves  faictes  par  hecquebutes  et  aultres  bas- 
stons  a feu,  1545).  The  book  was  reprinted  in 
1552  and  again  in  1556.  The  work  established 
Pare’s  reputation  and  after  several  military 
campaigns  with  intervals  of  study  in  Paris,  he 
was  made  one  of  the  surgeons  in  ordinary  to 
Henry  II.  In  1554  he  was  made  a member  of  the 
College  de  Saint  Come,  thus  becoming  a mas- 
ter surgeon  in  spite  of  the  fact  that  he  knew 
no  Latin.  Pare  continued  in  favor  with  Henry 
II  and  his  successors,  becoming  premier  chi- 
rugien  to  the  ling  in  Charles  IX’s  reign,  so 
that  at  his  death  at  80  years  he  could  truth- 
fully boast  of  having  been  the  surgeon  of  the 
King  of  Navarre  and  the  French  kings,  Henry 
II,  Francois  II.  Charles  IX.  and  Henry  III. 

M.  P.  R. 


Proceedings  of  Societies 

The  Nansemond  County  Medical  Society 

Held  its  March  meeting  in  the  dining  room 
of  Hotel  Elliott,  at  Suffolk,  Va.,  March  7th, 
with  a good  attendance  of  members  and  den- 
tists and  their  wives  and  nurses.  Invited 
guests  were  Dr.  Israel  Brown,  councilor  for 
that  district,  and  Dr.  Frank  Hancock,  both  of 
Norfolk.  A short  talk  was  given  by  Dr. 
Brown,  and  Dr.  Hancock  gave  the  address  of 
the  evening — The  History  of  Medicine — which 
was  illustrated  with  lantern  slides.  This  so- 
ciety re-organized  about  a year  and  half  ago 
and  has  been  most  active  since.  Dr.  IV.  T. 
Gay,  of  Suffolk,  is  president  this  year. 

Pittsylvania  County  and  Danville  Medical 

Society. 

Members  of  the  Pittsylvania  County  and 
Danville  Medical  Society  were  guests  of  the 
Danville  Academy  of  Medicine  at  a delightful 
supper  on  the  evening  of  March  15th.  Fol- 
lowing the  supper,  the  meeting  was  called  to 
order  by  the  president,  Dr.  C.  A.  Easley,  of 
Chatham,  who  opened  the  meeting  with  a few 
general  remarks  about  the  Society  and  a brief 
sketch  of  the  life  of  Dr.  Rawlev  IV.  Martin. 
A paper  was  read  by  Dr.  Henry  J.  Langston, 
several  cases  were  reported  bj7  Dr.  E.  H.  Miller, 
and  a talk  was  given  by  the  city  health  officer. 
Dr.  R.  IV.  Garnett,  on  the  recent  activity  of 
the  health  department  in  the  administration 
of  toxin-antitoxin  for  the  prevention  of  diph- 
theria. Dr.  J.  Shelton  Horsley,  president  of 
the  Medical  Society  of  Virginia  also  presented 
a paper. 

Following  a discussion  of  the  papers  and 
talks,  it  was  moved  and  carried  that  two  com- 
mittees be  appointed,  one  from  Danville  and 
one  from  the  rest  of  Pittsylvania  County,  to 
co-operate  with  the  health  departments  in  the 
administration  of  toxin-antitoxin  for  the  pre- 
vention of  diphtheria.  The  president  ap- 
pointed these  two  committees.  This  plan  may 
be  a suggestion  to  other  county  societies  as  to 
the  way  to  assist  the  State  and  county  health 
departments. 

It  was  decided  to  hold  the  next  meeting  in 
Chatham,  on  Tuesday.  June  the  13th.  Dr.  J. 
A.  Hawkins,  Danville,  is  secretary-treasurer 
of  the  society. 

The  Southwestern  Virginia  Medical  Society- 

Held  its  regular  semi-annual  meeting  at 
Pulaski.  March  24th  and  25th,  the  president,. 
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Dr.  Z.  V.  Sherrill,  of  Marion,  presiding.  There 
was  a subscription  banquet  on  the  first  eve- 
ning at  Maple  Shade  Inn,  following  which  the 
scientific  program  was  taken  up.  Drs.  E.  C.  S. 
Taliaferro,  Norfolk,  L.  T.  Price  and  E.  G. 
Williams  and  Mr.  A.  H.  Straus,  of  Richmond, 
invited  guests,  presented  interesting  papers  on 
the  first  evening,  and  voluntary  papers  and  a 
symposium  on  “Acute  Abdomen  in  Children 
Lender  Ten  Years  of  Age”  were  presented  by 
members  on  the  second  day.  The  papers  were 
freely  discussed  and  the  meeting  was  a success 
in  every  way.  Dr.  E.  G.  Gill,  Roanoke,  is 
secretary  of  the  Society. 

Boteourt  County  Medical  Society. 

Members  of  this  Society  and  their  wives 
Avere  entertained  at  their  regular  meeting  on 
March  8th,  at  the  home  of  the  retiring  presi- 
den,  Dr.  W.  N.  Breckinridge,  at  Fincastle, 
Va.  Dr.  and  Mrs.  Hugh  Trout  and  Dr.  and 
Mrs.  Geo.  B.  Lawson,  of  Roanoke,  were  in- 
vited guests  for  this  meeting.  After  luncheon, 
talks  were  given  by  Drs.  Trout  and  Lawson 
and  a business  session  was  held  at  which  time 
Dr.  A.  W.  Hammond,  of  Amsterdam,  was 
elected  president,  and  Dr.  E.  W.  Dodd,  of 
Buchanan,  secretary. 

The  Arlington  County  Medical  Society 

Held  its  regular  meeting  at  the  home  of  Dr. 
Richard  N.  Sutton,  at  Clarendon,  early  in 
March.  At  this  meeting  the  Society  endorsed 
the  movement  launched  by  the  American 
Legion  for  the  establishment  of  a hospital  in 
Arlington  County.  While  the  site  for  the  pro- 
posed hospital  Avas  not  determined  upon,  it 
is  probable  that  Clarendon  will  be  selected. 
The  following  officers  were  re-elected  for  the 
ensuing  year : President,  Dr.  H.  A.  Hornthal, 
Potomac;  vice-president,  Dr.  Edward  Mc- 
Carthy, Cherrydale ; and  secretary-treasurer, 
Dr.  B.  H.  Swain,  Ballston. 

The  Southside  Virginia  Medical  Association 

Met  in  Hopewell,  Va.,  March  the  8th,  at 
the  Dupont  Club,  with  a good  attendance  at 
both  morning  and  afternoon  sessions.  There 
was  a good  program  and  all  papers  were  freely 
discussed.  Following  the  morning  session,  the 
visiting  doctors  were  given  a trip  over  the  in- 
dustries now  at  Hopewell  and  tendered  a 
luncheon.  Dinner  was  given  the  members  and 
visitors  in  the  evening  at  City  Point  Inn,  at 
which  time  there  were  speeches  and  music. 
The  Association  selected  Emporia  for  its  next 
meeting  which  is  to  be  held  on  the  second  Tues- 


day in  June.  Dr.  Wright  Clarkson,  Peters- 
burg, is  president,  and  Dr.  R.  L.  Raiford,  Sed- 
ley,  secretary-treasurer. 


Woman’s  Auxiliary  Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 


Invitation  to  Virginia  Women. 

The  annual  meeting  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association 
av ill  be  held  in  Washington,  May  16th  to  20th, 
with  headquarters  at  the  Mayflower  Hotel. 

This  meeting  is  so  near  home  that  the  Vir- 
ginia Avomen  should  make  every  effort  to  at- 
tend. \ our  presence  will  not  only  help  the 
meeting  but  will  be  a great  inspiration  to  your- 
seUes.  If  you  have  never  attended  an  Ameri- 
can Medical  Association  Woman’s  Auxiliary 
meeting,  you  cannot  realize  the  pleasure  and 
help  that  can  be  obtained  from  contact  with 
those  splendid  women,  wives  of  the  most 
prominent  doctors  from  all  over  our  country, 
and  it  is  a pleasure  to  know  the  officers  of 
the  National  Auxiliary. 

Now  is  the  time  for  every  county  member 
and  every  individual,  whether  she  is  a member 
of  the  Auxiliary  or  not,  to  make  plans  to  go 
in  person  to  this  meeting. 

There  are  only  two  delegates  appointed  to 
vote  for  Virginia,  but  each  county  Auxiliary 
can  appoint  its  own  representative  to  bring 
back  the  message  to  those  unable  to  go  to 
Washington. 

A cordial  and  pressing  invitation  is  extended 
to  each  and  every  one,  and  it  is  hoped  that  the 
Virginia  Avomen  will  attend  en  masse.  Urge 
your  husbands  to  take  you.  Now  is  your  op- 
portunity. • Seize  it.  Obey  that  impulse.  A 
great  privilege  awaits  each  one  of  you. 

Mrs.  Southgate  Leigh, 
Chairman , National  Intertainment 
Committee. 
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The  Truth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our 
letter  of  January  29th,  the  following  have  been  ac- 
cepted : 

Eli  Lilly  & Co. 

Ricinoleated  Antigen,  Scarlet  Fever,  Immunizing — 
Lilly. 

National  Aniline  & Chemical  Co. 

Tablets  Gentian  Violet  Medicinal — “National,” 
0.0324  Gm.  (%  grain). 

Enteric  Coated  Tablets  Gentian  Violet  Medicinal — 
“National,”  0.0324  Gm.  ( V2  grain). 

Parke,  Davis  & Co. 

Glaseptic  Ampoules  Sodium  Cacodylate— P.  D.  & Co. 
Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co,  0.5  Gm.  (%  grain),  1 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  0.10  Gm.  (1 V2  grains),  1 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  0.13  Gm.  (2  grains),  1 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  0.20  Gm.  (3  grains),  1 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  0.3  Gm.  (5  grains),  1 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  0 45  Gm.  (7  grains),  1 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  1 Gm.  (15  grains),  2 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  (for  intravenous  use),  0.20  Gm.  (3  grains), 
5 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  (for  intravenous  use),  0.45  Gm.  (7  grains), 
5 c.c. 

Glaseptic  Ampoules  Sodium  Cacodylate — P.  D.  & 
Co.,  (for  intravenous  use),  1 Gm.,  (15  y2 
grains),  10  c.c. 

Swan-Myers  Co. 

Cosmos  Concentrated  Pollen  Extract — Swan-Myers; 
Dandelion. 

Concentrated  Pollen  Extract — Swan-Myers;  Pal- 
mer’s Amaranth. 

Concentrated  Pollen  Extract — Swan-Myers. 

The  United  Laboratories 

Culture  Bacillus  Acidophilus — United  Laboratories. 
Nonproprietary  Articles 

Ricinoleated  Scarlet  Fever  Antigen. 


NEW  AND  NON-OFFICIAL  REMEDIES 

Saf-T-Top  Mercurochrome  Solution. — An  aqueous  2 
per  cent  solution  of  mercurochrome — 220  soluble 
(New  and  Non-official  Remedies,  1926,  p.  249),  in 
ampules  containing  2 c.c.  and  having  a capillary 
opening.  Robert  A.  Bernhard,  Rochester,  N.  Y. 

Bismuth  Salicylate  in  Oil — P.  D.  & Co. — A suspen- 
sion of  bismuth  salicylate  U.  S.  P.  (New  and  Non- 
official Remedies,  1926,  p.  97),  in  a liquid  composed 
of  camphor,  10  per  cent;  creosote,  10  per  cent;  olive 
oil,  80  per  cent.  Each  c.c.  contains  bismuth  salicy- 
late, 0 13  Gm  (2  grains).  Parke,  Davis  & Co.,  De- 
troit. 

Glaseptic  Ampules  Bismuth  Salicylate  in  Oil — P. 
D.  & Co.,  1 c.c. — Each  ampule  contains  1 c.c.  of  a 
suspension  of  bismuth  salicylate  U.  S.  P.  (New  and 
Non-official  Remedies,  1926,  p.  97),  0.13  Gm.  (2 
grains)  in  a liquid  composed  of  camphor,  10  per 
cent;  creosote,  10  per  cent;  olive  oil,  80  per  cent. 
Parke,  Davis  & Co.,  Detroit. 

Concentrated  Pollen  Extracts — Swan-Myers. — In  ad- 
dition to  the  products  listed  in  New  and  Non-official 
Remedies,  1926,  p.  28,  the  following  have  been  ac- 
cepted: Cosmos  Concentrated  Pollen  Extract — Swan- 


Myers;  Dandelion  Concentrated  Pollen  Extract — 
Swan-Myers;  Palmer’s  Amaranth  Concentrated  Poll- 
en Extract — Swan-Myers.  Swan-Myers  Co.,  Indian- 
apolis. 

Erysipelas  Streptococcus  Antitoxin — Lilly  (Concen- 
trated Globulin). — An  erysipelas  streptococcus  anti- 
toxin (Jour.  A.  M.  A.,  August  28,  1926,  p.  671),  ob- 
tained by  injecting  horses  subcutaneously  with 
strains  of  hemolytic  streptococci  obtained  from  Dr. 
A.  R.  Dochez  from  human  cases  of  erysipelas  lesions, 
bleeding  the  horses,  and  when  test  bleedings  show 
the  serum  to  have  reached  the  desired  potency, 
bleeding  as  plasma  which  is  concentrated  and  re- 
fined. Marketed  in  syringe  containers  (therapeutic 
dose),  containing  5,000  “units.”  Eli  Lilly  & Co.,  In- 
dianapolis. (Jour.  A.  M.  A.,  Feb.  5,  1927,  p.  403). 

Antistreptococcic  Serum  (New  and  Non-official 
Remedies,  1926,  p.  339). — This  product  is  also  mar- 
keted in  20  c.c.  and  50  c.c.  piston  syringes.  Parke, 
Davis  & Co.,  Detroit. 

Tablets  Gentian  Violet  Medicinal — “National,” 
0.0324  Gm.  (%  grain). — Each  tablet  contains  Gentian 
Violet  Medicinal — “National”  (New  and  Non-official 
Remedies,  1926,  p.  167),  0.0324  Gm.  (V2  grain). 
National  Aniline  and  Chemical  Co.,  New  York. 

Enteric  Coated  Tablets  Gentian  Violet  Medicinal — 
“National,”  0.0324  Gm.  (%  grain). — Each  tablet  con- 
tains Gentian  Violet  Medicinal — “National”  (New  and 
Non-official  Remedies,  1926,  p.  167)  0.0324  Gm.  (% 
grain),  and  is  coated  with  phenyl  salicylate  contain- 
ing some  keratin.  National  Aniline  and  Chemical 
Co.,  New  York. 

Ricinoleated  Scarlet  Fever  Antigen. — A bacterial 
vaccine  detoxified  with  sodium  ricinoleate  according 
to  the  method  of  Dr.  W.  F.  Larson.  Enough  favora- 
ble evidence  has  accumulated  to  indicate  that  this 
preparation  is  worthy  of  clinical  trial  by  physicians. 
The  antigen  is  used  for  active  immunization  against 
scarlet  fever. 

Ricinoleated  Scarlet  Fever  Antigen  Immunizing — 
Lilly — This  product  is  prepared  from  whole  broth 
cultures  of  scarlet  fever  streptococci,  containing  1,000 
million  organisms  in  each  c.c.  modified  with  2 per 
cent  of  sodium  ricinoleate.  It  is  marketed  in  1 c.c., 
5 c.c.  and  20  c.c.  vials.  Eli  Lilly  & Co.,  Indianapolis. 
(Jour.  A.  M.  A.,  Feb.  19,  1927,  p.  567). 

PROPAGANDA  FOR  REFORM 

Spahlinger  Treatment  of  Tuberculosis. — Notwith- 
standing the  fact  that  the  Spahlinger  treatment  of 
tuberculosis  was  secret  and  that  evidence  in  its 
favor  had  not  been  made  generally  available,  Spah- 
linger and  his  friends  have  repeatedly  attempted  to 
secure  government  endorsement  of  the  preparation 
in  England  and  to  secure  funds  for  its  development. 
Now  the  records  of  ten  patients  injected  by  Spah- 
linger personally  with  this  remedy  have  been  re- 
ported by  Dr.  Thomas  Nelson  in  the  London  Lancet. 
These  records  are  decidedly  unfavorable  to  the  treat- 
ment. The  evidence  in  favor  of  the  Spahlinger 
method  of  treatment  of  tuberculosis  is  not  sufficient 
at  this  time  to  warrant  an  extensive  trial.  The 
burden  of  proof  is  still  on  Spahlinger,  who  should 
at  least  show  that  in  a considerable  number  of  cases 
studied  under  controlled  conditions  the  remedy  will 
accomplish  more  than  can  be  accomplished  by  the 
method  of  treatment  now  practiced  in  well  regu- 
lated institutions  for  the  treatment  of  tuberculosis. 
(Jour.  A.  M.  A.,  Jan.  22,  1927,  p.  248). 

Chemical  Examination  of  Ethylene  for  Anesthe- 
sia.— In  consideration  of  the  recently  reported  deaths 
from  ethylene  anesthesia,  the  A.  M.  A.  Chemical 
Laboratory  decided  to  re-examine  the  brand  of  ethy- 
lene for  anesthesia  accepted  for  New  and  Non-official 
Remedies,  namely,  that  of  the  Ohio  Chemical  and 
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Manufacturing  Co.  As  the  Kansas  City  Oxygen  Gas 
Co.  has  just  submitted  its  product  to  the  Council, 
this  brand  was  also  examined.  The  brand  of  ethy- 
lene which  was  used  in  the  fatal  cases  was  not  ex- 
amined and  is  not  one  of  the  brands  reported  on. 
The  specimens  were  examined  according  to  the 
methods  of  New  and  Non-official  Remedies  and  in 
addition  submitted  to  a more  delicate  test  for  carbon 
monoxide.  They  met  the  standards  and  in  none  was 
carbon  monoxide  found  to  be  present.  The  Labora- 
tory recommends  that  physicians  use  only  the  brands 
of  ethylene  which  stand  accepted  for  inclusion  in 
New  and  Non-official  Remedies.  (Jour.  A.  M.  A., 
Jan.  29,  1927,  p.  322). 

Rattlesnake  Poison. — According  to  Afranio  Do 
Amaral,  “A  General  Consideration  of  Snake  Poison- 
ing,” the  use  of  potassium  permanganate  in  the 
treatment  of  rattlesnake  bite,  is  of  little  value. 
Specific  treatment  with  potent  antivenin  is  generally 
admitted  to  be  efficient,  and  the  only  means  of  neu- 
tralizing the  poisons  and  arresting  the  action  of  the 
toxic  elements.  During  the  last  summer  a few  tubes 
of  anticrotalic  serum  prepared  in  Brazil  were  used 
with  promising  results  in  Texas.  (Jour.  A.  M.  A., 
Jan.  29,  1927,  p.  342). 

The  Florence  Laboratories  Fraud. — The  federal 
authorities  have  issued  a fraud  order  closing  the 
mails  to  the  Florence  Laboratories,  the  Florence 
Produce  Corporation  and  F.  H.  Shearer.  The  evi- 
dence brought  out  that  Mrs.  Shearer  exploited  three 
nostrums,  an  asthma  remedy,  an  eye  tonic  and  a cod- 
liver  oil  preparation.  The  asthma  nostrum — Flor- 
ence Formula — was  a potassium  iodide  and  Fowler’s 
Solution  combination;  the  eye  tonic,  which  seems  to 
have  been  known  as  “Eyrone”  contained  glycerin, 
procaine,  boric  acid,  zinc  sulphate  and  salicylic  acid, 
while  the  cod-liver  oil  tablets  contained  cod-liver 
extractives,  with  alleged  vitamin  A and  vitamin  B 
material.  The  remedies  were  prepared  by  George 
A.  Breon  & Co.,  Manufacturing  Chemists,  Kansas 
City,  Mo.  (Jour.  A.  M.  A.,  Jan.  29,  1927,  p.  340). 

Radithor. — “Radithor”  is  the  name  of  the  latest 
nostrum  in  which  William  J.  A.  Bailey  is  interested. 
It  is  being  exploited  by  means  of  elaborate  booklets 
and  also  through  what  purports  to  be  a book,  en- 
titled “Modern  Rejuvenation  Methods,”  by  one 
Charles  Evans  Morris,  M.  D.  Radithor  is  exploited 
by  the  somewhat  imposingly  named  Bailey  Radium 
Laboratories,  East  Orange,  N.  J.,  of  which  William 
J.  A.  Bailey  seems  to  be  the  chief  Two  or  three 
years  ago,  Bailey  was  president  and  one  of  the  in- 
corporators of  the  “Associated  Radium  Chemists, 
Inc.,”  which  put  out  “Arium  Tablets.”  Bailey  also, 
it  appears,  was  connected  with  the  Thorone  Com- 
pany, which  sold  “Thorone  Tablets,”  claimed  to  be 
more  radioactive  than  radium.  Later,  Bailey  was 
connected  with  the  American  Endocrine  Laborato- 
ries, which  exploited  what  was  originally  called  the 
“Radiendocrinator”  and  sold  first  for  one  thousand 
dollars  and  later  for  one  hundred  and  fifty  dollars. 
(Jour.  A.  M.  A.,  Jan.  29,  1927,  p.  343). 

The  Organism  of  Rheumatic  Fever. — A report  of 
the  isolation  of  the  specific  organism  causing  rheu- 
matic fever  has  been  published  and  also  the  results 
of  trials  with  an  antiserum.  Streptococcus  cardio- 
arthritidis,  the  name  given  to  the  organism  which 
was  isolated  from  the  blood  culture  of  only  two  pa- 
tients with  rheumatic  fever,  differs  in  only  one  re- 
spect from  the  usual  nonhemolytic  streptococcus. 
The  claim  of  the  relation  of  the  organism  to  rheu- 
matic fever  appears  to  rest  chiefly  on  the  results 
obtained  from  treating  patients  with  an  antiserum 
prepared  by  immunizing  a horse  with  this  strepto- 


coccus. The  case  reports  are  not  convincing.  Fav- 
orable reports  with  a serum  prepared  by  immunizing 
horses  with  culture  of  streptococci  isolated  from 
throats  of  rheumatic  fever  patients  have  been  pub- 
lished previously;  they  were  probably  due  to  a non- 
specific reaction.  Since  then,  curative  effects  have 
been  reported  from  the  use  of  various  forms  of  non- 
specific protein  preparations.  (Jour.  A.  M.  A.,  Feb. 
5.  1927,  p.  405). 

Ovacoids  and  Testacoids. — The  advertising  claims 
made  for  these  preparations  of  Reed  and  Carnrick 
are  typical  of  those  made  by  this  firm  for  products 
examined  by  the  Council  on  Pharmacy  and  Chemistry 
and  denied  admission  to  New  and  Non-official  Reme- 
dies in  1907.  Ovacoids  and  Testacoids  are  stated  to 
be  “the  hormones  or  autocoids  of  the  sex  glands  in 
high  concentration,  and  active  by  mouth!"  Ovacoids 
is  stated  to  “represent  the  hormones  of  the  entire 
ovary  in  highly  concentrated  form,  associated  with 
the  hormones  of  the  anterior  pituitary  and  with 
phosphorus  in  organic  combination.”  Testacoids  are 
claimed  to  contain  “in  addition  to  the  testicular  hor- 
mones, . . . the  hormones  of  the  prostate  gland 

and  organic  phosphorus.”  The  use  of  these  prepara- 
tions is  irrational  and  dangerous  because  the  char- 
acter of  the  ingredients  and  their  amounts  is  not 
declared.  The  administration  of  organic  phosphorus 
is  not  only  irrational  but  superfluous.  Though  in- 
definite and  semisecret,  the  composition  of  Ovacoids 
and  Testacoids  is  sufficiently  specific  to  place  the 
preparations  in  the  class  of  pluriglandular  mixtures, 
to  the  menace  of  which  the  Council  on  Pharmacy 
and  Chemistry  has  repeatedly  called  attention.  The 
most  important  ingredient  of  Testacoids  is  appar- 
ently a testicular  extract.  Such  preparations  are  not 
accepted  for  New  and  Non-official  Remedies  and  their 
therapeutic  value  has  not  been  demonstrated.  There 
is  nothing  in  the  claimed  composition  of  Testacoids 
to  furnish  a basis  for  the  extensive  claims  made  for 
the  preparation.  (Jour.  A.  M.  A.,  Feb.  5,  1927,  p. 
422). 

Spengler  Treatment  of  Tuberculosis. — The  Speng- 
ler  immune  blood  treatment  of  tuberculosis  is  a 
method  based  on  the  principle  of  passive  immuni- 
zation. In  1908,  Carl  Spengler  announced  his  theory 
that  red  blood  cells  play  an  important  part  in  im- 
munity to  tuberculosis,  immune  substances  being 
contained  within  the  stroma  of  the  erythrocytes  of 
the  resistant  animal.  He  reported  favorable  results 
with  his  preparation  “Spengler’s  I.  K.”  The  method 
has  had  only  small  support.  From  the  published 
reviews  it  may  be  concluded  that  the  method  is  not 
of  value.  (Jour.  A.  M.  A.,  Feb.  5,  1927,  p.  425). 

Ephedrine. — The  Council  on  Pharmacy  and  Chemis- 
try states  that  the  reports  which  have  been  issued 
since  its  first  report  was  published,  warrant  the  ac- 
ceptance of  the  drug  for  New  and  Non-official  Reme- 
dies and  the  recognition  of  acceptable  brands  if  the 
firms  which  market  them  will  agree  to  be  conserva- 
tive in  their  claims.  The  Council  report  is  accom- 
panied by  a report  of  the  A.  M.  A.  Chemical  Labora- 
tory on  the  establishment  of  standards  for  ephedrine 
hydrochloride  and  ephedrine  sulphate.  The  Labora- 
tory’s report  shows  that  the  ephedrine  hydrochloride 
of  the  Abbott  Laboratories  and  of  Burroughs,  Well- 
come & Co.  meet  the  provisional  standards,  but  that 
a pure  sulphate  has  not  yet  been  prepared.  How- 
ever, it  appears  that  the  study  which  is  being  made 
in  the  laboratories  of  Eli  Lilly  & Co.,  gives  promise 
that  a satisfactory  product  will  shortly  be  available. 
The  Council  (1)  endorsed  the  report  of  the  A.  M.  A. 
Chemical  Laboratory  and  provisionally  adopted  the 
submitted  standards  for  ephedrine  hydrochloride; 
(2)  it  admitted  ephedrine  to  New  and  Non-official 
Remedies;  (3)  it  voted  to  accept  the  ephedrine 
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hydrochloride  of  the  Abbott  Laboratories  when  ac- 
ceptable advertising  is  issued;  (4)  it  voted  to  ac- 
cept the  ephedrine  hydrochloride  of  Burroughs,  Well- 
come & Co.,  when  it  is  marketed  in  the  United  States 
and  acceptable  advertising  is  issued;  and  (5)  it  voted 
to  accept  Ephedrine  Sulphate— Lilly  (formerly  called 
“Fedrin”)’  when  the  firm  has  achieved  satisfactory 
standards  and  when  the  advertising  is  found  ac- 
ceptable. (Jour.  A.  M.  A.,  Feb.  12,  1927,  p.  4b2). 

Some  Miscellaneous  Nostrums. — The  A.  M.  A. 
Chemical  Laboratory  reports  the  analysis  of  the  fol- 
lowing: Balzone  Treatment  for  Tuberculosis,  ex- 

ploited by  one  N.  L.  Waelchli,  Denver,  Colorado,  ap- 
peared to  be  essentially  a little  colored  water  into 
which  a few  drops  of  some  volatile  oil,  similar  to 
pine  oil,  was  to  be  dropped,  the  water  brought  to  a 
boil,  and  the  steam  inhaled.  Spray-O-Zone,  exploited 
by  the  Coral  Chemical  Company,  Inc.,  Buffalo,  N.  Y., 
appeared  to  be  essentially  borax  and  potassium 
chlorate  dissolved  in  water.  Boals  Rolls,  exploited 
by  the  Boals  Rolls  Corporation,  New  York  City,  con- 
sisted of  large  tablets  found  to  contain  starch,  figs 
and  phenolphthalein.  Harriet  Hubbard  Ayer's  Face 
Cream,  manufactured  by  Harriet  Hubbard  Ayer,  New 
York,  was  found  to  contain  ammoniated  mercury 
and  zinc  oxide.  (Jour.  A.  M.  A.,  Feb.  12,  1927,  p. 
501). 

The  “Adjusto”  (“Juvenator") . — This  is  another 
indecent  swindle  barred  from  the  mails.  One  G.  R. 
Damiani,  who  seems  to  have  done  business  variously 
under  such  trade  names  as  G.  Lotto,  Olds  Appliance, 
Wisett  Manufacturing  Co.,  and  Sampson  Manufac- 
turing Co.,  all  of  St  Louis,  Mo.,  have  exploited  the 
device  called  the  “Adjusto”  and  the  “Juvenator.” 
Now  a fraud  order  has  been  issued  against  the  Samp- 
son Manufacturing  Company  and  G.  R.  Damiani. 
(Jour.  A.  M.  A.,  Feb.  12,  1927,  p.  501). 

Parathyroid  Extract  and  Lead  Poisoning.  Experi- 
ments  have  been  made  which  indicate  that  parathy- 
roid  extract-collip  mobilizes  from  the  bones  a cer- 
tain amount  of  stored  lead  which  is  readily  available. 
Since  the  amounts  of  lead  excreted  following  this 
treatment  were  far  greater  than  those  obtained  in 
previous  investigations,  when  ammonium  chloride  or 
phosphoric  acid  were  given,  the  method  will  proba- 
bly have  some  therapeutic  value  in  the  treatment  ot 
lead  poisoning.  (Jour.  A.  M.  A.,  Feb.  19,  1927,  p. 
572). 

The  Oritone  Laboratories.— “Oritone,”  an  alleged 
aphrodisiac,  sold  by  the  Oritone  Laboratories,  Kansas 
City  Mo.,  has  been  declared  a fraud  by  the  Post  Office 
authorities.  Like  many  other  nostrums  that  have, 
in  the  past,  been  sold  by  fraudulent  medical  mail- 
order concerns,  Oritone,  according  to  the  govern- 
ment's report,  was  obtained  from  George  A.  Breon 
and  Company,  a concern  that  occasionally  appeals  to 
physicians  in  the  pose  of  a reputable  pharmaceutical 
house  The  formula,  according  to  the  federal  authori- 
ties, was:  gaduol,  1 mm.,  thyroid  substance,  1/12 
gr  lecithin,  Vs  gr.,  suprarenal  substance,  1/5  gr., 
extract  nux  vomica,  1/6  gr.,  pituitary  substance,  1/24 
gr.,  yohimbine  hydrochloride  1/12  gr.  The  evidence 
of  the  federal  authorities  showed  that  the  use  of  the 
drugs  contained  in  Oritone,  either  singly  or  in  com- 
bination, will  not  and  cannot  relieve  or  cure  “lost 
manhood”  or  rejuvenate  the  aged.  (Jour.  A.  M.  A., 
Feb.  19,  1927,  p.  585). 

Medicago  Sativa  and  Medicago  Abrus  Compound. — 
According  to  the  advertising  of  M.  L.  Howe,  In- 
dianapolis, each  tablet  of  Medicago  Sativa  (Howes’) 
is  “equivalent  to  120  gr.”,  presumably  of  Medicago 
sativa.  Each  tablet  of  Medicago  Abrus  Compound 
is  said  to  contain  Abrus  precatorius  2 gr.  and  Medi- 
cago sativa  10  gr.  In  the  price  list,  Medicago  Sativa 


(Howes’)  is  said  to  be  “Tonic,  Aphrodisiac,  Diuretic, 
Galactagogue.  Especially  indicated  in  prostatic 
troubles,  and  cystitis,  or  any  pus  condition  of  the 
genito-urinary  tract,  including  gonorrhea.”  The  ad- 
vertising states  further  that  the  firm  has  reports 
of  its  great  benefit  in  diabetes.  The  firm  further 
states  that  the  combination  contained  in  the  Medi- 
cago Abrus  Compound  gives  a remedy  unsurpassed 
for  diabetes.  Medicago  Sativa  is  a botanical  name 
for  the  plant  that  yields  alfalfa.  Abrus  precatorius 
is  a name  for  Jambul  seed.  The  value  of  “Medicago 
Sativa  (Howes’)”  may  be  estimated  by  the  follow- 
ing from  a report  of  the  Council  on  Pharmacy  and 
Chemistry:  “Alfalfa  is  a good  cattle  feed,  but  only 
nostrum  exploiters  have  suggested  its  use  as  a medi- 
cine for  human  beings.”  Jambul  was  in  vogue  many 
years  ago  as  a remedy  for  diabetes.  It  was  tried, 
found  wanting,  and  relegated  to  the  therapeutic 
scrap  heap.  (Jour.  A.  M.  A.,  Feb.  19,  1927,  p.  588). 

Deterioration  of  Anesthetic  Ether. — According  to 
the  U.  S.  Pharmacopeia  X:  “Ether  to  be  used  for 
anesthesia  must  be  preserved  only  in  small,  well 
closed  containers,  and  is  not  to  be  used  for  this  pur- 
pose, if  the  original  container  has  been  opened 
longer  than  twenty-four  hours.”  The  impurities 
found  in  ether  are  due  to  the  presence  of  air  and 
moisture,  and  the  action  of  daylight,  which  leads 
to  complex  oxidations.  Among  the  products  found 
are  hydrogen  peroxide  and  most  commonly  irritant 
aldehyde.  (Jour.  A.  M.  A.,  Feb.  19,  1927,  p.  588). 

Uselessness  of  Insulin  by  Inunction. — Attempts  to 
give  insulin  by  mouth,  perlingually,  by  duodenal 
tube,  intratracheally,  by  inhalation,  and  by  rectum, 
either  in  solution  or  in  suppositories,  have  given 
results  which  in  the  main  are  either  mechanically 
difficult,  inconclusive,  inconstant,  or  wasteful  of  the 
drug.  An  investigation  has  recently  been  made  to 
decide  whether  insulin  inunctions  would  be  of  any 
value  in  the  treatment  of  human  diabetes.  As  much 
as  1,000  units  of  insulin  dissolved  in  almond  oil 
was  rubbed  for  a period  of  one  hour  into  the  skin 
of  the  abdomen,  chest  and  arms  with  entirely  nega- 
tive results.  Other  vehicles  were  used  with  equally 
negative  results.  On  the  basis  of  this  evidence  the 
conclusion  must  be  that  insulin  inunctions  “are  use- 
less as  a therapeutic  measure.”  (Jour.  A.  M.  A., 
Feb.  26,  1927,  p.  652). 


Book  Announcements 


Report  on  Third  International  Congress  of  Military 
Medicine  and  Pharmacy.  Paris,  April,  1925.  By 
COMMANDER  WILLIAM  SEAMAN  BAINBRIDGE, 
M.  C.,  U.  S.  Naval  Reserve  Forces,  Member  of 
Permanent  Committee,  Delegate  from  the  United 
States.  Reprinted  from  The  Military  Surgeon,  May 
to  August,  1926,  inclusive.  Washington,  D.  C. 
1926.. 

Diseases  of  Women.  By  HARRY  STURGEON 
CROSSEN,  M.  D.,  F.  A.  C.  S.,  Professor  of  Clinical 
Gynecology,  Washington  University  Medical 
School,  and  Gynecologist  in  Chief  to  the  Barnes 
Hospital  and  the  Washington  University  Dis- 
pensary, St.  Louis,  etc.  Sixth  Edition,  revised  and 
enlarged.  St.  Louis.  The  C.  V.  Mosby  Company. 
1926.  Octavo  of  1005  pages,  with  934  engravings, 
including  one  color  plate.  Cloth.  Price,  $11.00. 

Physiology  and  Biochemistry  in  Modern  Medicine. 

By  J.  J.  R.  MACLEOD,  M.  B„  LL.  D.  (Aberd.), 
D.  Sc.  (Tor.),  F.  R.  S.,  Professor  of  Physiology 
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in  the  University  of  Toronto,  Toronto,  Canada; 
formerly  Professor  of  Physiology  in  the  Western 
Reserve  University,  Cleveland,  Ohio.  Assisted  by 
Roy  G.  Pearce,  A.  C.  Redfield,  N.  B.  Taylor,  and 
J.  M.  D.  Olmsted  and  by  others.  Fifth  Edition. 
St.  Louis.  The  C.  V.  Mosby  Company.  1926. 
Octavo  of  1054  pages,  with  291  illustrations,  in- 
cluding nine  plates  in  colors.  Cloth.  Price,  $11.00. 

An  Introduction  to  the  Practice  of  Preventive  Medi- 
cine. By  J.  G.  FITZGERALD,  M.  D„  LL.  D.,  F.  R. 
S.  C.,  Professor  of  Hygiene  and  Preventive  Medi- 
cine and  Director  School  of  Hygiene  and  Con- 
naught Laboratories,  University  of  Toronto.  As- 
sisted by  PETER  GILLESPIE,  M.  Sc.,  C.  E.,  M.  E. 
I.  C.,  Professor  of  Civil  Engineering,  University 
of  Toronto,  and  H.  M.  LANCASTER,  B.  A.  Sc., 
Chief  Dominion  Analyst,  Department  of  Health, 
Canada,  Ottawa,  etc.,  and  Chapters  by  Andrew 
Hunter,  A.  H.  W.  Caulfield,  J.  G.  Cunningham,  and 
R.  M.  Hutton.  Second  Edition.  St.  Louis.  The  C.  V. 
Mosby  Company.  1926.  Octavo  of  792  pages. 
Cloth.  Price,  $7.50. 

Shell  Shock  and  Its  Aftermath.  By  NORMAN  FEN- 
TON, Ph.  D.,  Associate  Professor  of  Psychology, 
Ohio  University;  formerly  at  Base  Hospital  117, 
A.  E.  F.,  and  with  the  National  Committee  for 
Mental  Hygiene,  with  an  Introduction  by  THOMAS 
W.  SALMON,  M.  D.,  Professor  of  Psychiatry,  Colum- 
bia University;  formerly  Senior  Consultant  in 
Neuropsychiatry,  A.  E.  F.,  and  Medical  Director  of 
the  National  Committee  for  Mental  Hygiene.  St. 
Louis.  The  C.  V.  Mosby  Company.  1926.  Octavo 
of  173  pages.  Cloth.  Price,  $3.00. 

The  Normal  Child  and  How  to  Keep  it  Normal  in 
Mind  and  Morals.  Suggestions  for  Parents,  Teach- 
ers and  Physicians;  with  a Consideration  of  the 
Influence  of  Psychoanalysis.  By  B.  SACHS,  M.  D., 
New  York.  Paul  B.  Hoeber,  Inc.,  New  York.  1926. 
Ill  pages.  Price  $1.50. 

Practical  Surgery  of  the  Joseph  Price  Hospital.  By 

JAMES  WILLIAM  KENNEDY,  M.  D„  F.  A.  C.  S„ 
Surgeon  to  the  Joseph  Price  Hospital,  Philadel- 
phia; formerly  in  charge  of  the  Gynecological  and 
Obstetrical  Department  of  the  Philadelphia  Dis- 
pensary, etc.  Philadelphia.  F.  A.  Davis  Company, 
Publishers.  1926.  Octavo  of  861  pages.  Illus- 
trated with  129  original  half-tone  plates.  Some  in 
colors.  Cloth.  Price,  $10.00  net. 

Transfusion  of  Blood.  By  HENRY  M.  FEINBLATT, 
M.  D.,  Assistant  Clinical  Professor  of  Medicine, 
The  Long  Island  College  Hospital,  Brooklyn,  N.  Y. ; 
Author  of  “Clinical  Laboratory  Medicine,”  etc. 
New  York.  The  Macmillan  Company.  1926.  Oc- 
tavo of  137  pages.  Illustrated  by  twenty-four  en- 
gravings. Cloth. 

International  Clinics.  A Quarterly  of  illus- 
trated Clinical  Lectures  and  Especially  Prepared 
Original  Articles  in  all  Branches  of  Medicine  and 
Surgery.  By  Leading  Members  of  the  Medical  Pro- 
fession throughout  the  World.  Edited  by  HENRY 
W.  CATTELL,  M.  D.,  Philadelphia.  VOLUME  IV. 
Thirty-sixth  Series,  1926.  Philadelphia  and  Lon- 
don. J.  B.  Lippincott  Company.  1926.  Octavo 
of  308  pages  with  illustrations.  Cloth. 

Betterment  of  Life  Insurance  Service.  Proceedings 
of  the  Twentieth  Anniversary  Convention  of  The 
Association  of  Life  Insurance  Presidents.  Held  in 
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the  Hotel  Astor.  New  York,  N.  Y.,  December  9 
and  10,  1926. 

Four  Thousand  Years  of  Pharmacy.  An  Outline  His- 
tory of  Pharmacy  and  the  Allied  Sciences.  By 
CHARLES  H.  La  WALL,  Ph.  M„  Phar.  D„  Sc.  D„ 
F.  R.  S.  A.,  Professor  of  Theory  and  Practice  of 
Pharmacy  and  Dean  of  the  Philadelphia  College 
of  Pharmacy  and  Science;  Joint  Editor  of  the 
Seventh  Edition  of  Remington’s  Practice  of  Pharm- 
acy; Member  of  the  Revision  Committee  of  the 
U.  S.  Pharmacopeia,  etc.  Philadelphia  and  Lon- 
don. J.  B.  Lippincott  Company.  Octavo  of  665 
pages,  with  64  illustrations,  mostly  from  original 
sources.  Cloth.  Price,  $5.00. 

The  Specialties  in  General  Practice.  Compiled  by 
FRANCIS  W.  PALFREY,  M.  D„  Instructor  in  Med- 
icine at  Harvard  University.  In  Collaboration  with 
various  authors.  Philadelphia  and  London.  W.  B. 
Saunders  Company.  1927.  Octavo  of  748  pages. 
Cloth.  Price  $6.50  net. 

If  the  welfare  of  the  patient  is  the  ultimate 
ideal  in  the  practice  of  medicine  then  it  seems 
to  us  the  doctor’s  horizon  of  knowledge  should 
he  extended  rather  than  circumscribed,  as 
seems  the  tendency  in  this  era  of  highly  devel- 
oped specialization. 

As  a means  to  this  end  Dr.  Palfrey,  in  col- 
laboration with  fourteen  of  the  leading  teacher- 
specialists  of  Harvard  University  Medical  De- 
partment, has  prepared  an  unusual  book  cover- 
ing the  specialties : Dermatology,  Urology. 
Gynecology,  Eye,  Ear,  Nose,  Throat,  Ortho- 
pedics, Pediatrics,  Psychiatry  and  Surgery — 
an  average  of  sixty-live  pages  to  each  specialty. 

A doctor  may  be  justified  in  refusing  to 
treat  conditions  outside  his  domain  but  the 
patient  is  surely  entitled  to  expect  that  he 
should  have  a reasonable  knowledge  of  the  or- 
dinary afflictions  to  which  humanity  is  subject. 
A pathetic  case  illustrative  of  this  deficiency : 
A woman  past  fifty  years  of  age  was  being 
treated  for  rheumatism ; as  a last  resort  the 
family  physician  advised  a trip  to  Hot 
Springs.  There  a casual  examination  revealed 
an  ordinary  case  of  so-called  flat-foot.  It  is 
not  too  much  to  say  that  any  doctor  should 
he  able  to  recognize  this  condition — at  least 
to  advise  a patient  where  to  go  for  treatment. 

For  the  doctor,  be  he  a general  practitioner 
or  specialist,  who  wants  to  be  helpful  to  his 
patients,  here  is  a book  of  surpassing  merit,  as 
it  embraces  at  least  “what  every  doctor  should 
know.”  h. 

The  Modern  Practice  of  Pediatrics.  By  WILLIAM 
PALMER  LUCAS,  M.  D.,  LL.D.,  Professor  of  Pedi- 
atrics, University  of  California  Medical  School; 
Author  of  “The  Health  of  the  Runabout  Child,” 
“Children’s  Diseases  for  Nurses,”  etc.  New  York. 
The  Macmillan  Company.  1927.  Octavo  of  962 
pages.  Illustrated.  Cloth.  Price  $8.50. 
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Editorial 

Goiters. 

One  may  use  the  plural  in  discussing  this 
subject  because  the  classification  of  goiter  is 
a matter  of  extreme  importance.  Like  many 
other  medical  problems  in  disease,  so  much  has 
been  written,  and  so  many  angles  of  approach 
have  been  taken,  that  the  classification  of 
goiter  disease-entities  has  never  yet  become 
standardized.  In  fact,  the  misunderstanding 
of  the  nature  of  goiters  and  the  causes  of  them, 
has  brought  about  a wide  difference  of  opinion 
in  the  classification  by  various  writers.  But 
for  our  purposes,  at  this  time,  we  shall  turn 
to  Plummer  as  our  referee  and  source  for 
much  that  is  submitted  in  this  column  in  the 
discussion  of  disease  of  the  thyroid  and  the 
use  of  iodin.  Plummer’s  paper  in  the  1925 
Collected  Papers  of  the  Mayo  Clinic,  begin- 
ning on  page  475.  is  the  article  to  which  we 
refer  and  it  is  recommended  to  our  readers. 

The  best  grouping  of  thyroid-disease,  as  we 
understand  it  today,  can  be  obtained  by  classi- 
fying goiters  into  two  general  types:  I.  En- 
demic. and  II.  Exophthalmic;  by  subdividing 
endemic  goiters  into  (1)  diffuse  colloid  and 
(2)  adenomatous;  and,  further  by  grouping 
adenomatous  goiters  into  (a)  those  with  hyper- 
function and  (b)  those  without  hyperfunction. 

Diffuse  colloid  goiter  results  from  storage 
of  an  excess  of  colloid  substance.  Iodin,  being- 
inadequate  for  thyroid  functioning,  with  a 
resulting  deficiency  in  thyroxin  output,  hypo- 
thyroidism is  produced.  This  brings  about  ex- 
traordinary thyroid  action  and  hypertrophy. 
This  alters  the  secretory  processes  of  the  gland 


and  there  results  storage  of  colloid  in  excess 
of  normal.  Iodin.  therefore,  either  relative  or 
absolute,  seems  necessary  for  normal  thyroid 
function  and  its  absence  stimulates  the  depo- 
sition of  colloid,  with  a resultant  hypothyroid- 
ism and  a lower  basal  metabolic  rate.  Colloid 
goiter,  in  majority  of  instances,  occurs  in  lat- 
ter half  of  the  second  decade. 

Adenomatous  goiter  results  from  a sustained 
stimulation  of  the  thyroid  in  conjunction  prob- 
ably with  unknown  factors.  Adenomatous 
goiter  and  nodular  goiter,  used  synonymously, 
either  elaborates  and  puts  out  an  excess  of 
thyroxin  or  stimulates  surrounding  thyroid 
tissue  to  hyperfunction  of  this  substance.  The 
actual  process  is  not  known  but  it  is  sup- 
posed that  adenomatous  tissue  is  characterized 
bv  over-function  of  thyroxin. 

The  evolution  of  adenomatous  goiter  reaches 
back  in  colloid  goiter,  oftentimes.  Compen- 
sating ultimately,  adenomatous  tissue,  at  first, 
elaborates  and  stores  colloid : later,  in  the  lat- 
ter half  of  the  third  decade  becomes  hyper- 
functional in  the  production  of  thyroxin.  Only 
5 per  cent,  for  instance,  adenomatous  thyroids 
in  the  Mayo  Clinic,  are  under  thirty  years  of 
age;  although  there  may  have  been  thyroid 
enlargement  observed,  for  some  years  prior  to 
this  period— conceivable  during  colloid  era. 

Hyperthyroidism  of  adenomatous  goiter  is 
probably  due  to  an  excess  of  the  normal  active 
agent  of  the  thyroid  in  body  tissues:  because 
the  early  signs  are  those  merely  of  an  eleva- 
tion of  metabolism.  These  reactions  disappear 
promptly,  in  three  weeks  after  an  enucleation 
of  adenoma : like  reactions  are  noted  follow- 
ing administration  of  desiccated  thyroid  or 
thyroxin  in  normal  persons. 

Exophthalmic  goiter  results  from  an  inten- 
sive stimulation  of  an  unknown  origin,  pri- 
marily of  a normally  functioning  thyroid. 
This  produces  a diffuse  hypertrophy,  capable 
of  an  abnormal  amount  of  thyroxin  elabora- 
tion: “under  this  unknown  stimulation,  acini, 
which  are  possibly  more  or  less  new,  develop.  ' 
But  this  is  distinguishable  and  different  from 
adenomatous  tissue  “frequently  present  before 
the  onset  of  exophtholmic  goiter.”  In  the 
Mississippi  Valley,  where  incidence  of  en- 
demic goiter  is  high,  30  per  cent  of  exophthal- 
mic goiters  are  superimposed  on  adenomatous 
goiters.  Much  speculation  has  arisen  over  the 
effort  to  discover  the  nature  of  this  unknown 
factor  in  exophthalmic  goiter.  This  unknown 
factor  probably  produces  the  ocular  signs,  the 
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nervous  phenomena  and  the  crises  of  the  dis- 
ease. 

The  hypothesis,  that  these  characteristic 
symptoms  of  exophthalmic  goiter  are  due  to 
an  abnormal  agent,  in  addition  to  a total  and 
relatively  normal  secretion  of  the  gland,  is  the 
one  which  assumes  the  incomplete  iodized 
thyroxin  molecule  to  be  elaborated  and  driven 
from  the  over  stimulated  gland.  It  appears 
then,  to  restate  the  theory  that  an  unknown 
stimulation  produces  hyperplasia  of  thyroid 
cells;  that  this  enlarged  thyroid  produces  thy- 
roxin plus  an  abnormal  product;  that  these, 
total  and  relative  amounts  of  thyroxin  and  the 
abnormal  product,  delivered  from  the  thyroid, 
are  determined  by  the  intensity  of  thyroid 
stimulation  of  iodin  supply  and  compensatory 
functional  accomplishments  of  the  thyroid 
gland  itself. 

Thus  the  exophthalmic  goiter  produces  an 
exces's  amount  of  thyroxin  which,  in  turn, 
brings  about  an  increase  of  basal  metabolic 
rate;  it  also  produces  in  connection  with  the 
stimulation  of  goiter  cells  an  unknown  agent 
(ma}^  be,  an  incompletely  iodized  thyroxin 
molecule)  which,  coincidentally,  excites  certain 
specific  ocular  and  nervous  symptoms.  The 
alternations  of  exacerbations  and  remissions  in 
these  symptoms  are  attributed  to  fluctuations 
in  elaborations  of  this  unknown  perverted  thy- 
roid secretion.  The  basal  metabolism  curve 
may  run  parallel  with  these  exacerbations  of 
specific  symptoms,  but  it  may  not.  This  is 
explained  on  the  two  product  theory  in  the 
etiology  of  exophthalmic  goiter  by  varying 
intensity  of  thyroid  stimulation,  through  the 
iodin  supply,  through  the  fatigue  or  compensa- 
tion in  function  of  thyroid,  as  well  as  through 
unknown  conditions. 

Iodin  Administration  in  Goiters. 

In  view  of  the  foregoing  observations  on 
goiters  of  several  classes,  all  of  which  have 
relation  to  iodine  utilization  in  the  production 
of  thyroid  secretion  (thyroxin),  so  essentially 
connected  with  body  metabolism,  energization, 
and  well-being,  it  appears  not  unwise  to  com- 
ment briefly  upon  the  administration  of 
iodin  in  each  of  the  types  of  goiter;  endemic 
and  exophthalmic.  There  are  definite  bene- 
fits to  be  derived  in  iodin  administration  in 
some  ways;  and  there  are,  contrary- wise,  harm- 
ful effects  produced  in  iodin  administration  in 
other  ways.  In  1914,  1917'  and  1918,  Kendall 
separated,  determined  and  proved  the  chemical 


formula  of  the  active  agent  of  the  thyroid, 
and  called  it,  thyroxin.  Thyroxin  is  by  weight 
65  per  cent  iodin.  Thyroid  receives  its  iodin 
from  the  blood  and  elaborates  thyroxin.  The 
thyroid  delivers  thyroxin  to  the  blood  for  dis- 
tribution in  the  body  cells;  where  it  performs 
its  catalytic  function  in  metabolism.  Thy- 
roxin, in  normal  persons,  is  hence  active  in  all 
the  cells  of  the  body;  it  hastens  the  rate  “of 
formation  of  a quantum  of  potential  energy 
available  for  transformation  on  excitation  of 
cells”.  The  average  normal  person  has  about 
14  mg.  of  thyroxin,  but  thyroid  delivers  only 
approximately  0.33  mg.  of  thyroxin  daily. 
There  probably  exists  here,  as  in  all  other  or- 
gans, a wide  margin  of  reserve  and  powers  of 
compensation. 

The  state  of  hypothyroidism  stimulates  thy- 
roid cells  to  produce  thyroxin  and  intensive 
thyroxin  manufacture  is  instituted  and,  unless 
an  adequate  iodin  supply  is  forthcoming,  thy- 
roid cell  function  is  strained.  Diffuse  hyper- 
trophy of  cells  results.  Upon  such  a general 
thyroid  stress  as  hereby  brought  about,  patho- 
logic changes  follow,  resulting  early  in  col- 
loid deposit,  later  in  adenomatous,  and  exoph- 
thalmic goiters.  Each  goiter  sets  up  a train 
of  symptoms  as  displayed  by  a low  basal  meta- 
bolic rate  and  myxedema,  of  colloid  goiter;  in 
high  metabolic  rate  and  nervousness,  and  struc- 
tural changes  of  adenomatous  (toxic)  goiter; 
in  high  metabolic  and  low  metabolic  rates,  with 
specific  ocular  and  nervous  syndromes,  and 
crises  of  exophthalmic  goiter. 

Iodin  in  Colloid  Goiter. 

Iodin  administration  hence  plays  a telling 
part  in  the  prevention  and  alleviation  of  early 
and  primary  colloid  enlargement.  In  colloid 
goiter,  with  its  deficiency  of  thyroxin  output, 
iodin  is  helpful  and  curative.  Iodin  treatment 
in  goiter  dates  back  to  ancient  history,  for 
its  use  in  enlarged  thyroid  cases  had  been 
found  efficacious.  Reduction  in  size  and  dis- 
appearance of  goiter,  during  and  following  its 
use,  had  warranted  the  opinion  that  it  was 
curative.  But  no  adequate  discrimination  had 
been  made.  Some  enlarged  thyroid  cases  it 
was  noted  were  not  improved ; some  appeared 
to  be  made  worse  following  its  prolonged  use. 
The  conflicting  results  made  for  confusion  and 
iodin  was  considered  an  unreliable  therapeu- 
tic agent.  This  occurred  because  of  a failure 
to  understand  the  types  and  pathogenesis  of 
the  thyroid  enlargement.  It  was  this  differ- 
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entiation,  that  the  work  of  Plummer,  Kendall, 
Marine  and  Kimball,  McCarty  and  others 
clarified  and  placed  iodin  therapy  in  goiter  on 
a more  rational  basis. 

Iodin  in  Adenomatous  Goiter. 

Plummer  says  on  this  subject,  "I  am  still  of 
the  opinion  that  administration  of  iodin  causes 
adenomatous  thyroids  to  hyperfunction.”  He 
further  says  that  the  treatment  of  hyperfunc- 
tioning adenomatous  thyroids  is  essentially  sur- 
gical. On  these  two  statements  one  may  rest 
the  case  of  nodular  (toxic)  adenomatous  thy- 
roid. But  the  question  of  mixed  colloid,  and 
adenomatous  hyperfunctioning,  thyroid  and 
the  use  of  iodin  can  only  be  settled  by  a care- 
ful diagnostic  inquiry  in  basal  metabolic  rate. 
It  is  very  likely  true  that  some  colloids,  which 
are  beyond  the  adolescent  stage,  mixed  with 
adenomatous  pathology,  are  stimulated  to 
hyperfunction  by  the  over-use  of  iodin.  In 
this  way  an  innocent  thyroid  may  be  made 
toxic. 

In  no  period  of  life  is  there  needed  a more 
careful  diagnostic  inquiry  in  all  goiter  cases 
than  in  the  second  and  third  decade.  Adeno- 
matous goiter  producing  an  excess  of  thyrox- 
in, shows  an  increased  metabolic  rate.  Iodin 
in  these  cases  is  extremely  harmful.  In  all 
adenomatous  goiters,  basal  metabolism  is 
needed  to  aid  in  determining  the  fact  whether 
or  not  there  is  already  hyperfunction. 

After  all.  adenomatous  goiter  is  essentially 
a surgical  condition. 

Iodin  in  Exophtholmic  Goiter. 

Plummer  believes  that,  iodin  has  a place 
here.  Iodin  and  surgery  work  best  together 
in  these  cases.  He  gives  iodin  in  large  doses. 
The  use  of  iodin  has  decreased  the  surgical 
mortality  from  approximately  3.5  per  cent  to 
approximately  1 per  cent. 

Iodin  goes  hand  in  hand  with  surgery  or,  at 
least,  it  should  be  administered  in  large  doses 
before  surgery  in  order  to  best  prepare  the 
patient  and  afterwards  in  order  to  best  pro- 
tect the  patient  from  recurrence  of  specific 
symptoms.  One  may  well  read  Plummer’s 
studies  on  thus  subject  and  may  do  well  to  re- 
ceive his  arguments,  therein  laid  down,  with 
due  credence. 


A good  traffic  rule  on  the  road  of  life : 
when  you  meet  temptation. 

Turn  to  the  right. 


News  Notes 

Home  for  Richmond  Academy  of  Medicine. 

How  long  the  Richmond  Academy  of  Medi- 
cine has  been  in  existence  is  not  known.  There 
is.  however,  a letter  extant,  written  in  1818, 
in  which  the  writer,  a young  physician,  tells 
his  correspondent  that  lie  hopes  to  be  admitted 
to  membership  in  a body  of  that  name  shortly. 

So  far  as  this  writer  is  aware,  no  records  of 
the  organization  prior  to  1890,  exist;  but  he 
has  been  informed  that  some  years  previous  to 
that  date,  a schism  occurred,  the  seceding  mem- 
bers forming  the  Richmond  Medical  and  Sur- 
gical Society.  Early  in  1890,  the  breach  was 
healed,  the  Richmond  Academy  of  Medicine 
and  Surgery  being  the  result.  In  1923,  the 
original  title,  the  Richmond  Academy  of  Medi- 
cine, was  re-assumed:  and  in  February,  1927. 
the  organization  ivas  incorporated  under  the 
laws  of  Virginia,  the  incorporators  being  Drs. 

J.  Allison  Hodges.  Fred  M.  Hodges,  C.  C. 
Coleman.  A.  Murat  Willis,  Stuart  Michaux, 
Mark  TV  Peyser,  James  H.  Smith.  James  K. 
Hall  and  Stuart  McGuire. 

The  curious  one,  browsing  among  the  records 
from  1890  to  the  present  time,  would  be  struck 
by  the  fact  that  every  president  nursed  the 
hope  that  the  Academy  would  soon  own  a 
home.  The  frequent  change  in  meeting-place 
was  unsettling  and,  consequently,  no  matter 
how  interesting  were  the  programs,  the  attend- 
ance decreased  and  members  lost  interest.  An- 
other and  potent  factor  contributing  to  the 
decrease  in  attendance  was  the  formation  of 
the  staff  clubs  of  the  various  hospitals. 

At  times  the  hope  of  a home  almost  was 
realized.  Various  committees  selected  sites 
that  even  today  would  be  almost  ideal : but  even 
then,  though  the  price  of  real  estate  was  very 
low  as  compared  with  what  obtains  at  present, 
the  necessary  amount  was  never  forthcoming. 

It  was  not  until  Dr.  Joseph  L.  Miller,  of 
Thomas.  West  Virginia,  of  Virginia  parentage, 
and  a graduate  of  the  old  University  Col- 
lege of  Medicine,  offered  his  library  and  collec- 
tion of  medical  antiquities  on  condition  that 
their  housing  be  fireproof,  that  a few  lovers 
of  books,  notably  Drs.  James  H.  Smith.  James 

K.  Hall  and  Wyndham  Blanton,  after  viewing 
the  rare  and  magnificent  tomes,  returned  and, 
like  the  spies  out  of  Canaan,  told  in  glowing 
words  of  the  wonders  they  had  seen.  Their 
enthusiasm  was  infectious;  the  Board  of 
Trustees  recommended  acceptance  of  the  gift 
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and  the  erection  of  a fireproof  building  to 
house  it.  The  Academy  accepted  the  recom- 
mendation, and  a committee  on  library,  with 
Dr.  Stuart  McGuire  as  chairman,  was  ap- 
pointed. So  active  has  this  committee  been, 
that  nearly  two-thirds  of  the  amount  necessary 
has  been  subscribed,  and  plans  providing  for 
a library  room,  committee  rooms,  lockers,  and 
all  other  things  that  go  to  make  such  a build- 
ing complete,  are  being  drafted. 

The  site  chosen  is  at  the  northeast  corner  of 
Twelfth  and  Clay  Streets,  facing  fifty  feet  on 
Clay  and  sixty  feet  on  Twelfth  Street.  An 
auditorium  and  library  building  in  harmony 
with  the  Academy’s  home  will  be  erected  ad- 
jacent to  and  connecting  with  it,  by  the  Medi- 
cal College  of  Virginia,  the  two  forming  a 
whole;  and  it  is  hoped  that  the  group  will  be 
ready  for  occupancy  within  eighteen  months. 

The  home  will  face  the  Confederate  Museum, 
the  former  White  House  of  the  Confederacy. 
Across  Twelfth  Street  is  the  main  building  of 
the  Medical  College  of  Virginia,  and  diagon- 
ally opposite  is  the  handsome  structure  of  the 
Juvenile  and  Domestic  Relations  Court.  Other 
public  buildings  in  the  neighborhood  are  the 
Valentine  Museum,  the  Virginia  Mechanics 
Institute  and  the  Sheltering  Arms  Hospital, 
all  forming  a sort  of  civic  center. 

Certain  it  is  that  through  pride  of  owner- 
ship, the  Academy’s  usefulness  will  be  height- 
ened, its  attendance  will  be  increased  and  mem- 
bership therein  will  be  more  highly  valued; 
and  its  unique  library  and  collection  of  medi- 
cal antiquities  will  be  a Mecca  for  those  who 
have  the  love  of  books  in  their  hearts. 

Mark  W.  Peyser. 
Councilor  in  Seventh  District. 

Dr.  B.  B.  Dutton,  Winchester,  Va.,  has  been 
appointed  a member  of  the  Executive  Council 
of  the  Medical  Society  of  Virginia  from  the 
Seventh  Congressional  District,  to  succeed  Dr. 
Walter  Cox,  deceased. 

American  Medical  Association. 

In  slightly  over  a month,  the  American 
Medical  Association  is  to  hold  its  annual  meet- 
ing in  Washington,  D.  C.  It  should  be  a great 
occasion  for  Virginia  physicians  and  we  count 
on  a large  attendance  from  this  State.  It 
being  impossible  for  us  to  entertain  this  Asso- 
ciation on  account  of  its  large  attendance,  our 
doctors  should  consider  it  a privilege  for  it 
to  meet  practically  at  our  doors  and  should 
make  an  effort  to  attend  as  many  of  the  ses- 
sions as  possible,  to  imbibe  some  of  the  en- 


thusiasm to  be  derived  from  such  meetings  as 
well  as  to  attend  the  various  sections  in  which 
they  may  be  interested. 

In  addition  to  the  usual  scientific  and  busi- 
ness sessions,  there  will  be  entertainments  and 
sight-seeing.  The  American  Medical  Golfing 
Association  is  also  planning  a tournament  and 
any  male  fellow  of  the  American  Medical  As- 
sociation is  privileged  to  join  the  Golfing  As- 
sociation. Applications  for  enrollment  and 
entries  to  play  should  be  sent  to  the  Business 
Secretary,  Dr.  John  L.  Walter,  1507  Hunman 
Avenue,  Evanston,  111.,  before  formal  entries 
close  May  1.  After  that,  they  should  be  sent 
to  Dr.  W.  J.  Cusack,  1849  Kalorama  Road, 
Northwest,  Washington,  D.  C. 

The  Walter  Reed  Memorial  Commission  of 
the  Medical  Society  of  Virginia, 

At  a meeting  held  in  Richmond,  early  in 
April,  adopted  a resolution  empowering  its 
chairman,  Dr.  E.  C.  S.  Taliaferro,  of  Norfolk, 
to  appoint  local  chairmen  in  the  various  sec- 
tions of  the  State  to  raise  $2,500  for  the  resto- 
ration and  fencing  in  of  Belroi,  home  of  Wal- 
ter  Reed  in  Gloucester  County,  Virginia.  The 
Medical  Society  of  Virginia,  at  its  meeting 
last  Fall,  appropriated  money  for  the  pur- 
chase of  this  home  and  the  deed  has  been  re- 
corded and  properly  transferred  to  the  Com- 
mission but  the  house  is  in  urgent  need  of  re- 
pairs on  account  of  disintegration  from  time 
and  souvenir  hunters. 

Meeting  in  Washington. 

The  Walter  Reed  Memorial  Commission  will 
have  a general  meeting  in  Washington,  dur- 
ing the  meeting  of  the  American  Medical  As- 
sociation. At  this  meeting  will  be  representa- 
tives from  the  various  State  medical  societies, 
to  discuss  ways  and  means  of  raising  Binds 
for  an  endowment  in  honor  of  Walter  Reed. 
May  Day — Child  Health  Day — 

Will  be  celebrated  in  nearly  every  commun- 
ity in  Virginia  some  time  during  the  month 
of  May.  Governor  Byrd  has  issued  a procla- 
mation to  this  effect  and  school  teachers,  health 
officers  and  others  interested  in  the  welfare  of 
children  will  assist,  that  this  old  Spring  Festi- 
val may  be  used  to  measure  the  gifts  of  health 
and  happiness  of  the  children  of  this  State. 

Last  year,  sixtv-three  counties  and  fifteen 
cities  had  celebrations  varying  from  the  indi- 
vidual school  festival  to  the  county  or  city- 
wide event.  It  is  hoped  this  year  that  prac- 
tically every  community  in  the  State  may  par- 
ticipate in  the  celebration  sometime  during  the 
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month  of  May.  On  page  52  in  this  issue  of 
the  Monthly  we  are  publishing  an  article 
about  the  five-point  child  and  Child  Health 
Day.  Other  suggestive  material  for  the  cele- 
bration may  be  obtained  from  Dr.  Mary  E. 
Brydon,  of  the  State  Board  of  Health,  Rich- 
mond, Ya. 

Hygienic  Exposition  and  Medical  Congress 

In  Warsaw. 

From  May  30th  through  June  4th.  there 
will  take  place  in  Warsaw,  Poland,  the  Fourth 
International  Congress  of  Military  Medicine 
and  Pharmacy  in  conjunction  with  the  Inter- 
national Hygienic  Exposition,  which  xvi  11  be 
held  from  May  30th  through  June  20,  1927. 
The  Richmond  Pediatric  Society, 

At  its  regular  meeting,  March  31,  elected 
the  following  officers  for  the  ensuing  year : 
President.  Dr.  Howard  Urbach;  vice-president. 
Dr.  Basil  B.  Jones;  secretary-treasurer,  Dr. 
W.  Ambrose  McGee.  At  this  meeting,  papers 
were  read  by  Drs.  Thomas  I).  Jones  and 
James  B.  Stone. 

Address  Future  Farmers. 

At  the  father-son  banquet  of  the  Courtland 
(Ya.)  Farm  Sprouts,  the  latter  part  of  March. 
Drs.  R.  L.  Raiford,  of  Sedley,  and  W.  T.  Mc- 
Lemore,  of  Courtland,  were  among  those  who 
gave  short  talks. 

Dr.  E.  L„  Kendig  to  Run  for  Senate. 

It  is  announced  that  Dr.  E.  L.  Kendig,  of 
Victoria,  at  present  State  senator  from  the 
Ninth  Senatorial  District,  will  be  up  for  re- 
nomination in  the  August  primary. 

Dr.  and  Mrs.  R.  T.  Givens, 

Of  Glen  Wilton,  Ya.,  were  recent  visitors  in 
Richmond,  at  which  time  Dr.  Givens  was  a 
delegate  to  the  Educational  Conference  held 
here. 

Married. 

Dr.  Charles  Perry  Howze,  of  Danville,  Ya., 
and  M iss  Hannah  Morris  Keith,  of  Fairfax, 
Ya..  March  19th. 

Dr.  S.  E.  Hughes,  Jr.,  Danville,  Ya..  and 
Miss  Sarah  Hall,  of  Onancock,  Ya.,  March  19. 
Post-Graduate  Clinics. 

The  first  of  a proposed  series  of  post-gradu- 
ate clinics  will  be  held  at  the  University  of 
Virginia  Hospital,  Charlottesville,  Virginia, 
on  Thursday,  Friday  and  Saturday,  April  28. 
29  and  30,  1927.  The  clinics,  which  will  be 
devoted  chiefly  to  diagnosis,  will  be  given  by 
members  of  the  Medical  Faculty  of  the  Uni- 
versity of  Virginia.  The  last  day,  Saturday, 
will  be  given  over  to  the  Virginia  Society  of 


[April, 

Otolaryngology  and  Ophthalmology,  which 
meets  there  at  that  time. 

All  members  of  the  medical  profession  are 
cordially  invited  to  attend.  A detailed  pro- 
gram of  the  meeting  will  be  mailed  to  the  phy- 
sicians of  the  State. 

Badges  Used  to  Stimulate  Diphtheria  Im- 
munization. 

The  California  State  Board  of  Health  an- 
nounces through  a recent  Bulletin  that  the  city 
health  officer  of  San  Francisco  adopted  the 
policy  of  giving  a bright  colored  button  as  a 
badge  to  each  child  who  has  received  the  three 
doses  of  toxin-antitoxin,  as  a means  of  stimu- 
lating enthusiasm  in  diphtheria  immunization. 
The  bright  colored  button  appeals  to  the  chil- 
dren and  its  use  by  some  has  developed  a 
strong  desire  for  ownership  in  others. 
Hospital  Clinical  Congress  of  North  America. 

Marquette  University  College  of  Hospital 
Administration  has  announced  plans  for  the 
holding  of  the  Hospital  Clinical  Congress  of 
North  America  the  week  of  June  20th  to  24th 
inclusive,  in  Milwaukee. 

The  Rev.  C.  B.  Moulinier,  regent  of  the  Col- 
lege of  Hospital  Administration,  states  that 
Marquette  University  has  been  working  for 
some  time  preparing  for  the  congressional  ex- 
position. The  plan  is  to  set  up  in  the  Audi- 
torium in  Milwaukee  complete  working  exhib- 
its of  modern  hospital  equipment  and  demon- 
strate their  use  under  actual  conditions.  It 
will  be  the  first  attempt  to  institute  a ‘‘work- 
ing*' clinic,  demonstrating  the  most  modern 
advances  in  hospitalization. 

There  will  be  four  distinct  departments: 
Hospital,  Public  Health,  Safety  and  Research. 
The  Congress  will  be  vitally  interesting  to  all 
persons  interested  in  hospitalization.  Many  of 
the  most  prominent  medical  and  hospital  lead- 
ers in  the  country  will  be  in  Milwaukee  for 
this  Congress. 

Saving  Children  from  Diphtheria. 

New  Haven,  Conn.,  seems  to  have  found  a 
pleasant  and  effective  way  to  spread  the  gos- 
pel of  diphtheria  prevention.  The  health  offi- 
ce]- sends  to  each  baby  in  the  city  on  his  first 
birthday  a pretty  birthday  card,  with  a letter 
to  the  parents  calling  attention  to  the  im- 
portance of  protecting  the  child  against  diph- 
theria. The  city  reported  but  one  death  from 
the  disease  during  1926. 

In  this  connection,  the  Metropolitan  Life 
Insurance  Company  reports  for  the  year  1926 
a new  low  death  rate  for  diphtheria  among 
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its  policyholders.  It  asserts  that  there  is  no 
good  reason  why  the  mortality  from  this 
scourge  of  childhood  should  not  continue  to 
decrease  until  it  becomes  negligible. 

Dr.  S.  G.  Miller, 

Of  the  class  of  ’25,  Medical  College  of  Vir- 
ginia, upon  completion  of  his  service  at  the 
Chesapeake  and  Ohio  Hospital,  at  Clifton 
Forge,  Va.,  located  at  Bacova,  Va.,  where  he 
is  physician  for  the  Tidewater  Hardwood  Cor- 
poration. 

The  Virginia  Society  of  Oto-Laryngology 

and  Ophthalmology 

Will  hold  its  annual  meeting  in  Charlottes- 
ville, April  30,  1927,  under  the  presidency  of 
Dr.  C.  M.  Miller,  of  Richmond.  Dr.  Fletcher 
D.  Woodward,  of  Charlottesville,  is  secretary- 
treasurer.  This  society  now  numbers  about 
eighty  members  and  the  officers  are  anxious  to 
have  all  Virginia  doctors  eligible  for  member- 
ship join  them.  An  interesting  program  is 
being  arranged.  Dr.  J.  W.  Jervey,  of  Green- 
ville, S.  C.,  is  among  the  invited  guests. 

Dr.  S.  P.  Hileman, 

Recently  of  Lexington,  Va.,  is  now  located 
at  Millboro,  Va. 

The  American  Surgical  Association 

Will  hold  its  annual  meeting  in  Richmond, 
on  May  12,  13  and  14.  Dr.  Harvey  Cushing, 
Boston,  is  president,  and  Dr.  Robert  Green- 
ough,  Boston,  secretary.  This  society  has  a 
membership  of  about  one  hundred  and  fifty 
members  and  a lax-ge  number  of  these  are  ex- 
pected at  the  Richmond  meeting. 

Relationship  of  the  Physician  to  the  Public. 

A Primer  on  this  subject  was  issued  by  the 
Journal  of  the  Medical  Society  of  New  Jersey 
early  this  year.  It  is  in  the  form  of  a “shorter 
catechism”  on  medicine  and  is  both  interesting 
and  instrxxctive.  The  Journal  is  to  be  con- 
gratulated on  its  excellent  exposition  of  this 
subject. 

Doctors  Interested  in  Rappahannock  Valley, 

Inc. 

At  the  meeting  of  the  Rappahannock  Valley, 
Inc.,  at  Tappahannock,  Va.,  the  latter  part  of 
March,  the  following  doctors  were  among  those 
selected  as  directors:  Dr.  H.  A.  Tabb,  Glou- 
cester; Dr.  J.  H.  Lowe,  Welcome,  and  Dr.  F. 
W.  Lewis,  Morattico. 

Protecting  Babies  From  Blindness. 

About  sixteen  years  ago  physicians  in  this 
country  began  the  general  practice  of  dropping 
a medicinal  solution  in  the  eyes  of  new-born 
babies  in  oi’der  to  prevent  ophthalmia  neona- 


torum, or  blindness  resulting  from  eye  infec- 
tion at  birth.  The  treatment  is  proving  effec- 
tive, for  while  25  years  ago  one  of  every  three 
children  in  the  schools  for  the  blind  in  the 
United  States  was  blind  from  this  cause,  in 
1926  the  proportion  had  been  reduced  to  about 
one  out  of  every  ten. 

As  an  indication  of  the  success  which  may 
follow  special  efforts  by  the  health  authorities, 
Maryland’s  two  State  schools  for  the  blind  re- 
ported not  a single  pupil  admitted  in  1925 
who  was  blind  from  this  type  of  eye  infection. 
The  State  has  made  the  disease  reportable,  like 
diphtheria  or  smallpox,  and  its  board  of  health 
supplies  the  preventive  solution  to  physicians 
free  of  charge. 

Child-Bearing  Need  Not  Be  a Dangerous  Oc- 
cupation. 

The  New  York  Maternity  Center  Associa- 
tion takes  care  of  pregnant  women,  and  last 
year — 1926 — it  was  so  successful  in  this  work 
that  not  a single  one  of  the  2,000  mothers  cared 
for  died  as  the  result  of  childbirth.  If  this 
group  had  shown  the  same  maternal  death 
rate  as  that  for  the  city  in  general,  8 or  more 
of  the  2,000  would  have  lost  their  lives.  The 
association  formerly  gave  care  exclusively  to 
poor  women,  but  last  year  it  offered  its  services 
to  mothers  of  the  professional  and  salaried 
classes  and  nearly  200  such  mothers  took  ad- 
vantage of  them. 

Dr.  Conway  Hiden, 

Recently  resident  obstetrician  and  gynecolo- 
gist at  the  University  of  Virginia  Hospital, 
left  April  the  1st  for  Kentucky,  whei'e  he  went 
to  accept  a position  as  surgeon  to  the  Consoli- 
dation Coal  Company  with  offices  at  Burdine, 
Ivy. 

Virginia  Working  to  Banish  Diphtheria. 

During  the  last  six  months  of  1926,  moi’e  than 
35,000  children  in  this  State  were  immunized 
against  diphtheria,  according  to  the  State 
Board  of  Health,  and  a special  drive  for  pro- 
tecting the  children  is  being  undei’taken  by 
the  Board,  this  year.  For  the  first  two  and  a 
half  months  this  year,  the  number  of  conx- 
pleted  immunizations  was  more  than  half  of 
the  total  of  last  year.  County  medical  socie- 
ties and  civic  organizations  all  over  the  State 
are  becoming  interested  in  this  protective  work 
and  are  aiding  public  health  authorities  in 
organizing  and  conducting  clinics,  so  that  great 
advance  in  this  work  is  counted  on  during 
1927. 
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Dr.  and  Mrs.  Victor  C.  Vaughan, 

Of  Michigan,  have  been  on  a visit  to  their 
son  and  daughter-in-law,  Dr.  and  Mrs.  Warren 
Vaughan,  Richmond.  Dr.  Vaughan,  for  many 
years  dean  of  the  Medical  School  of  the  Uni- 
versity of  Michigan,  but  more  recently  a di- 
rector of  the  National  Research  Council,  has 
only  recently  returned  from  the  Orient.  While 
in  Japan,  he  attended  the  Pan-Pacific  Scien- 
tific Congress  as  representative  of  the  Depart- 
ment of  State  of  the  United  States  and  of 
several  national  organizations. 

Dr.  T.  H.  Massey, 

Recently  of  Suffolk,  Va.,  has  located  in 
Smithfield,  Va. 

The  American  Association  for  the  Study  of 

Allergy 

Is  to  hold  its  fifth  annual  meeting  in  Wash- 
ington, D.  C.,  May  16  and  IT — the  first  two 
days  of  the  meeting  of  the  American  Medical 
Association— with  headquarters  at  the  Wash- 
ington Hotel.  Dr.  Karl  Iv.  Koessler,  of 
Chicago,  is  president,  and  Dr.  Albert  H.  Rowe, 
of  Oakland,  Calif.,  is  secretary-treasurer.  An 
interesting  program  has  been  arranged  and  a 
subscription  dinner  will  be  had  on  the  evening 
of  the  16th,  at  which  time  Dr.  Arthur  F.  Coca, 
of  New  York  City,  will  be  the  speaker.  All 
physicians  interested  in  the  subject  of  allergy 
are  invited  to  attend  the  daily  sessions  and  to 
be  present  at  the  dinner.  Reservations  for  the 
dinner  may  be  made  through  the  secretary, 
Dr.  Albert  Id.  Rowe,  242  Moss  Avenue,  Oak- 
land, Calif.  A check  of  $4.00  for  the  dinner 
should  accompany  each  reservation. 

This  association  has  only  a small  number  of 
Southern  doctors  in  its  membership  at  pres- 
ent. The  members  in  this  section  are  Dr.  War- 
ren T.  Vaughan,  of  Richmond  and  Drs.  Harry 
S.  Bernton  and  Grafton  T.  Brown,  of  Wash- 
ington. I).  C. 

Care  of  New  York’s  Crippled  Children. 

New  York  has  recently  organized  a crippled 
children’s  bureau  in  its  State  department  of 
education.  This  bureau  is  to  maintain  a reg- 
ister of  all  physically  handicapped  children 
(not  including  the  deaf  and  the  blind)  and  to 
devise  a plan  of  co-operation  among  children’s 
court  judges,  county  officials,  local  school  au- 
thorities, private  and  public  agencies,  and  par- 
ents. On  the  order  of  the  children’s  court,  the 
counties  are  to  be  chargeable  with  the  cost  of 
the  physical  care  and  education  of  such  chil- 
dren, but  they  will  be  reimbursed  by  the  State 
for  one-half  such  expenditure  if  the  order  is 
approved  by  the  State  commissioner  of  health. 


“Sun-Babies”. 

The  Federal  Children’s  Bureau  sometimes 
presents  in  the  popular  form  of  a “movie”  the 
practical  lessons  learned  during  a long  and 
painstaking  investigation.  Its  latest  film  is 
called  “Sun-Babies”,  in  which  a number  of  at- 
tractive toddlers  do  their  “stunts”  before  the 
camera  and  show  how  Father  Sun  with  his 
bright  rays  can  straighten  rickety  legs  and 
arms  and  backs  which  have  become  weak  and 
curved  because  of  poor  food  and  lack  of  sun- 
light. And  these  interesting  youngsters  are 
no  Hollywood  heroes,  but  just  ordinary  chil- 
dren who  wei’e  treated  during  a three-year 
study  of  rickets  in  New  Haven,  Conn.  The 
picture  tells  graphically  how  the  mother  can 
give  her  baby  sun  baths  whether  she  lives  in 
a city  apartment,  in  the  suburbs,  or  on  a farm. 
The  terms  on  which  the  film  may  be  loaned 
or  purchased  can  be  learned  on  application  to 
the  U.  S.  Children’s  Bureau,  Washington, 
D.  C. 

The  Virginia  State  Dental  Association 

Is  to  hold  its  fifty-eighth  annual  meeting  at 
Virginia  Beach,  Va.,  May  9,  10  and  11,  with 
headquarters  at  the  new  Hotel  Cavalier.  Dr. 
W.  N.  Hodgkin,  of  Warrenton,  is  president, 
and  Dr.  A.  M.  Wash,  of  Richmond,  is  secre- 
tary-treasurer. An  interesting  program  to  in- 
clude both  papers  and  clinics  has  been  ar- 
ranged. 

Dr.  E.  W.  Peery, 

Formerly  of  Lynchburg,  Va.,  will  reside  in 
Florida  for  a few  years  on  account  of  the  ill- 
ness of  his  son.  Dr.  Peery  is  practicing  his 
specialty,  diseases  of  the  eye,  ear.  nose  and 
throat,  at  West  Palm  Beach,  Fla. 

Dr.  Hugh  S.  Cumming, 

Surgeon-General  of  the  United  States  Pub- 
lic Health  Service,  will  be  the  commencement 
speaker  at  the  Medical  College  of  Virginia  at 
Richmond  on  Tuesday,  May  31st.  Doctor 
Cumming  is  an  alumnus  in  medicine  both  of 

the  University  of  Virginia  and  the  Medical 
College  of  Virginia. 

Dr.  Clarence  Porter  Jones, 

Of  Newport  News,  Va.,  spoke  on  the  work, 
of  Dr.  Walter  Reed  before  one  of  the  women's 
organizations  of  that  city,  early  in  March. 

Italy’s  Child- Welfare  Work. 

Courses  for  graduate  physicians  and  for 
niidwives  on  prenatal  and  postnatal  care  were 
opened  in  January  by  the  National  Bureau  for 
Maternity  and  Infant  Welfare  of  Italy.  Di- 
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plomas  showing  satisfactory  completion  of  the 
prescribed  course  will  be  required  of  all  appli- 
cants for  positions  with  institutions  or  agen- 
cies established  or  subsidized  by  the  bureau. 

Rome’s  municipal  government  has  arranged 
to  remove  adenoids  free  of  charge  in  the  case 
of  public  school  pupils  needing  the  treatment. 
It  has  started  a survey  to  discover  all  such 
children,  and  is  undertaking  a campaign  to 
familiarize  parents  with  the  importance  of 
having  adenoids  removed. 

The  Governor  of  Rome  has  decreed  that 
special  classes  for  mentally  defective  children 
shall  be  established  in  that  city  and  be  in 
charge  of  trained  teachers.  Pupils  who  prove 
delinquent  or  show  no  improvement  after  two 
years’  attendance  are  to  be  placed  in  institu- 
tions, provision  for  which  is  also  made  in  the 
decree. 

Dr.  Robert  Hiden, 

Of  the  class  of  ’23,  University  of  Virginia, 
Department  of  Medicine,  formerly  of  Boston, 
Mass.,  is  engaged  in  the  practice  of  internal 
medicine  in  Washington,  D.  C.,  where  he  is 
associated  with  Drs.  Sterling  Ruffin  and  R. 
Massie  Page,  with  offices  at  1150  Connecticut 
Avenue. 

Summer  Clinics,  Chicago  Medical  Society. 

The  Chicago  Medical  Society  plans  to  have 
summer  clinics  this  year  and  will  be  supported 
in  this  work  by  many  of  the  largest  hospitals 
in  that  city.  In  1926  registrations  were  limited 
to  physicians  living  in  Illinois,  but  accommo- 
dations have  been  increased  so  that  registra- 
tions will  be  open  to  physicians  from  other 
states,  this  year — as  many  as  can  be  accommo- 
dated, in  order  of  their  registrations.  The 
registration  fee  is  $10  for  each  two  weeks’ 
course,  payable  at  time  of  registration,  and 
a physician  may  register  for  only  one  course 
of  two  weeks.  The  first  course  will  be  from 
June  13th  through  June  24th ; the  second  will 
be  from  June  27th  through  July  8th. 

Dr.  V.  W.  Quillen, 

Of  Nickelsville,  Va.,  is  spending  the  months 
of  April  and  May  in  New  York  City,  where 
he  is  taking  post-graduate  work  in  medicine. 

The  Medical  Society  of  the  State  of  North 

Carolina 

Will  hold  its  annual  meeting  at  Durham. 
April  the  18th  to  21st,  under  the  presidency 
of  Dr.  John  Q.  Myers,  of  Charlotte.  Dr.  L. 
B.  McBrayer,  of  Southern  Pines,  is  secretary. 
Deaths  of  Physicians  in  1926. 

According  to  the  Journal  of  the  A.  M.  A., 


during  1926  it  published  the  deaths  of  2,677 
physicians  of  continental  United  States.  The 
average  age  of  deaths  published  was  62.8  years. 
There  were  twenty-four  deaths  in  the  age 
period  of  25-29,  and  125  at  or  above  85  years 
of  age.  The  largest  number  of  deaths — 389 — 
occurred  during  the  age  period  of  65-69.  The 
largest  number  of  deaths  occurred  in  the  month 
of  March.  Heart  disease  was  the  most  com- 
mon cause  of  death,  cerebral  hemorrhage  was 
the  second  most  frequent  cause  of  death,  with 
pneumonia,  nephritis  and  cancer  following  in 
the  order  named. 

Dr.  Alexander  G.  Brown,  Jr., 

Richmond,  has  been  appointed  one  of  the 
delegates  from  the  Virginia  Society  of  Colonial 
Wars  to  the  triennial  meeting  of  the  general 
society  to  be  held  in  May  at  Trenton,  New 
Jersey. 

Mexico  Requires  Diphtheria  and  Scarlet 

Fever  Tests. 

Before  a child  can  enter  public  school  or 
kindergarten  in  Mexico,  the  Federal  govern- 
ment has  ordered  that  he  must  be  given  the 
Schick  test  for  diphtheria  and  the  Dick  test 
for  scarlet  fever.  Preventive  treatment  is 
given  in  cases  of'  positive  reaction,  and  both 
tests  and  treatment  are  free  of  charge. 
Interesting  Statistics  About  Hospitals. 

The  sixth  annual  compilation  of  statistics 
concerning  hospital  service  in  the  United 
States,  as  published  in  the  Journal  of  the 
A.  M.  A.,  states  there  are  now  listed  in  the 
United  States  6,946  hospitals  (excluding  some 
not  deemed  worthy  of  publication),  with  a 
total  capacity  of  859,445  beds, — an  increase  of 
fifty  hospitals  and  22,869  beds  in  one  year. 
These  statistics  show  also  that  there  are  in  the 
States  327,045  registered  nurses,  or  about 
twenty-eight  to  every  10,000  persons,  and  in 
addition  to  these  there  is  a large  number  of 
unregistered  nurses,  the  total  of  which  has  not 
been  ascertained. 

Dr.  Gladys  Smithwick, 

Recently  of  Roanoke,  Va.,  who  was  to  have 
left  for  China  for  medical  missionary  work, 
the  last  of  February,  has  had  her  sailing  in- 
definitely postponed  because  of  the  present 
state  of  affairs  in  China,  and  has  accepted  a 
position  as  assistant  physician  at  the  Western 
State  Hospital,  at  Staunton,  Va. 

Dr.  Rees  Morgan, 

An  alumnus  of  the  University  of  Virginia, 
after  an  absence  of  some  months,  has  returned 
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there  and  will  be  an  instructor  in  obstetrics  and 
gynecology  for  the  balance  of  this  session. 

Dr.  William  Patterson, 

For  the  past  several  years  of  Richmond,  is 
now  located  at  Tampa,  Fla. 

Civil  Service  Examinations. 

The  U.  S.  Civil  Service  Commission,  Wash- 
ington, D.  C.,  announces  open  competitive  ex- 
aminations for  Junior  Medical  Officer  (In- 
terne), applications  to  be  on  file  at  Washing- 
ton, I).  C..  not  later  than  June  30,  1927;  also 
for  Graduate  Nurse  and  Graduate  Nurse 
(visiting  duty),  and  for  Social  Worker  (Psy- 
chiatric), applications  for  the  latter  positions 
to  be  rated  as  received  at  Washington,  D.  C., 
until  June  30.  1927. 

Applications  for  associate  bacteriologist 
(medical)  should  also  be  on  file  with  the  Civil 
Service  Commission  at  Washington,  D.  C.,  not 
later  than  May  10,  1927.  This  examination  is 
to  fill  vacancy  in  the  Hygienic  Laboratory  of 
the  Public  Health  Service  at  Washington,  at 
$3,600  a year,  and  similar  vacancies  as  they 
may  occur  at  approximately  the  same  rate  of 
pay. 

The  Paul  Lawrence  Dunbar  Special  School, 

Norfolk,  Va. 

In  1924  a special  school  for  over-age  pupils 
from  the  various  colored  schools  of  Norfolk. 
Va.,  was  established  and  named  in  honor  of 
the  Negro  poet,  Paul  Lawrence  Dunbar.  The 
pupils  of  normal  intelligence  who  will  prob- 
ably have  a chance  to  go  to  high  school  are 
given  special  coaching  to  that  end.  For  the 
others  the  regular  curriculum  is  supplemented, 
the  girls  being  taught  cooking,  sewing,  laun- 
dry work,  and  household  management,  and  the 
boys  carpentry  and  cobbling.  The  school  also 
has  an  open-air  room  for  children  who  are  sub- 
normal physically  or  show  tendencies  toward 
disease. 

Dr.  Philip  S.  Roy. 

Washington,  D.  C.,  has  been  elected  delegate 
from  the  Medical  Society  of  the  District  of 
Columbia  to  the  Washington  meeting  of  the 
American  Medical  Association  to  fill  the  un- 
expired term  caused  by  the  resignation  of  Dr. 
William  Gerry  Morgan.  Dr.  Thomas  A. 
Groover  was  elected  alternate  for  the  same 
period. 

Dr.  H.  C.  Henry, 

Superintendent  of  the  Central  State  Hos- 
pital, at  Petersburg,  Va.,  gave  a talk  at  the 
bi-weekly  assembly  of  the  students  of  the 


Medical  College  of  Virginia,  March  31st,  tell- 
ing of  the  State's  provisions  for  caring  for  in- 
sane patients. 

Dr.  Harry  D.  Howe, 

Hampton,  Va.,  with  a party  of  friends  from 
that  place,  is  travelling  in  South  America. 

Dr.  William  C.  Gibson, 

Sufiolk.  Va.,  has  been  elected  commander 
of  the  Suffolk  Post,  American  Legion,  for  the 
coming  year. 

Eye  Examinations  for  Preschool  Children. 

The  National  Committee  for  the  Prevention 
of  Blindness  has  manifested  its  interest  in  the 
preschool  child  by  establishing  in  New  York 
City  three  centers  for  examination  of  the  eyes 
of  children  between  3 and  6 years  of  acre. 
Ahmed  methods  of  procedure  are  being  used  in 
the  centers,  so  that  at  the  close  of  the  study 
different  plans  may  be  recommended  to  other 
agencies  intending  to  begin  such  examinations. 

For  Sale— 

Gosnold  Sanitarium,  formerly  conducted  as 
an  institution  for  the  treatment  of  Nervous  and 
Mental  Diseases  b}7  Dr.  J.  A.  Strickland,  Nor- 
folk, Va.  Terms  reasonable,  requiring  only 
about  $2,000  cash.  For  further  particulars, 
write  Dr.  J.  A.  Strickland,  205  Medical  Arts 
Building  Norfolk.  Aha.,  care  Miss  Inez  Murfee. 
(Adv.) 

Doctor  Wanted — 

To  take  over  established  practice  in  small 
town  and  good  rural  community.  All  roads 
improved,  good  school.  AAhmld  like  to  sell 
office  and  modern  dwelling.  Address  ‘‘R.  X.”, 
care  Virginia  Medical  Monthly.  (Adv.) 
Wanted. 

An  experienced  woman  assistant  in  labora- 
tory. urological.  X-ray,  electric  therapeutics, 
and  secretarial  work,  desires  position  in  doc- 
tor’s office.  Richmond  location  preferred.  Ref- 
erences furnished.  Address  No.  40.  care  this 
journal.  (Adv.) 


Obituary 


Dr.  Theodore  L.  Ginn, 

Of  Goldsboro,  N.  C.,  died  suddenly  in  his 
office  while  treating  a patient,  on  March  22nd. 
Dr.  Ginn  was  forty-seven  years  of  age  and  a 
graduate  from  the  Medical  College  of  Ahrginia 
in  1901.  His  death  was  due  to  apoplexy. 
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AN  APPRECIATION  OF  THE  LIFE  AND 
WORK  OF  WALTER  REED. 

By  THE  WALTER  REED  COMMISSION 
of  the 

MEDICAL  SOCIETY  OF  VIRGINIA. 

There  is  no  more  arresting  story  of  scientific 
integrity,  intellectual  courage,  and  devotion  to 
truth  in  American  annals  than  the  story  of  the 
life  and  work  of  Walter  Reed.  This  fruitful 
life  was  a short  life,  and  forty-eight  years  of 
it  were  spent  in  preparation  for  three  years 
of  amazing  and  revolutionary  productivity. 

Walter  Reed’s  ancestors  were  of  English 
stock.  His  immediate  forbears  were  from 
North  Carolina.  His  father  was  a Methodist 
minister.  His  mother,  Pharaba  White,  was  a 
woman  of  gentle  spirit  and  forceful  character. 
The  family  moved  early  in  life  from  their  home 
in  North  Carolina  into  Virginia,  and  Walter 
Reed,  the  youngest  of  five  children,  was  born 
in  Gloucester  County,  Virginia,  September  13, 
1851.  The  first  decade  and  a half  of  his  life 
was  spent  amid  the  simplicities  and  frugali- 
ties and  sincerities  of  a pastor’s  home  in  the 
countryside  of  the  Old  Dominion.  Reed  was 
thus  fortunate  in  the  stock  from  which  he 
sprang,  the  era  in  which  he  grew  to  manhood, 
and  the  mood  of  the  society  which  helped,  in 
some  sense,  to  fashion  his  ideals  and  impulses. 

Between  1851  and  his  entrance  into  manhood 
in  1876,  Virginia  and  the  states  of  the  south 
generally,  triumphed  over  the  ruin  and  ex- 
haustion of  war,  and  yet  somehow  clung  to  the 
older  traditions  of  simplicity  and  personality. 
There  was  a fine  seriousness  in  the  air  of  the 
time,  calling  to  youth  to  realize  its  highest 
self  in  the  temper  of  the  modern  world  and, 
if  need  be,  to  spend  itself  in  the  public  wel- 
fare. 

Fortunately  for  the  young  embryo  scientist, 
the  vicissitudes  of  a Methodist  preacher’s  life 
brought  the  family  to  Charlottesville,  Virginia, 
the  seat  of  the  University  of  Virginia,  where, 
for  three  years,  he  studied  in  the  Academic 
Department  and  the  Medical  School  of  the 
University,  receiving  his  degree  of  Doctor  of 
Medicine  in  1868,  and  attaining  the  distinction 
of  being  the  youngest  student  who  ever  gradu- 


ated from  the  Medical  School  then  famous, 
notwithstanding  its  shortcomings  in  clinical 
opportunities,  for  its  didactic  excellence  and 
for  the  demands  it  made  upon  its  students  for 
industry  and  persistence,  and  enveloped  then, 
as  now,  in  an  atmosphere  of  great  traditions 
and  lofty  spirit. 

The  young  physician  spent  the  seven  years 
between  1868  and  1875  in  achieving  a second 
degree  in  medicine  at  the  Bellevue  Hospital 
Medical  School  in  New  York,  in  interne  work 
in  various  hospitals,  and  in  service  as  inspec- 
tor on  the  Brooklyn  Board  of  Health.  There 
existed,  at  that  time,  among  young  medicos, 
an  ambition  to  enter  the  United  States  army 
service,  and  Reed,  following  this  tendency,  suc- 
cessfully passed  the  army  examinations,  and, 
in  due  time,  received  his  Commission  as  As- 
sistant Surgeon  and  First  Lieutenant.  The 
next  eighteen  years  of  his  life  is  a story  of 
intense  labor  at  fifteen  different  frontier  sta- 
tions. Reed’s  strong  character  and  his  Uni- 
versitv  training  proved  their  worth  during  his 
life  as  a post  surgeon  on  the  western  border 
by  helping  him  to  extract  from  his  experience, 
independence,  intellectual  clarity,  and  loyalty 
to  an  ideal,  which  are  prime  essentials  of  a 
great  scientist.  The  trivialities  and  dissipa- 
tions of  barracks  life  held  no  attractions  for 
him.  The  solitude  of  the  western  plains  left 
much  opportunity  for  nursing  his  inspiration 
to  serve  humanity  through  some  important 
medical  discovery.  The  hardships  and  pri- 
vations of  his  frontier  life  were  nobly  shared 
by  his  brave  wife,  Emilie  Lawrance,  of  North 
Carolina,  whom  he  married  in  1876. 

Reed  utilized  his  residence  in  and  near  Bal- 
timore to  study  bacteriology,  pathology,  and 
physiology  at  Johns  Hopkins,  then  on  the 
threshold  of  its  great  career  as  a teaching 
and  research  institution.  Here,  as  Dr.  Howard 
Kelly  thinks,  he  came  into  contact  with  the 
methods  of  modern  scientific  research  and 
laid  the  foundation  for  his  future  distinction. 
It  should  be  remembered,  too,  that  medicine 
itself  was  at  the  dawn  of  a new  and  revolu- 
tionary era  and  about  to  undergo  greater  de- 
velopment than  in  any  other  one  hundred 
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year  period  in  the  progress  of  that  great  com- 
posite science. 

It  is  no  purpose  of  this  brief  appreciation 
to  recite  in  detail  Reed's  various  posts  and  as- 
signments. In  1893,  he  was  ordered  to  duty 
in  the  Surgeon  General’s  office,  in  Washing- 
ton. and  assigned  to  the  Curatorship  of  the 
Army  Medical  Museum  and  the  professorship 
of  bacteriology  and  clinical  microscopy  in  the 
newly  organized  United  States  Army  Medical 
School,  the  appointment  carrying  with  it  pro- 
motion to  full  surgeon  with  the  rank  of  Major. 

During  the  brief  period  between  1892  and 
1902.  Reed  published  twenty-one  important 
papers  on  various  medical  subjects,  including 
erysipelas,  cholera,  pneumonia,  malaria  and 
typhoid.  During  the  Spanish- American  War 
he  served  as  Chairman  of  a Committee  to  study 
the  causation  and  modes  of  propagation  of 
typhoid  fever,  then  prevalent  among  our  troops 
in  Cuba.  On  the  completion  of  this  investi- 
gation in  1899.  he  returned  to  Washington. 
In  view  of  his  later  work  on  yellow  fever,  it 
is  of  interest  to  note  that  this  investigation  on 
typhoid  fever  disclosed  much  evidence  tend- 
ing to  incriminate  the  common  fly  as  a carrier 
of  the  typhoid  infection. 

This  marks  the  end  of  Reed’s  period  of 
preparation.  He  was  now  ready  for  his  real 
work.  Early  in  1900.  yellow  fever  appeared 
among  the  American  troops  stationed  at 
Havana.  The  disease  spread  rapidly  during 
the  summer.  In  spite  of  the  fact  that  Major 
Gorgas  had  made  of  Havana  one  of  the  most 
sanitary  cities  in  the  world,  yellow  fever 
struck  with  unprecedented  severity.  Reed  was 
appointed  Chairman  of  a Commission  to  in- 
vestigate the  cause  of  yellow  fever.  His  as- 
sociates were  Dr.  James  Carroll,  a bacteriolo- 
gist. Dr.  Jesse  W.  Lazear.  an  entomologist  as 
well  as  bacteriologist,  and  Dr.  Aristides  Agra- 
monte,  a pathologist. 

The  Reed  Commission,  after  a year’s  work, 
discovered  the  mode  of  transmission  of  yel- 
low fever.  This  knowledge  supplied  the  neces- 
sary information  for  the  control  of  this  pesti- 
lential disease.  The  organism  of  yellow  fever 
is  not  yet  known.  But  search  for  this  agent 
is  being  made  on  the  basis  of  Reed's  funda- 
mental experiments  and  results.  The  yellow 
fever  organism,  or  virus,  will  undoubtedly  be 
found,  and  a means  will  then  be  at  hand  for 
the  treatment  of  yellow  fever  with  therapeutic 
sera,  if  perchance  control  should  be  lost  local- 
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ly  through  persistence  somewhere  of  unknown 
foci  of  infection. 

Aside  from  the  immediate  value  in  checking 
yellow  fever  in  Cuba.  Reed’s  experiments  had 
enormous  indirect  effects.  They  made  possible 
the  building  of  the  Panama  Canal;  they  saved 
millions  of  dollars  by  showing  the  futility  of 
the  previously  employed  destructive  means  of 
burning  “infected”  property;  they  meant  safetv 
against  the  peril  of  yellow  fever  to  millions 
in  Central  and  South  America.  In  spite  of 
the  findings  of  the  Reed  Commission,  these  re- 
sulting benefits  would  have  been  impossible 
but  for  the  simplicity,  accuracy,  and  complete- 
ness of  Reed's  work.  Had  the  experiments  been 
less  simple  and  precise,  the  lay  and  scientific 
world  would  not  so  quickly  and  almost  unani- 
mously have  become  convinced  of  the  truth  of 
the  results. 

Measured  by  the  criteria  of  scientific  finality, 
direct  human  benefit  and  remote  economic  ef- 
fects. the  work  of  Walter  Reed  on  yellow  fever 
stands  out  as  one  of  the  great  medical  dis- 
coveries of  all  time.  There  is  inspiration  for 
the  younger  generation  of  medical  graduates 
in  the  fact  that  the  long  period  of  routine, 
apparently  unproductive  service  in  Walter 
Reed's  life  could  be  made  to  contribute  the 
necessary  preparation  for  an  epochal  scientific 
discovery.  Speaking  of  Walter  Reed's  eighteen 
years  of  service  as  post  surgeon,  Major  J.  R. 
Kean  discloses  the  advantages  which  a strong 
will  and  a trained  mind  could  force  from  it: 
"To  lesser  minds  the  limitations  of  such  a life 
must  have  been  narrowing,  but  for  the  eager 
industry  and  professional  devotion  of  a Reed, 
they  made  the  roots  strike  deep ; and  when  we 
are  surprised  at  the  rapid  growth  and  splen- 
did fruit  of  his  career  as  a scientist,  we  must 
remember  that  in  the  post  surgeon’s  unmarked 
life,  the  seed  was  germinated  and  the  roots 
firmly  set  . . . During  the  long  appren- 

ticeship he  acquired,  too.  that  perfect  famil- 
iarity with  the  conditions  and  limitations  of 
army  life,  which,  combined  with  his  scientific 
knowledge  and  sound  judgment,  made  him  the 
best  sanitary  inspector  in  the  army  and  the 
court  of  last  resort  on  all  sanitary  questions." 
This  experience  produced,  moreover,  a certain 
mental  attitude  so  essential  for  his  future 
work.  It  left  him,  as  Dr.  McCaw  has  empha- 
sized. “with  not  too  much  reverence  for  ac- 
cepted teachings  and  too  little  experience  in 
grappling  with  difficulties  unassisted." 

To  appreciate  fully  Reed’s  service  in  the 
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control  of  yellow  fever,  we  need  to  form  some 
idea  of  its  previous  ravages.  Since  time  im- 
memorial, yellow  fever  has  been  a perennial 
spectre  of  almost  world-wide  visitation.  It 
spread  unchecked  until  frost  set  a bar.  The 
mortality  was  always  high,  ranging  from  15 
to  85  per  cent  in  different  countries.  No  known 
treatment  had  apparently  the  slightest  effect. 
Almost  every  means  of  control  was  tried,  from 
the  inoculation  with  rattlesnake  poison  to  the 
wholesale  burning  of  houses  in  which  yellow 
fever  patients  had  died. 

The  earliest  authentic  record  of  yellow  fever 
is  of  an  epidemic  in  Central  America  in  159G. 
In  1668  it  visited  New  York  for  the  first  time. 
Subsequently  epidemics  occurred  in  Boston, 
in  1691  and  again  in  1693;  Philadelphia  and 
Charleston,  S.  C.,  were  stricken  in  1699.  Be- 
tween 1700  and  1800,  yellow  fever  appeared, 
according  to  Keating,  thirty-five  times.  It 
ranged  from  Florida  to  Massachusetts.  The 
worst  of  these  epidemics  occurred  in  Philadel- 
phia in  1793,  when  the  death  rate  was  one  in 
ten  of  the  population.  New  Orleans  was 
stricken  in  1853;  there  were  29,020  cases  with 
8,101  deaths.  It  has  been  estimated  that  one 
year  of  yellow  fever  cost  the  state  of  Louisi- 
ana alone  4,056  lives  and  $15,000,000.00.  In 
1855,  yellow  fever  appeared  in  Norfolk;  one 
out  of  three  of  those  remaining  in  the  city 
died.  The  epidemic  of  Memphis  in  1878  is 
one  of  the  worst  on  record;  there  were  over 
17,000  cases,  with  a mortality  of  one  in  3.3. 
This  same  year  the  entire  south  was  ravaged 
by  this  scourge,  which  reached  as  far  north  as 
Virginia.  There  were  over  500,000  cases  of 
yellow  fever  in  the  United  States  between  1793 
and  1900.  Keating  estimates  that  the  epidemic 
of  1878  cost  no  less  than  $100,000,000.00.  Peo- 
ple in  general  accepted  yellow  fever  as  a visita- 
tion of  God,  the  scientific  world  busied  itself 
largely  with  fruitless  speculations,  and  the  en- 
tire subject  was  enveloped  with  uncertainty 
and  gloom. 

About  1878,  the  foremost  scientific  opinion 
rested  on  the  idea  of  “fomites”,  a term  em- 
ployed to  designate  infected  bedding,  clothing, 
or  furniture,  through  which  the  disease  was 
thought  to  spread.  Knowledge  of  yellow  fever 
remained  practically  stationary  for  twenty 
years  until  the  work  of  the  Reed  Commission. 

It  is  only  just  to  emphasize  the  fact  that 
about  this  time  the  role  of  insects  as  carriers 
of  disease  germs  was  receiving  much  attention 
in  medical  publications.  Major  Ronald  Ross, 


of  the  British  Army,  and  the  Italian  Giovanni 
Grassi,  had  succeeded  about  1900  in  demon- 
strating that  a mosquito  of  the  genus  Anopheles 
was  the  host  carrier  of  the  malarial  parasite. 
The  earlier  literature  on  the  infectious  or  con- 
tagious diseases  contained  references  to  the 
supposed  transmission  by  dies  or  other  insects. 
Thus  cholera,  leprosy,  the  plague,  typhoid 
fever,  and  tuberculosis  had  been  associated  by 
early  writers  with  insect  carriers,  acting  either 
as  intermediate  hosts  or  as  objects  to  which 
the  infected  material  was  attached  and  so 
spread  from  place  to  place.  Reed  himself  had 
written  on  the  transmission  of  typhoid  fever 
by  flies.  More  to  the  immediate  point  was  the 
insistence  through  a period  of  twenty  years  on 
the  part  of  Dr.  Carlos  J.  Finlay,  of  Havana, 
President  of  the  Superior  Board  of  Health  of 
Cuba,  that  yellow  fever  was  transmitted  by  a 
mosquito.  He  even  implicated  a certain  spe- 
cies, Stegomyia  fasciata,  out  of  a possible  800 
species  of  mosquitoes.  But  he  was  unable  to 
produce  the  evidence  which  satisfied  the  scien- 
tific mind  and  warranted  procedures  on  the 
basis  of  his  claim. 

On  June  25,  1900,  the  Yellow  Fever  Com- 
mission arrived  in  Cuba  and  began  at  once  to 
study  “questions  relating  to  the  cause  and  pre- 
vention of  yellow  fever”  at  Quemados,  a 
suburb  of  Havana.  They  directed  their  first 
attention  to  the  discovery  of  a possible  germ 
of  yellow  fever,  with  the  hope  of  producing 
thereby  curative  sera.  Eighteen  cases  from 
the  Las  Animas  Hospital  in  Havana,  some  of 
them  very  severe,  were  most  carefully  investi- 
gated. Thorough  and  detailed  autopsies  were 
performed  on  four  of  them  who  died.  Noth- 
ing in  the  nature  of  a germ  could  be  dis- 
covered. This  line  of  investigation  was  aban- 
doned as  without  promise.  The  only  alterna- 
tive was  now  to  begin  search  for  the  carrier 
of  a presumably  submicroscopic  specific  or- 
ganism. 

The  Commission  took  time  to  consider  cer- 
tain queer  things  about  the  spread  of  yellow 
fever.  Dr.  Reed  recalled  certain  facts  in  the 
reports  of  Surgeon  Henry  R.  Carter,  (a  gradu- 
ate in  engineering  of  the  University  of  Vir- 
ginia), of  the  United  States  Marine  Hospital 
Service,  on  the  yellow  fever  epidemic  of  1898 
in  Mississippi.  Dr.  Carter  had  noted  that 
“The  period  from  the  first  (infectious)  case 
to  the  first  group  of  cases  infected  is  generally 
two  to  three  weeks”.  These  observations  were 
confirmed  bv  the  Commission.  They  suggested 
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an  incubation  period,  and  seemed  to  indicate 
the  i^resence  of  an  intermediate  insect  host, 
which  having  taken  the  germ  into  its  body 
was  able  after  a certain  interval  to  reconvey 
the  infectious  agent  to  other  individuals. 
The  Commission  found  the  interval  to  be  from 
nine  to  sixteen  days.  Dr.  Reed  was  also 
much  impressed  by  the  fact  that  nurses  and 
orderlies  in  Las  Animas  Hospital,  though 
forced  often  to  handle  soiled  materials 
(fomites)  did  not  come  down  with  yellow 
fever.  This  again  suggested  some  insect  car- 
rier, acting  as  an  incubating  nidus  and  rein- 
fecting agent,  virulent  only  within  certain 
sharply  limited  time  intervals. 

The  Commission  then  went  to  call  on  Dr. 
Finlay.  He  generously  expounded  his  theory 
of  mosquito  transmission  of  yellow  fever,  and 
put  all  of  his  data  before  them.  He  even  gave 
them  eggs  of  the  mosquito  he  incriminated, 
Stegomyia  fasciata.  Dr.  Reed  took  the  eggs 
and  gave  them  to  Dr.  Lazear  with  the  request 
that  he  develop  them  into  mosquitoes  and  use 
them  for  experiments.  But  animal  experi- 
mentation was  in  this  case  impossible,  since 
only  humans  take  yellow  fever.  Permission 
was  received  from  Governor-General  Leonard 
Wood  to  conduct  human  experiments.  The 
Commission  decided  that  they  must  be  among 
the  first  to  take  the  risk.  After  carefully  ex- 
plaining the  dangers  involved,  Dr.  Lazear  se- 
cured seven  Arolunteers.  He  took  the  female 
mosquitoes  raised  from  the  eggs  supplied  by 
Dr.  Finlay  to  Las  Animas  Hospital  and  al- 
lowed them  to  take  their  fill  of  blood  from 
yellow  fever  patients.  He  then  allowed  the 
presumably  infected  mosquitoes  to  bite  him- 
self and  the  seven  volunteers.  Not  one  got 
yellow  fever.  Dr.  Lazear  was  discouraged. 
But  Dr.  Carroll  reminded  him  that  Dr.  Reed, 
who  had  been  suddenly  called  to  Washington, 
had  left  orders  to  “try  mosquitoes”. 

So  on  August  27th,  Dr.  Carroll  permitted 
himself  to  be  bitten  by  one  of  Dr.  Lazear’s  in- 
fected mosquitoes,  one  that  had  sucked  the 
blood  of  four  individuals,  two  with  very  se- 
vere cases,  twelve,  six,  four  and  two  days 
previously.  Dr.  Carroll  achieved  the  distinc- 
tion of  being  the  first  case  of  experimental 
inoculation  with  yellow  fever  through  the  bite 
of  an  infected  mosquito.  He  was  stricken 
with  yellow  fever  on  August  31st.  Dr.  Carroll 
recovered,  and  was  henceforth,  like  Dr.  Agra- 
monte,  immune  to  further,  attacks  of  yellow 
fever,  a circumstance  which  added  consider- 
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ably  to  the  future  value  of  these  two  men  as 
members  of  the  Commission. 

The  experiment  on  Dr.  Carroll  revealed  a 
most  important  fact,  namely,  a minimum  incu- 
bation period  of  approximately  twelve  days. 
This  fact  explains  Dr.  Finlay’s  failure  through 
a period  of  twenty  years  to  produce  yellow 
fever  experimentally  by  the  bite  of  his  mos- 
quitoes. Another  important  fact,  discovered 
later,  was  that  in  order  to  infect  the  mosquito 
the  patient  must  be  bitten  during  the  first 
three  to  five  days  of  the  disease.  During  the 
course  of  their  earlier  experiments,  Dr.  Lazear 
was  accidentally  bitten  by  an  infected  mosquito 
in  Las  Animas  Hospital.  He  died  of  yellow 
fever  on  September  25,  1900. 

This  was  the  state  of  affairs  when  Dr.  Reed 
returned  in  October.  Dr.  Carroll  and  a volun- 
teer “X.  Y.”  had  been  successfully  inoculated 
with  yellow  fever  through  the  bite  of  a mos- 
quito; and  one  member  of  the  Commission 
was  dead  through  accidental,  though  also 
voluntary,  inoculation. 

Speaking  before  the  Public  Health  Associa- 
tion in  Indianapolis  at  the  end  of  October, 
1900,  Dr.  Reed  now  felt  himself  justified  in 
stating  that  “the  mosquito  acts  as  the  inter- 
mediate host  for  the  parasite  of  yellow  fever.” 

Reed  returned  to  Cuba  early  in  November 
and  preparations  were  now  made  for  the  final 
experiments  which  were  to  be  so  thorough  that 
not  the  least  doubt  could  ever  attach  to  them. 
Camp  Lazear  was  established,  a mile  out  in 
the  country  beyond  Quemados.  Seven  hos- 
pitals tents  were  erected  and  two  special 
small  wooden  houses.  In  the  tents  two  Ameri- 
can soldiers,  Privates  Kissinger  and  Moran,  of 
Ohio,  and  five  “Spanish  immigrants”  nursed 
their  experimental  attacks  of  3^ellow  fever  re- 
ceived through  the  bite  of  a female  Stegomyia. 
They  had  freely  volunteered  as  objects  of  ex- 
perimentation, and  our  soldiers  gave  further 
evidence  of  their  fine  and  unselfish  purpose  by 
a refusal  of  the  compensation  of  $250.00  apiece 
provided  by  the  Government.  Only  one  case 
died,  one  of  the  immigrants.  In  the  two 
wooden  houses  was  tested  by  the  aid  of  volun- 
teer soldiers  the  possibility  of  infection  through 
clothing  and  bedding  (fomites).  One  of  these 
volunteers  was  Dr.  R.  P.  Cook,  a medical 
graduate  of  the  University  of  Virginia  in  the. 
class  of  1897,  recently  sanitary  officer  of  Ac- 
comac  and  Northampton  counties,  but  now 
with  the  Rockbridge  County  Health  Depart- 
ment, at  Lexington,  Va.  These  experiments 
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definitely  disproved  any  other  mode  of  natural 
infection  except  through  the  medium  of  a 
mosquito.  All  of  these  later  experiments  were 
so  thorough  and  well  controlled  that  not  the 
least  suspicion  has  ever  been  entertained  re- 
garding their  finality.  “Reed’s  discovery  of 
the  mode  of  propagation  of  yellow  fever  is 
worth  more  than  the  cost  of  the  Spanish  War, 
including  lives  lost  and  money  expended”,  de- 
clared Major  Kean  in  a burst  of  enthusiasm. 

Further  experiments  showed  that  yellow 
fever  could  be  transmitted  by  direct  injection 
of  blood  from  a yellow  fever  patient  during 
the  first  few  days  of  the  attack.  Dr.  Reed 
sums  up  this  work  with  the  statement  that 
“it  confirms  what  the  mosquito  inoculation 
had  already  shown,  viz.,  that  this  parasite  is 
present  in  the  general  circulation ; second,  that 
passage  through  the  body  of  the  mosquito,  al- 
though this  would  seem  to  be  nature’s  method, 
is  not  absolutely  necessary  in  the  life  history 
of  this  micro-organism;  and  third,  that  the 
period  of  incubation  of  the  disease,  when  thus 
produced,  corresponds  fairly  closely  to  that 
occasioned  by  the  mosquito’s  bite”.  This  work 
failed  to  reveal  on  bacterial  culture  of  infec- 
tive blood  any  sort  of  bacterium,  and  thus  dis- 
proved the  claim  of  Sanarelli  that  bacillus 
icteroides  is  the  specific  agent  of  yellow  fever. 

Dr.  Reed  left  Cuba  in  February  1901  and 
returned  to  his  work  in  Washington.  He  now 
devoted  most  of  his  time  to  his  teaching  duties 
in  the  Army  Medical  School  and  in  the  Colum- 
bian University.  He  had  the  essential  quali- 
ties of  a successful  teacher.  He  had  mastered 
bacteriology  and  pathology,  and  he  presented 
the  subject  in  didactic  lectures  in  an  orderly, 
authoritative,  and  inspiring  manner.  Notable 
expressions  of  scientific  honor  and  respect 
poured  in  upon  him.  In  1902,  Harvard  Uni- 
versity conferred  on  him  the  honorary  degree 
of  M.  A.,  and  shortly  afterwards,  the  Univer- 
sity of  Michigan  the  degree  of  LL.D.  And  then 
suddenly,  in  the  prime  of  life,  with  his  honors 
fresh  upon  him  and  a great  career  before  him, 
he  died  on  November  22,  1902,  of  appendi- 
citis, at  the  age  of  fifty-one. 

In  estimating  the  value  of  the  work  of 
Walter  Reed  and  the  Yellow  Fever  Commis- 
sion, two  other  great  names  must  always  be 
held  in  gratitude  and  honor — Dr.  Carlos  J. 
Finlay,  of  Havana,  Cuba,  and  Major  William 
Crawford  Gorgas.  Dr.  Finlay’s  peculiar  serv- 
ices have  been  evaluated  above.  Finlay  fur- 
nished the  working  hypothesis  which  Reed 


tested  and  proved  correct.  Gorgas  built  upon 
the  work  of  Reed,  and  in  so  doing  made  pos- 
sible the  success  of  our  military  occupation  of 
Cuba  after  the  Spanish- American  War.  Gor- 
gas, as  attache  to  the  Governor-General 
Leonard  Wood,  changed  Havana  from  one  of 
the  worst  pest-holes  to  one  of  the  cleanest  and 
healthiest  cities  of  the  world.  Subsequently 
he  did  as  much  for  the  Isthmus  of  Panama, 
and  through  control  of  malaria  and  yellow 
fever  contributed  the  essential  elements  for  the 
successful  building  of  the  Panama  Canal.  The 
French  attempt  made  under  de  Lesseps,  in 
1880,  failed  chiefly  through  the  ravages  of 
these  two  diseases.  Gorgas,  building  upon  the 
foundation  reared  by  Reed,  drove  yellow  fever 
from  Cuba  and  Panama,  and  so  freed  the 
United  States  from  further  danger  from  these 
age-long  foci  of  yellow  fever  infection. 

The  knowledge  of  Reed’s  discovery  and  the 
practical  methods  devised  by  Gorgas  for  the 
application  of  this  knowledge,  have  spread  over 
Central  and  South  America,  with  the  result 
that  these  countries  are  now  practically  free 
of  the  blight  of  yellow  fever.  At  the  close  of 
the  World  War,  during;  which  he  served  as 
head  of  the  Medical  Corps,  Gorgas,  under  the 
auspices  of  the  International  Health  Board, 
directed  a campaign  against  yellow  fever  in 
Guayaquil,  Ecuador,  one  of  the  most  formid- 
able strongholds  for  centuries.  Within  six 
months  the  city  was  free  of  the  disease.  This 
accomplished,  Dr.  Gorgas  turned  his  attention 
to  what  was  considered  yellow  fever’s  last 
citadel,  the  Belgian  Congo.  Dr.  Gorgas  suf- 
fered a stroke  of  paralysis  in  London,  while 
making  preparation  for  this  last  fight,  and  he 
died  a few  weeks  later.  The  work  in  the  Bel- 
gian Congo  has  been  continued  by  others  and 
the  results  warrant  the  enthusiastic  statement 
of  de  Kruif,  “that  in  1926  there  is  hardly 
enough  of  the  poison  of  yellow  fever  left  in 
the  world  to  put  on  the  points  of  six  pins,  in 
a few  years  there  may  not  be  a single  speck  of 
that  virus  left  on  earth, — it  will  be  as  com- 
pletely extinct  as  the  dinosaurs, — unless  there 
is  a catch  in  the  fine  gruesome  experiments  of 
Reed  and  his  Spanish  immigrants  and  Ameri- 
can soldiers”. 

There  is  glory  enough  for  all  in  this  strange 
and  thrilling  battle : — -Finlay,  Reed,  Gorgas, 
Carroll,  Lazear  and  the  heroic  soldiers  of  the 
United  States.  And  yet  it  is  true  that  it  was 
Reed’s  scientific  skill  in  devising  and  carrying 
out  inflexible  scientific  investigations  that  gave 
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the  proof  regarding  the  mode  of  transmission 
of  yellow  fever.  This  incontrovertible  knowl- 
edge was  the  vital  matter,  and  this  was  Reed's 
brilliant  contribution. 

Mr.  Mark  Sullivan,  in  his  remarkable  book, 
“The  Turn  of  the  Century,”  emphasizes  a 
striking  aspect  of  the  eradication  of  yellow 
fever:  “the  enrichment  that  came  of  relief 
from  anxiety,  the  intellectual  and  spiritual  re- 
lease, the  more  abundant  flowering  of  man’s 
powers  that  followed  security  from  the  tyranny 
of  fear  . . . And  it  may  reasonably  be 
contended  that  Walter  Reed  and  William 
Crawford  Gorgas  brought  to  men  freedom  in 
a more  happy  sense  and  in  a larger  measure 
than  any  military  or  political  leader  of 
modern  times.”  Dr.  Howard  Kelly  eloquently 
declares  that  the  inspiration  of  Reed's  life  lies 
in  the  fact,  “though  a man  of  war,  he  ravaged 
no  distant  lands,  destroyed  no  tens  of  thous- 
ands to  make  his  reputation,  but  by  quiet 
methods,  when  there  was  no  strife,  saved  count- 
less lives  and  swept  away  a hideous  plague, 
which  from  time  immemorial  had  periodically 
visited  our  shores,  devastated  our  fair  land, 
and  too  often  snatched  from  the  years  of  peace 
and  plenty  all  their  blessings.” 

In  ancestry,  education,  and  training.  Walter 
Reed  is  American  to  the  bone.  His  work 
ranks  among  the  greatest  scientific  discoveries 
in  the  history  of  medicine.  The  beneficient 
effects  of  his  discovery  of  the  mode  of  trans- 
mission of  yellow  fever  bless  the  wide  world. 
The  best  type  of  warm  hearted,  keen  minded 
scientists  live  in  his  personality.  The  facts  of 
his  life  glow  with  inspiration  to  medical  stu- 
dents touched  with  ambition  to  serve  mankind. 
Here  is  a real  hero,  endowed  with  a fanati- 
cism for  veracity  and  a purpose  that  no  ob- 
stacle could  daunt,  emerging  from  one  of  the 
tensest  battlefields  of  man’s  perpetual  war 
against  human  misery  and  death. 

The  University  of  Virginia  was  established 
in  1810.  In  the  one  hundred  and  eight  years 
of  its  existence,  an  army  of  nearly  thirty 
thousand  men  have  passed  through  its  walls. 
In  this  host  appear  presidents,  governors, 
bishops,  physicians,  warriors,  teachers,  men  of 
science,  poets . industrial  leaders,  and  en- 
gineers, who  have  contributed  their  share  to 
the  betterment  of  society.  It  is  no  immoderate 
appraisement  to  declare  that  no  one  of  them 
has  made  mankind  his  debtor  in  so  vast  and 
precise  a degree  as  Walter  Reed,  the  Army 
Surgeon. 


Can  the  great  profession  of  medicine  honor 
itself  more  nobly  and  enduringly  than  by 
erecting  a memorial  which  shall  perpetuate 
his  example  and  his  fame  to  other  ages  in 
the  great  University  which  first  quickened  his 
pure  ambition  and  in  the  sincere  old  Common- 
wealth which  gave  him  birth  and  nourished 
his  youth? 


ACUTE  UPPER  RESPIRATORY  INFEC- 
TIONS OF  CHILDHOOD.* 

By  ROGER  H.  DENNETT,  M.  D.,  New  York,  N.  Y. 
From  the  Pediatric  Department  of  the  New  York  Post-Graduate 
Medical  School  and  Hospital. 

Certain  infections  of  the  upper  respiratory 
tract  in  children  have  not  been  emphasized 
sufficiently  hi  the  literature,  and  since  they  are 
frequently  seen  by  the  clinician  it  would  seem 
worth  while  to  discuss  them.  I refer  to  those 
cases  that  run  a prolonged  course  with  high, 
usually  remittent  fever,  in  which  through  their 
entire  course  no  focal  symptoms  are  evident. 
We  have  commonly  called  this  group  of  cases 
grippe  or  influenza  or  bronchitis,  but  perhaps 
the  very  fact  that  they  have  no  definite  name 
has  made  them  confusing  to  the  general  prac- 
titioner as  well  as  to  the  pediatrist.  As  a mat- 
ter of  fact,  no  definite  micro-organism  has  ever 
been  found  in  any  large  enough  series  of  cases 
to  convince  us  that  any  one  micro-organism  is 
responsible  for  this  clinical  entity.  Some  years 
ago  Holt  described  a series  of  cases  in  which 
the  influenza  bacillus  was  isolated,  but  this  is 
only  possible  in  a small  majority  of  upper  res- 
piratory infections.  In  the  face  of  a definite 
influenza  epidemic,  such  cases  are  extremely 
common  and  the  physician  makes  the  diag- 
nosis and  is  satisfied  with  it.  but  with  endemic 
cases  which  seem  to  be  with  us  every  year 
throughout  the  winter  months  we  are  less  sat- 
isfied when  we  term  them  influenza. 

To  describe  a typical  case  briefly,  W.  L..  a 
girl  six  years  of  age,  was  taken  suddenly  ill 
with  a temperature  of  103.  She  had  a very 
slight  almost  negligible  cough,  her  throat  was 
slightly  reddened,  the  physical  examination 
was  negative,  including  ears,  sinuses,  heart, 
lungs,  abdomen,  and  urine.  The  next  morning 
the  temperature  was  down  to  100  but  that 
night  rose  to  106.  AYhen  the  temperature  was 
high  she  looked  rather  ill:  when  the  tempera- 
ture was  low  she  appeared  happy  and  one 
would  hardly  imagine  that  she  was  ill.  This 
condition  of  affairs  continued  for  four  weeks, 
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the  remission  becoming  even  more  extreme  and 
variation  of  10  degrees  in  temperature  often 
being  observed  in  one  day,  striking  106  at  the 
highest  point  and  96  at  the  lowest.  The  white 
count  showed  practically  no  leueocytosis,  11,000 
white  cells  being  the  highest;  the  Widal  was 
negative  throughout,  plasmodia  were  never 
found  in  the  blood  and  daily  examination  of 
the  urine  revealed  no  pus  or  bacteria.  Blood 
cultures  were  taken  at  intervals  and  found 
negative.  There  was  considerable  anaemia 
and,  since  such  a prolonged  infection  is  apt  to 
drain  the  red  blood  cells  and  the  hemoglobin, 
a secondary  anaemia  is  a frequent  accompani  - 
ment. Complete  recovery  took  place  and  the 
child  has  been  well  ever  since. 

If  this  were  an  isolated  case  in  one's  experi- 
ence, it  would  be  extremely  puzzling  since  there 
was  no  epidemic  of  influenza  at  the  time.  On 
the  other  hand,  each  year  throughout  the  win- 
ter months  we  see  many  such  cases,  some  of 
them  of  less  duration,  perhaps  a week  or  ten 
days;  others  without  such  extremes  in  tem- 
perature, but  all  with  negative  physical  and 
laboratory  findings  throughout  the  course  of 
the  infection. 

Certain  of  these  upper  respiratory  infec- 
tions seem  to  focalize,  and  there  the  average 
physician  seems  to  be  more  at  home  in  mak- 
ing a diagnosis.  Occasionally,  and  it  is  always 
well  to  forewarn  the  family  of  this  contin- 
gency, true  lobar  pneumonia  will  develop.  In 
such  an  instance,  it  may  have  been  possible 
that  the  pneumococcus  has  been  responsible  for 
the  entire  infection  and  that  there  may  have 
been  an  area  of  consolidation  somewhere  in  the 
lungs  from  the  beginning.  As  a matter  of 
fact,  I would  warn  against  making  a diag- 
nosis of  upper  respiratory  infection  pure  and 
simple,  unless  the  lungs  are  X-rayed  from  time 
to  time.  There  is  no  question  that  many  cases 
of  true  pneumonia  go  through  their  entire 
course  without  any  physical  signs  and  that  oc- 
casionally the  diagnosis  of  pneumonia  is  only 
made  by  the  X-ray,  since  such  has  been  found 
the  case  in  a fairly  large  series  of  hospital 
children  where  X-rays  are  taken  routinely  and 
where  the  diagnosis  is  often  made  by  the 
X-ray  plate.  I remember  some  years  ago  when 
X-rays  of  the  lungs  were  new  and  proving  to 
be  of  great  aid,  one  of  my  colleagues,  an  X-rav 
man  of  note,  said  to  me,  “I  never  did  believe 
that  the  clinician  could  discover  all  of  his 
pneumonia  with  a stethoscope.  A very  small 
area  of  consolidation  covered  by  a large  area 


of  normal  lung  tissue  cannot  always  be  made 
out  by  auscultation  and  percussion."  We  now 
know  that  he  was  right. 

Another  complicating  factor  of  these  upper 
respiratory  infections  which  does  not  seem  to 
be  emphasized  in  the  literature  in  connection 
with  prolonged  fever,  is  acute  swelling  of  the 
lymph  nodes,  both  in  the  neck  and  medias- 
tinum, which  do  not  go  on  to  suppuration. 
Just  such  a case  as  I have  described  may  be 
seen  commonly,  accompanied  by  acutely 
swollen  glands  in  the  neck  that  are  tender  but 
do  not  become  red  or  fluctuating  at  any  time 
during  the  course  of  the  disease.  The  signi- 
ficant fact  is  that  these  glands  are  only  a part 
of  the  upper  respiratory  infection  and, 
although  it  has  been  given  the  name  of  acute 
glandular  fever  and  there  is  something  definite 
to  see  and  feel,  to  my  mind  it  is  still  only  one 
and  the  same  infection  with  a visible  mani- 
festation. Such  cases  may  go  on  to  suppura- 
tion and  require  incision  and  drainage,  and 
in  such  instances  the  streptococcus  is  usually 
found  to  be  the  invading  organism. 

One  case  is  recalled  which  continued  a high 
remitting  fever  for  two  months  before  an  en- 
largement of  the  glands  appeared  in  the  neck, 
and  finally  when  suppuration  did  appear  it 
seemed  to  be  an  evidence  of  resistance  on  the 
part  of  the  patient,  for  recovery  gradually 
took  place  from  that  time.  Mediastinal  lymph 
nodes  may  be  discovered  only  by  X-ray,  and 
they  are  not  as  uncommon  as  might  appear, 
when  routine  X-rays  of  the  chest  are  taken. 
They  sometimes  go  on  to  abscess  formation  and 
an  acute  suppurative  mediastinitis  is  not  as 
rare  as  it  is  thought  to  be. 

Acute  otitis  media  is  the  commonest  compli- 
cation of  these  upper  respiratory  infections  in 
children.  The  chief  object  of  this  paper  is  to 
try  to  convince  the  otologist  that  ordinarily 
acute  otitis  is  only  a part  of  an  upper  respira- 
tory infection.  Hundreds,  and  it  might  be 
said  thousands,  of  mastoid  operations  in  this 
country  would  be  avoided  if  this  view  of  the 
situation  were  taken.  The  otologist  is  not  to 
blame,  for  it  is  the  duty  of  the  pediatrician  to 
show  him  that  this  is  true.  In  talking  with  a 
fairly  large  number  of  pediatricians  it  has 
been  found  that  this  viewpoint  is  quite  com- 
monly shared  by  them.  The  attitude  that  the 
otologist  has  taken  has  been,  that,  given  a ease 
of  acute  otitis  media  with  bulging  drum,  in- 
cision and  free  drainage  are  indicated,  when 
the  temperature  should  subside  within  a day 
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or  two,  and,  after  discharge  of  pus  from  the 
canal  for  a week  or  ten  days,  complete  re- 
covery should  take  place.  On  the  other  hand, 
where  the  temperature  does  not  subside  with 
free  drainage,  the  otologist  suspects  mastoid 
involvement,  and  an  operation,  sometimes  as 
an  emergency,  but  latterly  with  less  haste,  is 
urged.  It  has  been  said  that  a mastoid  opera- 
tion is  never  an  emergency  and  I am  inclined 
to  coincide  with  this  view.  It  is  a fact  that 
in  most,  if  not  all  cases  of  otitis  media  of  any 
considerable  duration,  there  is  pus  in  the  mas- 
toid cells,  but  the  surgeon  should  not  con- 
sider that  the  operation  was  necessary  simply 
because  he  found  pus  when  the  mastoid  was 
opened.  Where  no  necrosis  of  the  bone  is 
found,  it  may  be  concluded  that  the  operation 
was  unnecessary  and  that  probably  the  pus 
would  have  drained  equally  well  through  the 
middle  ear  and  recovery  taken  place  with  less 
distressing  circumstances  and  in  less  time 
through  middle  ear  drainage. 

A case  is  recalled  in  which  an  upper  res- 
piratory infection  with  an  accompanying  otitis 
media  was  seen  with  the  otologist.  Both  drums 
were  promptly  incised,  pus  drained  freely 
through  the  canals  but  the  temperature  did 
not  subside.  After  a few  days  the  otologist 
insisted  upon  opening  both  mastoids,  which 
he  did  after  some  opposition  on  my  part.  In 
the  meantime  another  member  of  the  family 
about  a year  younger,  started  with  the  some 
infection.  The  drums  were  promptly  incised 
and  continued  in  exactly  the  same  course. 
Operation  was  immediately  advised  by  the 
otologist  but  I objected  and  in  a very  friendly 
spirit  the  otologist  said,  “All  right,  you  can 
call  this  your  -case  and  I will  take  care  of  mine 
and  see  which  gets  well  first”.  It  can  only  be 
said  that  the  member  that  was  operated  was 
still  having  daily  dressings,  was  pale,  anaemic, 
emaciated  and  sick  at  the  end  of  two  months, 
whereas  the  unoperated  case  was  healed  in  two 
weeks,  was  out  playing  in  three,  and  at  the 
end  of  the  two  month  period  was  a robust, 
healthy,  and  vigorous  object  lesson  to  the 
otologist. 

The  otologist’s  attitude  can  well  be  ex- 
plained. His  is  the  responsibility  if  the  infec- 
tion extends  beyond  the  mastoid  to  sinus 
thrombosis  or  septic  meningitis,  but  he  should 
not  forget  that  a continued  high  remittent 
fever  may  be  due  to  an  upper  respiratory  in- 
fection and  that  there  must  be  very  definite 
symptoms  of  sinus  thrombosis  beside  fever. 


Last  spring  I made  a statement  before  my  stu- 
dents that  although  I had  incised  a great  many 
ear  drums  throughout  the  winter,  sometimes  as 
many  as  four  or  five  a day,  I had  not  had  a 
single  mastoid  among  them,  and  I had  followed 
every  single  case  in  private  practice  through 
its  entire  course.  The  very  next  day  one  of 
the  children  with  otitis  media  which  had  been 
under  my  treatment,  was  seen  with  extreme 
tenderness  and  edema  over  the  mastoid  cells 
coming  on  three  weeks  after  the  original  in- 
cision of  the  ear  drum.  This  child  was 
promptly  operated  and  went  uninterruptedly 
to  recovery.  Although  I usually  see  more  mas- 
toids than  this  in  the  course  of  a year,  this 
was  the  only  one  seen  during  the  past  winter 
season.  The  entire  treatment  of  otitis  consists 
in  incising  drums  promptly  a*nd  thoroughly 
once,  not  repeating  the  incision  unless  there  is 
improper  drainage,  irrigating  the  canal  every 
two  hours  with  a mild  sterile  antiseptic  solu- 
tion such  as  one  teaspoon  of  boric  acid  to  the 
quart  of  water,  one  quart  to  each  ear,  with 
a Lucae’s  ear  tip  attached  to  a fountain 
syringe,  all  of  which  must  be  sterilized  each 
time,  irrigating  every  two  hours  in  the  day- 
time, four  hours  through  the  night,  avoiding 
blocking  up  the  canal  with  cotton  or  any  other 
dressing  or  irritating  the  canal  with  strong 
medicants  of  any  kind.  The  more  thoroughly 
and  carefully  and  conscientiously  the  irriga- 
tions are  done,  the  sooner  will  recover}^  take 
place.  It  goes  without  saying  with  prolonged 
or  recurrinof  otitis  one  should  have  all  adenoids 
cleaned  out  the  nasal  pharynx,  and  diseased 
tonsils  removed.  Where  there  is  much  nasal 
obstruction,  removal  of  the  adenoids  will  often 
clear  up  an  oral  discharge  at  once;  sometimes 
removal  of  the  tonsils  is  advised  at  the  same 
time,  but  it  seems  better  judgment  in  the  light 
of  our  present  knowledge  to  remove  the  ton- 
sils later  and  not  durin<x  the  course  of  acute 
infection. 

But  what  are  the  indications  for  a mastoid 
operation,  for  such  there  are?  In  the  first 
place,  pain,  continued  pain,  after  the  drum 
has  been  incised  and  is  draining  freely,  es- 
pecially when  accompanied  by  fever.  In  the 
second  place,  deafness  over  a prolonged  period 
and  seemingly  getting  worse  if  accompanied 
by  fever  and  pain.  In  the  third  place,  de- 
struction of  bone  when  seen  in  the  X-ray  plate. 
In  the  fourth  place,  sagging  of  the  posterior 
wall,  if  it  continues  and  if  there  are  other 
signs  as  well.  Finally,  redness,  swelling,  ten- 
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derness,  and  edema  over  the  mastoid  processes 
often  with  pushing  forward  of  the  auricle. 
Tenderness  alone  over  the  mastoid  is  not  an 
indication  for  operating. 

In  conclusion,  apologies  are  offered  to  the 
otologist.  He  has  done  his  duty  conscientiously 
as  he  sees  it.  The  busy  pediatrician  perhaps 
sees  more  middle  ears  in  the  course  of  his 
winter’s  work  than  the  otologist.  He  certainly 
sees  the  upper  respiratory  infections  that  the 
otologist  does  not.  A drive  is  on  to  prevent 
unnecessary  mastoid  operations,  and  pediatri- 
cians feel  sure  that  the  otologist  is  anxious  to 
co-operate  in  this  drive.  The  day  is  over  when 
a prolonged  fever  with  a running  ear  is  in 
itself  an  indication  for  a mastoid  operation, 
nor  is  an  aural  discharge  lasting  two  or  even 
three  weeks  an  indication,  nor  is  tenderness 
alone  with  fever  and  discharge  an  indication. 

125  East  Thirty-ninth  Street. 

Discussion 

Dr.  St.  George  T.  Grinnan,  Richmond: — I think 
this  is  one  of  the  most  interesting  papers  I have 
heard  in  a long  time.  I have  two  young  boys.  After 
long  argument  both  were  operated  on  for  mas- 
toiditis. What  Dr.  Dennett  described  is  actually 
true.  My  wife  objected  very  much  to  the  operation, 
because  she  was  raised  at  the  University  of  Virginia, 
and  her  ears  ran  ten  years,  and  she  never  had  to 
be  operated  upon. 

Every  pediatrician  is  asked,  all  during  the  winter, 
the  value  of  vaccines,  with  which  I have  not  been 
successful.  I should  like  to  ask  Dr.  Dennett  his 
opinion  with  regard  to  the  cold  and  influenza  and 
ether  stock  vaccines. 

Dr.  H.  S.  Hedges,  Charlottesville: — If  Dr.  Grin- 
nan’s  wife  had  had  an  operation,  her  ears  would 
not  have  run  for  ten  years. 

Dr.  W.  B.  McIlwaine,  Petersburg: — I want  to  say 
that  the  otologists  in  Virginia  evidently  differ  a 
great  deal  from  the  otologists  in  New  York  City, 
for  every  year  I have  to  urge  my  consultants  to 
operate  on  mastoids.  I very  often  diagnose  a mas- 
toid before  they  do  and  then  have  to  urge  operation. 

Of  course,  a paper  like  Dr.  Dennett’s  is  of  very 
great  value,  and  a great  many  lessons  can  be  learned 
from  it;  but  it  is  impossible  to  give  a picture  of 
upper  respiratory  infections  in  a short  paper.  Cer- 
tainly the  otologists  whom  I see  in  Virginia  are 
not  prone  to  operate  quickly  and  are  much  more 
apt  to  take  the  judgment  of  the  pediatrist.  So  far 
as  my  experience  goes,  I generally  have  to  urge  the 
operation  and  not  fight  it  off  as  Dr.  Dennett  seems 
to  have  to  do. 

Dr.  : — I rise  to  ask  Dr.  Dennett  what 

are  the  diagnostic  symptoms  that  indicate  punctur- 
ing of  the  drum  and  his  technic  for  doing  it. 

Dr.  C.  S.  Dodd,  Petersburg : — I should  like  to  ask 
the  doctor  what  otologist  he  ever  heard  say  that 
pus  in  the  mastoid  is  an  indication  for  operating? 
He  does  not  see  the  pus  until  he  goes  in  there.  So 
we  do  not  make  an  argument  along  that  line,  nor 
do  we  hold  that  pain  alone  is  an  indication  for 
operation.  We  do  as  the  general  surgeon  does  in  a 
case  of  appendicitis, — put  all  the  symptoms  together 
and  decide  what  course  to  follow.  I want  to  tell 
you  that  if  you  let  the  ear  discharge  indefinitely, 


you  are  going  to  get  mastoid  cases  and  brain  ab- 
scess and  what  not,  and  you  may  have  the  pleasure 
of  seeing  the  undertaker  get  your  patient,  whether 
the  patient  be  a child  or  an  adult,  if  you  just  let 
it  go  long  enough.  I do  not  know  just  how  eager 
the  men  in  New  York  City  are  to  operate,  but  we 
do  realize  that  operating  for  mastoiditis  is  a rather 
serious  business.  However,  waiting  for  the  pain, 
tenderness  and  other  symptoms  to  disappear  is  also 
serious. 

Dr.  J.  H.  Hiden,  Pungoteague: — Sometime  ago  I 
had  a patient  brought  to  me  suffering  with  acute 
otitis,  and  I decided  to  make  an  incision  and  open 
the  era-drum  and  did  so.  There  was  a great  dis- 
charge of  pus  very  soon.  The  temperature  soon  fell 
from  103  down  to  99,  and  then  became  about  normal. 
That  lasted  for  several  days.  I used  boric  acid 
douches,  as  Dr.  Dennett  has  just  described  to  us. 
In  about  a week  that  child  developed  fever  again, 
and  there  was  a good  deal  of  tenderness  over  the 
mastoid.  I began  to  get  a little  uneasy  and  sent 
the  case  off  to  a specialist  for  a mastoid  operation. 
He  said  the  condition  was  one  of  the  worst  he  had 
ever  seen  which  recovered,  but  finally  this  child  did 
recover.  I asked  myself  again  and  again  if  I had 
done  right  in  using  hot  douches  and  syringing  out 
the  ear,  as  I recalled  that  Dr.  Ballenger,  of  Chicago, 
is  opposed  to  that.  I was  a little  worried  to  think 
that  I had  gone  in  opposition  to  so  eminent  a 
man  that  was  opposed  to  using  those  douches,  on 
account  of  the  possibility  of  getting  infection  in- 
side; but  I find  now  that  I have  an  eminent  man  on 
my  side,  after  all,  and  it  makes  me  more  comfort- 
able. Thank  you,  doctor! 

Dr.  W.  P.  McDowell,  Norfolk: — I have  listened 
with  a great  deal  of  interest  to  Dr.  Dennett’s  timely 
paper  and  to  the  discussion  which  has  followed.  I 
do  not  rise  with  a desire  to  further  prolong  the  dis- 
cussion, but  I should  like  to  ask  a question.  Say 
we  have  an  acute  otitis  media,  paracentesis  has 
been  done,  and  the  X-ray  shows  definite  mastoid 
involvement.  What  is  to  be  our  criterion  as  to 
whether  this  case  will  get  well  if  left  alone  or  that 
it  is  one  in  which  we  should  resort  to  mastoid 
operation?  This  is  a point  on  which  we  need  a 
clearer  idea.  , 

Dr.  Roger  H.  Dennett,  New  York  City,  (closing  the 
discussion ) : — I knew  this  would  be  a very  unpopular 
subject,  and  I almost  wrote  Dr.  Harris  that  I should 
like  to  change  my  topic,  after  I had  written  the 
paper.  It  is  an  unpopular  subject  with  us  in  New 
York.  I do  not  know  anything  about  your  otologists 
down  here,  so  that  proves  I did  not  come  down  to 
insult  them.  But  ours  vary  so  tremendously  that  that 
is  one  excuse  I,  a mere  pediatrician,  a baby  doctor, 
have  for  writing  such  a paper.  The  otologists  vary 
so  tremendously  that  we  do  not  know  who  is  right. 
Some  use  douches,  and  some  do  not;  some  say  oper- 
ate, and  some  say  wait.  But  I do  know  that  each 
year  I have  fewer  and  fewer  mastoids,  and  my  cases 
are  among  a fairly  intelligent  class  of  people  (pri- 
vate cases).  Now,  I do  not  know  anything  about 
adults’  mastoids.  I am  not  even  going  to  answer 
that  question  about  how  to  incise  an  ear-drum.  No^ 
body  ever  taught  me;  I learned  it  from  the  text- 
books. My  whole  course  at  the  Harvard  Medical 
School,  twenty-five  years  ago,  consisted  in  sitting  up 
on  the  top  seat  in  the  amphitheater  and  watching 
Clarence  Blake  look  through  an  auroscope.  That 
was  my  entire  training  in  school,  but  my  training 
has  been  ever  since  then,  day  after  day,  year  after 
year-,  seeing  these  children  with  otitis.  We  can  not 
call  the  otologist  every  time  to  open  an  ear-drum. 
We  examine  the  ear-drum  as  routinely  as  we  do  the 
throat  or  the  chest  in  a child  that  has  a fever.  There- 
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fore,  I must  say  I think  the  pediatrist  has,  with  this 
enormous  experience,  an  opening.  I hope  nobody 
gathered  that  I think  a masiO.d  operation  should 
never  be  done.  I think  I gave  the  indications  as  I 
see  them.  Nor  do  I want  to  give  the  impression  that 
I have  ever  had  a year  since  I began  practicing 
with  only  one  mastoid.  Perhaps  it  was  a milder  in- 
fection last  year;  perhaps  it  was  good  luck.  Every 
year  certainly  we  do  have  four  or  five  mastoids 
which  I do  turn  over  to  the  otologist  and  in  which 
I welcome  his  surgieal  work. 

As  to  how  long  to  wait,  I am  not  going  to  set  a 
definite  period  of  time  when  the  mastoid  should  be 
opened  up.  It  is  a matter  of  keen  judgment — and 
the  keenest  judgment.  I think  when  we  have  not 
had  this  experience,  we  have  to  rely  upon  the 
otologist’s  judgment  in  the  matter,  but  their  judg- 
ment varies  so  much  that  it  is  very  difficult  for  me 
to  allow  them  to  decide,  without  more  than  one 
opinion,  when  the  question  is  in  doubt.  Perhaps 
our  otologists  are  different  from  yours.  I see  it;  I 
prevent  mastoids;  I do  it  every  winter.  I see  it  in 
consultation  perhaps  with  an  out-of-town  otologist. 
I see  they  want  to  open  the  mastoid  when  a fever 
keeps  up  for  perhaps  four  or  five  days  after  the  ear 
has  been  incised;  they  want  to  do  it  for  nothing 
except  the  continued  discharge  from  the  ear.  Per- 
haps you  do  not  see  that,  but  I do,  and  that  is  the 
sort  of  thing  to  which  I believe  it  is  well  worth 
while  to  call  attention. 


THYROID  DEFICIENCY.* 

By  JAMES  H.  SMITH,  M.  D.,  Richmond,  Va. 

Department  of  Medicine,  McGuire  Clinic. 

The  outspoken  forms  of  thyroid  deficiency, 
cretinism,  myxedema  and  cachexia  strumipriva, 
were  clearly  described  before  the  days  of  basal 
metabolism  tests.  On  the  other  hand,  a wide 
and  increasing  range  of  possibilities  in  treat- 
ment has  been  opened  up  around  the  central 
fact  that  very  de'inite  thyroid  lack  may  exist 
independent  of  the  classical  pictures  of  ex- 
treme grades  of  hypothyroidism.  This  newer 
body  of  observations  has  not  been  classified 
nor  by  any  means  completed,  and  yet.  obvi- 
ously. it  is  here  that  our  attention  must  be 
focused  rather  than  on  the  familiar  gross 
clinical  states. 

Internists,  general  practitioners  and  all  diag- 
nosticians are  without  doubt  ready  to  welcome 
any  positive  idea  that  will  somewhat  reduce 
the  number  of  so-called  neurasthenics.  Doubly 
welcome  is  such  a concept  if  it  carries  with  it 
a simple  and  efficient  remedy.  Many  conserva- 
tive clinicians  are  proving  to  their  own  satis- 
faction that  in  thyroid  deficiency  there  is  some 
redemption  from  the  snare  of  neurasthenia. 
The  more  one  watches  out  for  it  the  more 
common  it  seems  to  be.  Indeed.  I have  heard 
there  exists  in  other  clinics  the  feeling  we 
have  in  our  work,  that  we  may  be  finding  too 

•Read  before  the  fifty-seventh  annual  meeting  of  the  Medical 
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many.  More  time  must  elapse  before  the  real 
importance  of  mild  sub-thyroid  states  can  be 
estimated.  Basal  metabolism  is  beyond  ques- 
tion a fundamental  sort  of  thing  in  the  phy- 
siology of  health  and  disease,  but  so  a. so  are 
bodj7  height  and  weight.  I am  sure  many  of 
us  lack  patience  with  the  notion  that  an  in- 
dividual’s weight  must  bear  some  exact  rela- 
tion to  his  height  in  order  to  enjoy  good  health, 
and  we  should  not  hastily  attribute  illness  to 
an  individual  if  casually  we  should  find  his 
metabolic  rate  somewhat  low  or  high.  By 
‘‘casually,”  I mean,  for  example,  in  a series  of 
tests  run  on  supposedly  normal  subjects.  If, 
on  the  other  hand,  the  patient  comes  com- 
plaining that  he  is  sick,  an  abnormal  meta- 
bolic rate  is  to  be  taken  7nto  account  with  anjr 
other  available  diagnostic  evidence.  The  pur- 
pose of  what  has  been  said  is  to  anticipate  a 
random  quality  and  a tentative  note  that  I 
am  not  going  to  be  able  to  avoid. 

It  is  practically,  if  not  absolutely,  true  that 
the  diagnosis  of  thyroid  deficiency  may  be  con- 
sidered established  if  the  metabolic  rate  is 
definitely  low  and  the  administration  of  thy- 
roid substance  proves  definitely  beneficial. 
Since  we  are  not  prepared  to  advocate  routine 
determinations  of  the  metabolism,  two  ques- 
tions immediately  present  themselves: 

What  circumstances  should  lead  to  investi- 
gation of  the  metabolic  rate? 

What  conditions  other  than  thyroid  de- 
ficiency cause  an  abnormally  low  basal  meta- 
bolism ? 

The  contrast  between  the  classical  concep- 
tion of  sub-thyroidism  and  the  present  under- 
standing of  some  of  the  milder  forms  is  seen 
in  that,  instead  of  sluggishness  and  mental 
inertia,  there  may  be  nervousness  and  irritabil- 
ity: the  pulse  rate  may  be  increased  rather  than 
slow;  the  thyroid  may  be  either  appreciably 
atrophied,  greatly  hypertrophied,  or  appar- 
ently normal:  the  skin  may  be  soft  and  pliable 
and  the  hair  fine;  and  the  patient  may  be  un 
derweight  rather  than  overweight.  Exception 
can  hardly  be  taken  to  most  of  the  atypical 
features  ascribed  in  the  recent  literature  to 
thyroid  lack  when  those  claims  have  been 
supported  by  metabolism  studies.  Nervousness 
is  not  an  infrequent  complaint  in  this  type  of 
case.  An  initial  pulse  rate  of  124  was  ob- 
served in  one  of  our  patients,  and  the  follow- 
ing day  a basal  metabolic  rate  of  minus  14 
was  obtained  with  a pulse  of  74  to  80.  But 
in  the  matter  of  low  body  weight  it  is  possible 
not  enough  care  has  been  used  to  distinguish 
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between  the  low  metabolism  of  undernutrition 
and  the  low  metabolism  of  hypothyroidism. 

I know  of  no  conclusive  proof  that  the  thyroid 
is  in  any  way  responsible  for  the  low  heat  out- 
put in  experimental  or  pathological  starvation, 
and  it  does  not  seem  unreasonable  to  believe 
that  the  tire  burns  low  as  any  other  fire  does 
when  the  supply  of  readily  available  fuel  be- 
comes low.  Two  cases  in  the  service  of  Dr. 
Hunter  McGuire  will  serve  to  illustrate  the 
contrast.  Both  were  seventeen  year  old  girls 
with  a previous  average  weight  of  about  130 
pounds.  Miss  A.  had  suffered  a loss  of  19 
pounds  beginning  as  a voluntary  reduction  by 
dieting,  which  resulted  in  anorexia  and  pro- 
gressive weight  loss.  The  basal  metabolic  rate, 
which  was  minus  36,  was  brought  to  normal 
(minus  2)  within  two  months,  coincident 
with  a gain  of  31  pounds,  under  general  treat- 
ment without  thyroid.  Miss  M.,  on  the  con- 
tray,  had  gained  15  pounds,  presented  clinical 
evidence  of  hypothyroidism,  basal  rate  minus 
32,  and  is  responding  to  thyroid  medication 
according  to  expectation. 

Perhaps  it  is  better  to  regard  the  question 
of  undernutrition  in  hypothyroidism  as  un- 
settled. and,  furthermore,  not  to  conclude,  as 
yet.  that  thyroid  medication  is  contraindicated 
in  undernourished  individuals  with  low  meta- 
bolic rates.  As  an  activator  of  metabolism,  it 
may  set  in  motion  physiological  processes 
which  will  result  in  improved  nutrition  if 
adequate  food  is  supplied  for  energy  needs 
plus  storage.  However  this  mav  be,  it  would 
seem  likely  that  differences  in  dosage  would 
l)e  needed  as  compared  with  thyroid  poverty, 
and  if  this  is  the  case  differentiation  is  im- 
portant. 

To  emphasize  the  value  of  metabolism  deter- 
minations in  thyroid  disease  I could  cite  cases 
in  which  a high  rate  was  suspected  and  a 
subnormal  reading  obtained.  To  emphasize 
its  limitations  I would  refer  to  a case  of 
cachexia  strumipriva  quite  dependent  on  thy- 
roid medication,  in  whom  we  have  not  been 
able  to  get  a reading  below  plus  25.  In  this 
case  we  do  not  consider  the  metabolism  tests 
acceptable. 

Two  or  three  facts  with  reference  to  meta- 
bolic rate  studies  are  worth  emphasizing  here 
even  at  the  risk  of  repetition.  Limits  of  nor- 
mal should  not  be  taken  too  literally.  Espe- 
cially on  the  plus  side  we  should  think  in  * 
terms  of  ten  rather  than  of  one.  The  first  ac- 
cepted upper  normal  limit  of  plus  10  lias 


about  given  way  to  plus  15,  and  possibly  the 
lower  limit,  instead  of  minus  10,  might  better 
be  placed  at  minus  5,  though  nothing  presented 
in  this  paper  requires  such  a shift  to  support 
it.  Another  observation  with  which  techni- 
cians are  more  familiar  than  clinicians  is  that 
a reading  below  normal  is  less  likely  to  be 
erroneous  and  misleading  than  one  above  nor- 
mal. 

While  speaking  thus  parenthetically,  I would 
refer  to  special  difficulties  in  estimating  the 
metabolism  of  children.  In  addition  to  a fre- 
quent inability  on  their  part  to  co-operate  in 
methods  of  indirect  calorimetry,  there  is  no 
generally  accepted  standard  of  normal  for 
children.  After  examination  of  the  original 
published  data  of  subjects  selected  as  normal, 
chiefly  those  of  Benedict  and  Talbot1  and  of 
DuBois,2  I am  inclined  to  think  that  the  best 
standard  in  both  sexes  for  the  present  is  fur- 
nished in  Benedict  and  Talbot’s  average  for 
age  unless  the  child  is  obviously  both  over- 
height and  overweight,  in  which  case  the  aver- 
age for  height  should  be  used  as  the  standard: 
and  that  in  children  at  or  approaching  puberty 
DuBois’  average  for  boys,  twelve  to  fourteen, 
further  subdivided  so  as  to  allow  more  ex- 
actly for  fractions  of  years,  is  the  most  accept- 
able standard  for  boys,  and  the  same  figures 
less  7 per  cent  for  girls. 

Approaching  more  directly  the  inquiry  as 
to  when  the  possibility  of  a low  metabolism 
should  be  investigated,  the  more  characteristic 
special  hints  are  slow  pulse,  coarse  hair,  heavy 
but  non-pitting,  dry  skin,  malnutrition  of  the 
nails,  sensitiveness  to  the  perception  of  cold, 
physical  and  mental  inertia,  overweight  and 
a full,  pudgy  facial  expression.  More  gener- 
ally I would  say  that,  whenever  we  have  not 
arrived  at  a satisfactory  diagnosis  in  a patient 
showing  vague  constitutional  symptoms,  a 
basal  metabolism  study  is  made  for  purposes 
of  elimination.  It  is  this  group  with  vague 
subjective  symptoms  but  lacking  any  outspoken 
physical  signs  of  thyroid  deficiency,  that  has 
impressed  us  as  important  on  grounds  both  of 
frequency  and  therapeutic  possibilities.  It  is 
illustrated  by  the  case  of  Miss  L.,  aged  3-1, 
presenting  the  appearance  of  good  health  and 
negative  physical  examination,  complaining  of 
nervousness,  general  aching,  the  symptoms  of 
a vasomotor  rhinitis,  sensitiveness  to  cold,  and 
constipation.  Basal  pulse  78;  B.  M.  R.  minus 
15.  The  patient  felt  well  after  six  weeks’  thy- 
roid medication,  when  the  B.  M.  R.  was  plus 
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11.  The  change  in  rate  was  not  accompanied 
by  loss  in  weight,  and  this  failure  of  correla- 
-tion  between  the  two  we  find  to  be  not  at  all 
exceptional. 

We  are  further  interested  in  the  association 
of  sub-thyroid  states  and  certain  other  clinical 
findings  which  will  be  alluded  to,  though  the 
case  histories  cannot  be  quoted  here  at  length. 

Nephritis,  especially  cardio-nephritis,  leads 
to  caution  in  thyroid  therapy.  However,  in 
the  case  of  a woman,  aged  54,  blood  pressure 
238/120,  cardiac  hypertrophy,  chronic  nephri- 
tis, B.  M.  R.  minus  18,  most  satisfactory  sub- 
jective and  objective  improvement  followed 
thyroid  therapy,  the  blood  pressure  declining 
to  160/90  and  the  B.  M.  R.  increasing  to  plus 
6.  Nephrosis  as  described  bv  Epstein,  with  its 
hypothyroid  features,  was  not  difficult  to  ex- 
clude. The  usual  cardio-nephritic  regime  was 
followed,  but  the  results  were  better  than  usual. 

In  a few  cases  digestive  symptoms  unasso- 
ciatecl  with  demonstrable  organic  lesion,  char- 
acterized by  constipation  and  either  hyper- 
acidity, normal  gastric  contents  or  achlor- 
hydria, with  low  metabolic  rates,  have  re- 
sponded to  treatment  based  on  thyroid  de- 
ficiency. Four  cases  of  hypothyroidism 
showed  achlorhydria  without  furnishing  any 
data  relating  the  two  as  cause  and  effect. 

We  have  not  followed  closely  the  supposed 
relationship  between  the  thyroid  gland  and 
sugar  tolerance.  There  seems  to  be  no  fre- 
quent clinical  connection  between  over-activity 
of  the  gland  and  diabetes  mellitus,  and  if  a 
high  sugar  tolerance  was  ever  helpful  in  the 
recognition  of  low  thyroid  states,  metabolic 
rate  determinations  have  reduced  its  relative 
value. 

On  the  other  hand,  Thacher  and  White’s3 
description  of  a characteristic  cardiogram  of 
myxedema,  with  a low  T-wave  in  Lead  II  and 
general  low  potential,  has  been  confirmed  to 
the  limited  extent  we  have  followed  it,  and 
would  seem  to  be  of  genuine  clinical  signifi- 
cance. 

Of  the  interrelation  between  ductless  glands, 
so  much  has  been  said  that  there  is  a danger 
either  of  bewildered  inaction  or  of  shot-gun 
therapy.  With  regard  to  the  thyroid  in  its 
relation  to  the  pituitary,  the  ovaries  and  the 
adrenals,  I am  disposed  to  give  pituitary  with 
thyroid  substance  when  the  pituitary  indica-_ 
tions  are  clear,  to  omit  attempts  at  ovarian  or 
adrenal  substitution  therapy  at  least  in  the 
beginning  of  thyroid  administration,  and  in 


ad  cases  with  a low  metabolism  to  keep  the 
possibility  of  thyroid  need  in  the  foreground. 

An  interesting  case  of  cachexia  strumipriva 
with  achlorhydria  is  mentioned  here  on  ac- 
count of  skin  lesions  strikingly  resembling 
pellagra.  Prompt  disaj)pearance  of  the  le- 
sions, with  extensive  desquamation,  occurred 
under  thyroid  administration  along  with  di- 
lute hydrochloric  acid. 

In  contradistinction  to  the  fore^oino-  where 

O & 

the  thyroid  is  believed  to  have  a positive  role, 
we  have  rarely  found  a low  metabolic  rate  in 
frank  cases  of  obesity  without  constitutional 
symptoms. 

I turn  now  to  a few  scattered  observations 
on  therapy.  When  more  information  is  avail- 
able it  will  be  of  interest  to  discuss  the  per- 
manence of  thyroid  deficiency  and  the  condi- 
tions governing  the  period  during  which  treat- 
ment is  required.  For  the  present  better 
therapy  will  be  practiced  if  physician  and  pa- 
tient regard  them  as  permanent  unless  or  un- 
til proAren  otherwise. 

There  is  a definite  need  for  standardization 
of  the  various  preparations  on  the  basis  of 
thyroxin  content  or  physiological  potency. 
For  simplicity  of  administration  and  freedom 
from  unpleasant  by-effects,  we  regard  the 
tablet  form  as  preferable,  but  under  prevail- 
ing conditions  it  is  neccessary  that  one  fami- 
liarize himself  with  some  reliable  preparation, 
best  measured  in  terms  of  the  metabolic  rate. 

Since,  as  in  other  substitution  therapy,  it  is 
important  to  have  the  co-operation  of  the  pa- 
tient, some  conservatism  is  advisable  in  estab- 
lishing the  required  individual  dose,  in  order 
that  the  patient  be  not  disconcerted  through 
the  production  of  a disagreeable,  possibly  dan- 
gerous, reaction  from  over-dosage.  In  order 
to  avoid  any  probability  of  over-dosage  while 
the  patient  is  not  under  observation,  it  is  our 
custom  to  introduce  some  routine  break  in 
therapy,  and  to  suggest  that,  while  it  is  not 
necessary  to  count  one’s  own  pulse,  an  unpre- 
dicted loss  of  weight  or  increased  pulse  rate, 
or  the  intervention  of  an  acute  illness,  should 
lead  to  the  omission  of  thyroid  for  the  time 
being. 

Before  summarizing  what  has  been  said,  I 
would  emphasize  the  belief  that,  for  some  time 
to  come,  great  discrimination  will  be  required 
to  distinguish  whether  a low  metabolic  rate 
and  its  implication  as  to  the  thyroid  gland 
is  the  essential  clue  to  the  patient’s  ill  health. 
The  intriguing  interest  of  the  thyroid  gland. 
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its  measurable  function  and  its  specific  therapy 
can  easily  lead  the  enthusiast  to  overlook  some 
stubborn  pathology  elsewhere  that  will  not  be 
touched  though  the  metabolic  rate  be  brought 
to  straddle  the  dividing  line  between  plus  and 
minus. 

Summary 

1.  There  is  a degree  of  the  hypothyroidal 
state  that  is  of  clinical  importance  not  only 
short  of,  but  more  or  less  in  contrast  to  the 
clinical  picture  of  gross  forms  of  the  condition. 

2.  The  basal  metabolic  rate  should  be  deter- 
mined : 

(a)  If  any  suggestive  signs  or  symptoms  of 
hypothyroidism  present,  and 

(b)  Before  arriving  at  a diagnosis  of  neur- 
asthenia, psychasthenia,  vagotonia,  constitu- 
tional diatheses  and  like  vague  terms. 

3-.  The  established  fact  of  a low  metabolic 
rate  does  not  establish  hypothyroidism  as  the 
final  diagnosis. 
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FURTHER  EXPERIENCE  WITH  IODINE 
IN  GOITRE.* 

By  I.  A.  BIGGER,  M.  D.,  University,  Va. 

From  the  Department  of  Surgery,  University  of  Virginia 
Hospital. 

Two  years  ago  I reported  to  this  Society 
the  results  obtained  in  fifteen  cases  of  exoph- 
thalmic goitre  by  the  pre-operative  admin- 
istration of  Lugol’s  solution  of  iodine  as  ad- 
vised by  Plummer1  in  June,  1923.  The  results 
were  most  encouraging.  Since  that  report  we 
have  operated  upon  eighty-two  patients  for 
goitre.  Seventeen  of  these  were  adenomata 
with  normal  function;  thirty  were  adenomata 
with  hyperthyroidism,  and  thirty-five  were  of 
the  exophthalmic  type.  The  exophthalmic 
cases  all  received  iodine:  twenty-nine  of  them 
for  the  first  time.  The  usual  dose  was  M.  xv 
daily  and  the  duration  of  pre-operative  treat- 
ment averaged  sixteen  days.  Only  one  case 
failed  to  improve. 

*Read  at  the  fifty-seventh  annual  meeting:  of  the  Medical 
Society  of  Virginia,  at  Norfolk,  October  12-15,  1926. 


Chart  No.  1 shows  an  average  decrease  of 
22  per  cent  in  the  metabolic  rate,  and  ten  beats 
per  minute  in  the  pulse  rate.  Ligation  of  the 
superior  thyroid  arteries  was  considered 
necessary  in  five  cases.  Three  of  these  had  re- 
ceived iodine  for  several  weeks  before  coming 
under  our  observation,  so  had  passed  the 
period  of  greatest  remission. 


13.H.J? 


Chart  I. — This  chart  shows  the  average  pulse,  weight,  and  basal 
metabolic  rate  changes  in  twenty-nine  cases  of  exophthalmic 
goitre  treated  with  iodine. 

Iodine  was  administered  during  the  im- 
mediate post-operative  period  in  all  cases  and 
a few  Avere  advised  to  take  small  doses  for 
several  months.  There  Avere  some  moderately 
seA^ere  post-operative  reactions,  only  one  of 
Avhich  was  alarming.  We  had  no  operative 
deaths.  One  case  which  will  be  reported  in 
detail  died  while  under  observation. 

Within  the  past  tAvo  years  numerous  reports 
of  good  results  by  this  method  of  treatment 
have  appeared  in  the  literature.  Pemberton2 
states  that  the  number  of  ligations  noAV  as 
compared  to  the  number  before  using  iodine 
is  in  the  ratio  of  1:11.  Also,  according  to 
him,  acute  post-operative  thyroidism  has  been 
almost  eliminated  at  the  Mayo  Clinic.  It 
seems  to  be  established  that  iodine  is  of  great 
value  as  a therapeutic  agent  in  the  pre-opera- 
tive management  of  exophthalmic  goitre. 

Iodine  in  Adenomatous  Goitre 

Lahey3  and  numerous  others  have  observed 
simple  adenomata  become  toxic  after  taking 
iodine.  Frazier4  says  “under  no  circumstances 
should  iodine  be  given  to  a patient  with  an 
adenoma  whether  it  be  toxic  or  non-toxic,  ex- 
cept when  the  patient  is  in  a hospital  Avhere 
he  is  being  prepared  for  operation.”  In  the 
previous  report  I concluded  that  we  were  juS' 
tifiecl  in  using  iodine  in  suspected  toxic  ade- 
nomata when  exophthalmic  goitre  could  not: 
be  excluded.  We  have  treated  seven  patients: 
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with  toxic  adenomata  with  Lugol's  solution. 
In  three  the  results  were  comparable  to  those 
obtained  m exophthalmic  goitre;  in  two  others 
there  was  little  change  and  in  two  the  symp- 
toms were  accentuated.  Graham5  states  that 
his  results  are  equally  good  in  toxic  adenomata 
and  the  exophthalmic  type.  He  advances  the 
view  that  adenomatous  goitre  with  hyperthy- 
roidism and  exophthalmic  goitre  are  different 
phases  of  the  same  disease.  Decourcey6  has  not 
found  iodine  of  value  in  the  pre-operative 
treatment  of  toxic  adenomata,  but  has  noted  a 
marked  decrease  in  the  reaction  since  using  it 
as  a post-operative  measure. 

From  our  small  group  of  cases  it  would 
seem  wise  to  try  iodine  in  all  cases  of  adeno- 
matous goitre  with  hyperthyroidism,  but  only 
as  a pre-operative  measure  and  under  careful 
observation. 

Iodine  as  a Curative  Agent 

A few  reports  of  encouraging  results  from 
the  continued  administration  of  small  doses  of 
Lugol  s solution  are  to  be  found  in  the  recent 
literature.  Read7  found  that,  out  of  a series 
of  twenty-five  cases  of  exophthalmic  goitre 
treated,  eleven  showed  marked  improvement, 
eight  improved  to  a moderate  degree,  and  six 
did  not  improve.  The  majority  of  writers  re- 
port unsatisfactory  results  with  such  treat- 
ment. We  have  had  an  opportunity  to  follow 
six  patients  with  exophthalmic  goitre  who  were 
treated  over  periods  of  time  ranging  from  six 
weeks  to  two  years  and  in  no  case  was  there 
permanent  improvement.  I will  refer  to  three 
of  these  cases  in  some  detail. 

Case  Reports 

Case  1. — Mr.  L.  E..  white,  aged  1!)  years,  was 
admitted  to  the  I niversity  of  Virginia  hos- 
pital. May  7.  1921.  with  the  typical  symptoms 
and  signs  of  exophthalmic  goitre.  Both  su- 
perior thyroid  arteries  were  ligated  and  he 
was  advised  to  return  in  three  months  for  thv- 
roidectomy.  He  did  not  return  until  July  3. 
1922.  at  which  time  a partial  thyroidectomy 
was  performed.  On  February  5,  1924,  he  re- 
turned with  recurrence  of  symptoms  and  a 
basal  metabolic  rate  of  plus  41  per  cent.  Three 
applications  of  radium  were  given  over  the 
thyroid,  but  in  April,  two  months  later,  he  was 
still  quite  toxic,  with  a metabolic  rate  of  plus 
31  per  cent.  He  was  given  Lugol’s  solution 
M.  iij  once  daily,  and  two  months  later  was 
improved:  with  a metabolic  rate  of  plus  14 


per  cent.  The  iodine  was  continued  for  two 
Aveeks  each  month  until  July  7,  1926,  when  his 
metabolic  rate,  which  had  remained  above  nor- 
mal. was  plus  28  per  cent;  his  pulse  rate  110 
per  minute.  Partial  thyroidectomy  Avas  per- 
formed July  12;  uneventful  convalesenee. 
Microscopic  examination  revealed  relatively 
large  acini,  lined  by  cuboidal  epithelium  and 
filled  Avitli  quite  dense  colloid. 

Although  this  patient  received  iodine  over  a 
period  of  tAvo  years,  there  Avas  little  permanent 
improA'ement. 

Case  2. — Mrs.  G.  V.  A.,  white,  aged  49  years, 
Avas  admitted  to  the  I 'niversity  of  Virginia 
Hospital.  March  31,  1926.  with  the  characteris- 
tic symptoms  and  signs  of  exophthalmic  goitre. 
The  present  illness  was  of  three  years’  dura- 
tion. In  December.  1925,  three  months  before 
entering  the  hospital,  she  began  taking  Lugol’s 
solution  M.  xv  daily.  Pier  symptoms  improved 
for  a time  but  gradually  returned.  When  first 
seen  by  us  she  Avas  quite  toxic,  with  a basal 


Chart  II. — This  chart  shows  the  changes  in  basal  metabolic  rate 
in  seven  cases  of  adenoma  with  hyperthyroidism  following 
the  administration  of  Lugol’s  solution. 


metabolic  rate  of  ]51us  52  per  cent  and  a basal 
pulse  rate  of  100.  The  iodine  Avas  discontinued 
and  one  Aveek  later  the  metabolic  rate  was 
plus  67  per  cent  but  tAvo  Aveeks  later  dropped 
to  plus  49  per  cent.  Both  superior  thyroid 
arteries  Avere  then  ligated;  folloAved  bv  a 
moderately  severe  reaction.  Seven  Aveeks  later 
her  metabolic  rate  Avas  plus  58  per  cent  but 
after  taking  Lugol’s  solution  for  three  Aveeks. 
it  dropped  to  plus  28  per  cent,  at  Avhich  time 
subtotal  thyroidectomy  was  performed. 

This  patient  receh-ed  iodine  for  three 
months  with  but  temporary  improvement.  Had 
it  been  gBen  as  a pre-operative  measure  only, 
ligation  Avould  probably  not  have  been  neces- 
sary. This  conclusion  seems  justifiable  from 
the  satisfactory  response  to  Lugol’s  solution 
after  a long  period  of  discontinuance. 

Case  3. — K.  P.,  a colored  female,  aged  35 
years,  was  admitted  to  the  EniA'ersitv  of  Vir- 
ginia Hospital.  April  29.  1925.  complaining 
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of  weakness  and  palpitation  of  the  heart.  She 
presented  the  characteristic  picture  of  a severe 
exophthalmic  goitre,  with  a basal  metabolic 
rate  of  plus  75  per  cent.  During  the  first  week 
of  iodine-therapy,  the  metabolic  rate  dropped 
to  plus  49  per  cent.  One  week  later  there 
was  no  further  improvement,  so  immediate 
operation  was  decided  upon.  Approximately 
three-fourths  of  the  thyroid  gland  was  re- 
moved, following  which  she  had  a severe  re- 
action. Microscopic  examination  revealed 
marked  epithelial  hyperplasia.  Two  weeks 
after  operation  the  metabolic  rate  was  plus 
10  per  cent.  Although  this  patient  continued 
to  take  small  doses  of  iodine,  she  returned  in 
three  months  with  a recurrence  of  toxic  symp- 
toms and  a metabolic  rate  of  plus  43  per  cent. 
The  iodine  was  discontinued  with  definite 
temporary  improvement,  but  twelve  days  later 
she  became  suddenly  worse.  An  attempt  was 
made  to  give  Lugol's  solution  both  per1- os  and 
by  rectum,  but  neither  was  retained.  We 
therefore  gave  M.  xx  by  hypodermic  injection, 
but  without  result,  and  she  died  a few  hours 
later. 

This  patient  developed  an  early  and  severe 
recurrence  while  taking  iodine.  The  crisis  was 
probably  precipitated  by  its  being  discontinued. 

Pathological  Observations  F ollowixg 
Iodine  Therapy 

Rienhoff,8  Cattell9  and  others  have  shown 
that  there  is  a marked  change  in  the  gross  and 
microscopic  appearance  of  the  thyroid  gland 
following  the  administration  of  iodine  in  ex- 
ophthalmic goitre  cases.  The  most  noticeable 
changes  are — an  increase  in  the  size,  and  de- 
crease in  the  vascularity  of  the  gland;  an  in- 
crease in  the  amount  and  the  staining  reac- 
tion of  the  colloid ; and  also  a change  in  the 
epithelium  from  high  columnar  to  the  cuboidal 
type. 

In  our  series  of  cases  we  have  noted  similar 
changes,  and  in  only  one  have  we  seen  the 
marked  hyperplasia  usually  found  in  exoph- 
thalmic goitre. 

Discussion 

The  excellent  results  obtained  by  the  pre- 
operative  administration  of  Lugol’s  solution 
has  aroused  much  interest  in  the  general  sub- 
ject of  iodine  therapy  in  goitre.  Undoubted 
harm  may  result  by  the  indiscriminate  use  of 
iodine  in  cases  of  thyroid  enlargement.  Some 
of  the  dangers  are — simple  adenomata  may  be- 


come toxic;  toxic  adenomata,  which  do  not 
respond  uniformly,  may  become  more  toxic; 
and  even  in  exophthalmic  goitre,  bv  its  pro- 
longed use,  multiple  operations  may  be  ren- 
dered necessary  and  the  prognosis  made  more 
serious.  If  patients  are  to  have  surgical  treat- 
ment, it  is  essential  that  the  operator  see  them 
before  iodine  therapy  is  instituted,  since  his 
primary  impression  should  influence  his  deci- 
sion as  to  the  type  of  operation  to  he  per- 
formed. 

As  iodine  seems  to  be  of  curative  value  in 
only  a small  percentage  of  those  so  treated, 
and  since  the  results  from  surgery  are  satis- 
factory in  about  75  per  cent  of  cases,  there 
seems  to  be  little  justification  for  its  use  ex- 
cept as  a pre-operative  measure. 

Conclusions 

1.  Iodine  is  a valuable  therapeutic  agent 
when  used  in  the  pre-operative  treatment  of 
patients  with  exophthalmic  goitre. 

2.  Certain  patients  with  toxic  adenomata  are 
made  better  surgical  risks  by  the  proper  use 
of  iodine. 

3.  We  do  not  seem  to  be  justified  in  using- 
iodine  as  a curative  agent  in  either  adenomata 
or  exophthalmic  goitre. 

4.  Only  in  case  of  emergency  should  iodine 
be  administered  to  a patient  with  hyperthy- 
roidism prior  to  careful  study. 
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THE  DIAGNOSIS  AND  TREATMENT  OF 
EXOPHTHALMIC  GOITER.* 

By  W.  C.  CAUDILL,  M.  D.,  Pearisburg,  Va. 

We  are  now  passing  through  perhaps  the 
most  interesting  period  in  the  entire  history 
of  goiter.  It  is  true  that  during  the  past  few 
years  much  has  been  done  to  clarify  the  sub- 
ject of  goiter,  but,  nevertheless,  there  still  re- 
mains in  the  minds  of  many  physicians  a 
great  deal  of  confusion  in  the  diagnosis  and 
management  of  this  complex  malady. 

Believing  that  at  present  the  crux  of  the 
goiter  problem  is  revolving  more  largely 
around  that  of  exophthalmic  goiter,  I have 
chosen  this  phase  of  the  subject  for  my  dis- 
cussion. 

Exophthalmic  goiter  has  been  described  as 
a constitutional  disease,  apparently  due  to  an 
excessive,  probably  an  abnormal,  secretion  of 
an  enlarged  thyroid  gland  showing  diffuse  par- 
enchymatous hypertrophy.  It  is  characterized 
by  a high  basal  metabolic  rate  with  the  result- 
ing associated  manifestations,  with  a peculiar 
nervous  syndrome  and  usually  exophthalmos, 
and  with  a tendency  toward  the  gastrointesti- 
nal crises  of  vomiting  and  diarrhea. 

The  exact  part  played  by  the  thyroid  gland, 
and  whether  there  is  an  excess  or  deficiency 
of  iodine  secretion,  is  still  a debatable  ques- 
tion. A theory  of  the  action  of  the  thyroid 
gland  is  expressed  by  Blumgarten  as  follows: 
“The  thyroid  gland  controls  metabolism  prob- 
ably by  the  elaboration  of  thyroxin.  Physio- 
logically speaking,  it  therefore  controls  the 
speed  of  function,  such  as  the  speed  of  cere- 
bral activity,  the  speed  of  carbohydrate  meta- 
bolism. the  speed  of  practically  all  somatic 
functions.  Chemically  it  controls  nitrogen 
metabolism.  There  is  a good  deal  of  evidence 
to  show,  and  Rogers  has  demonstrated  experi- 
mentally, that  the  thyroid  gland  is  the  great 
sensitizer  of  the  autonomic  nervous  system.  It 
is  generally  agreed  that  the  autonomic  nerv- 
ous system  is  an  important  factor  in  determin- 
ing visceral  function,  and  since  the  thyroid 
is  the  great  autonomic  stimulant  the  speed  of 
visceral  function  is  to  a great  extent  depend- 
ent on  thyroid  activity.  The  thyroid  also  con- 
trols the  iodine  concentration  of  the  blood.” 

Another  interesting  view  in  regard  to  iodine 
secretion  is  given  by  Plummer.  He  states, 
“that  intensive  stimulation  of  unknown  source, 
acting  on  the  entire  gland,  drives  it  to  the 
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point  of  producing  an  active  agent,  abnormal 
in  quality  as  well  as  quantity,  which  in  the 
tissues  of  the  body  causes  all  the  phenomena 
of  the  disease.  As  the  normal  molecule  of 
thyroxin,  discovered  in  1914  by  Kendall,  con- 
tains 65  per  cent  by  weight  of  iodine,  it  was 
natural  to  speculate  as  to  the  possibility  of  an 
incompletely  iodized  molecule,  and  Plummer 
conceived  the  theory  that  the  syndrome  of  ex- 
ophthalmic goiter  varies  with  the  amount  of  a 
completely  iodized  molecule,  and  with  the  rela- 
tive amount  of  the  two  molecules  in  the  tis- 
sues. Iodine  is  therefore  administered  on  the 
theory  that  it  will  completely  iodize  the  mole- 
cule thyroxin.” 

L~p  until  a comparatively  short  time  ago  the 
theory  has  been  almost  unanimously  accepted 
that  we  were  dealing  with  an  excessive  secre- 
tion  of  iodine  in  exophthalmic  goiter.  Mix 
states,  however,  “we  must  now  admit  that  it 
is  not  due  to  an  excess,  but  rather  to  a de- 
ficiency; else,  how  can  we  explain  the  relief 
that  is  obtained  by  giving  iodine  in  the  form 
of  Lugol’s  solution  to  these  patients?  Years 
ago  I noted,  as  many  physicians  have  noted, 
that  an  occasional  case  of  exophthalmic  goiter 
alternated  with  myxedema.  These  cases  used 
to  be  extremely  hard  to  understand  because 
apparently  in  earlier  times  they  seemed  to  be 
alternations  of  excess  of  iodine  metabolism 
with  an  insufficiency  of  iodine  metabolism. 
From  what  we  know  at  the  present  time  it  is 
easier  to  explain  how  the  two  conditions  may 
be  more  or  less  coexisting  simultaneously  or 
consecutively.  Myxedema  is  really  a hypothy- 
roidism; exophthalmic  goiter  is  dysthyroidism 
with  an  iodine  deficiency:  both  being  iodine 
deficiency  diseases,  it  is  easy  to  explain  how 
they  may  at  times  be  associated  in  the  same 
individual.”  To  me,  this  theory  seems  to  be 
the  most  rational.  But  it  only  serves  to  em- 
phasize the  fact  that  the  etiology  as  well  as 
the  true  pathology  is  still  unknown. 

The  diagnosis  of  a frank  case  of  exophthal- 
mic goiter,  when  the  cardinal  symptoms — 
tachycardia,  tremor,  exophthalmos,  and  en- 
largement of  the  thyroid — are  all  present, 
should  be  readily  and  easily  made.  But.  un- 
fortunately, every  case,  and  in  my  experience 
the  majority  of  cases,  do  not  present  this  ideal 
picture.  There  may  be  only  one  or  two  of  the 
cardinal  symptoms  present,  and  in  many  in- 
stances symptoms  simulating  other  diseases 
seem  to  predominate.  The  onset  is  rather 
acute.  The  clinical  course  is  definite  and  pro- 
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gressive,  although  with  a tendency  to  remis- 
sions and  exacerbations.  The  fact  that  the 
thyroid  gland  may  or  may  not  be  enlarged, 
the  usual  presence  of  a thrill  or  bruit,  the 
definite  fine  tremor,  the  presence  or  absence  of 
exophthalmos,  are  symptoms  well  known  to 
all.  A peculiar  stare  is  usually  the  earliest  ej^e 
symptom  noted.  Loss  of  weight  with  increased 
appetite  is  a symptom  of  considerable  import- 
ance. Vasomotor  disturbances,  such  as  flush- 
ing of  the  skin,  excessive  perspiration,  visceral 
spasm  in  the  stomach  and  intestines  are  some 
of  the  usual  secondary  signs. 

It  has  been  pointed  out  that  gastric  disturb- 
ance is  often  the  first  symptom  complained  of. 
We  h ave  recently  had  three  such  cases.  Each 
patient  came  in  seeking  relief  from  indiges- 
tion, when  a careful  examination  showed  two 
or  more  of  the  cardinal  symptoms  of  exoph- 
thalmic goiter,  and  in  each  case  the  basal  meta- 
bolic rate  was  above  plus  sixty. 

Tachycardia  is  the  one  symptom  essential 
in  the  diagnosis  of  exophthalmic  goiter.  It  is 
always  present,  the  pulse  rate  varying  from 
100  to  160  or  more.  The  patient  often  describes 
it  as  pounding  of  the  heart.  In  the  early  or 
mild  cases  it  may  be  noted  only  upon  exer- 
tion. In  some  cases,  although  it  may  be  pres- 
ent for  a long  time  and  the  rate  may  be  very 
high,  the  patient  may  complain  of  little  or  no 
symptoms  of  cardiac  derangement.  It  is  im- 
portant to  note  that  the  tachycardia  of  neuro- 
sis subsides  during  sleep  while  that  of  exoph- 
thalmic goiter  does  not. 

The  most  important  and  determining  factor 
in  the  diagnosis  is  the  basal  metabolic  test. 
By  means  of  this  procedure  it  is  easy  to  rule 
out  certain  clinical  conditions,  such  as.  neuro- 
circulatory  asthenia,  neurasthenia,  and  other 
conditions  simulating  hyperthyroidism,  which 
do  not  show  an  increase  in  the  basal  metabolic 
rate.  Since  the  final  test  in  diagnosis  so  often 
rests  upon  the  basal  metabolic  reading,  it  is 
doubly  important  that  this  be  accurate.  Pool 
says  that  “the  technic  is  not  simple,  and  even 
with  the  best  of  apparatus  and  the  greatest 
care  it  is  not  always  possible  to  detect  that 
the  patient  is  under  tension  and  therefore  not 
in  a basal  state.  With  all  of  the  possible 
sources  of  error  it  is  often  necessary  to  make 
second  observations  before  a dependable  re- 
sult may  be  secured.  Better  to  depend  on  pure 
clinical  judgment  than  rest  secure  on  a doubt- 
ful laboratory  result  because  it  is  expressed 
in  figures.  When,  however,  reliable  and  con- 


cordant results  are  secured,  the  metabolic  rate 
is  the  most  important  single  factor  in  the  diag- 
nosis of  thyroid  disorders.” 

The  differentiation  between  exophthalmic 
goiter  and  toxic  adenoma  at  times  may  be  very 
confusing,  since  in  both  conditions  the  basal 
metabolic  rate  is  increased.  In  adenoma  with 
hyperthyroidism  the  onset  is  insidious  and 
the  course  is  variable,  often  extending  over 
many  years,  so  that  when  these  cases — as  a 
rule,  benign  adenoma  in  the  beginning — become 
toxic,  the  patients  are  past  early  adult  life. 
The  toxicity  as  a rule  in  these  cases  is  less  se- 
vere than  in  exophthalmic  goiter;  a thrill  and 
bruit  are  almost  uniformly  absent.  Tremor  is 
irregular  and  less  marked.  There  is  a definite 
tendency  to  hypertension;  the  diastolic  pres- 
sure is  sustained,  and  the  pulse  pressure  is 
normal.  In  this  connection  it  is  interesting 
to  note  that  Graham,  of  Cleveland,  in  a re- 
cent article,  has  endeavored  to  show  that 
exophthalmic  goiter  and  toxic  adenoma  are 
clinical  varities  of  a single  disease.  His  con- 
clusions are  as  follows : 

(1)  We  have  been  unable  to  recognize  a 
single  symptom  or  sign  that  is  necessarily 
pathognomonic  for  exophthalmic  goiter  as  op- 
posed to  toxic  adenoma. 

(2)  We  have  been  unable  to  recognize  a 
single  anatomic  or  histologic  alteration  in  the 
thyroid,  in  either  the  adenomatous  or  the  non- 
adenomatous  portion  of  the  gland,  that  is 
necessarily  pathognomonic  for  exophthalmic 
goiter  as  opposed  to  toxic  adenoma. 

(3)  There  are  equally  good  reasons  for 
speaking  of  dysthyroidism  in  cases  of  toxic 
adenoma  and  exophthalmic  goiter. 

(4)  There  are  equally  good  reasons  for 
speaking  of  hyperthyroidism  in  eases  of  exoph- 
thalmic goiter  and  toxic  adenoma. 

(5)  The  degree  of  hypertrophy  and  hyper- 
plasia of  the  thyroid  determines  the  quantity 
of  iodine  that  will  be  tolerated,  without  un- 
toward effects,  in  both  exophthalmic  goiter  and 
toxic  adenoma. 

(6)  The  reaction  to  iodine  is  fundamentally 
the  same  in  cases  of  exophthalmic  goiter  and 
toxic  adenoma. 

(7)  We  have  no  alternative  but  to  regard 
exophthalmic  goiter  and  toxic  adenoma  as 
clinical  variations  of  a single  morbid  state. 

This  tends  to  further  emphasize  our  chang- 
ing views  concerning  the  present  state  of 
goiter. 

The  relationship  between  exophthalmic 
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goiter  and  pregnancy  is  very  interesting.  It 
has  been  stated  that  -women  with  exophthalmic 
goiter  rarely  become  pregnant,  but  that  preg- 
nant women  often  develop  hyperthyroidism, 
which  tends  to  subside  soon  after  delivery. 
During-  the  past  year  we  have  observed  a num- 
ber of  cases  in  which  the  hyperthyroidism  ap- 
parently grew  worse  after  delivery.  In  one 
case  vomiting  and  diarrhea  that  had  persisted 
during  the  latter  months  of  pregnancy  con- 
tinued several  weeks  after  parturition.  In  this 
case  the  basal  metabolic  rate  was  plus  70,  and 
the  vomiting  and  diarrhea  promptly  checked 
upon  the  institution  of  iodine  therapy.  I think 
it  is  true  that  a great  many  cases  do  tend  to 
subside  following  the  termination  of  preg- 
nancy, but,  on  the  other  hand,  a great  many 
cases,  if  left  untreated,  will  go  on  to  the  state 
of  hyperthyroid  crisis. 

An  important  side  of  the  goiter  problem, 
that  has  been  studied  most  intensively  for  the 
past  few  years,  is  that  of  cardiac  complica- 
tions, and  this  constitutes  the  most  common 
complication  met  with  in  all  types  of  thyroid 
disease. 

When  serious  cardiac  damage  is  present,  it 
is  a dominant  factor  in  both  prognosis  and 
treatment.  The  degree  of  frequency  with 
which  this  complication  is  met  is  disagreed 
upon  by  many,  but  that  it  occurs  sufficiently 
frequently  to  merit  serious  consideration  in 
every  case  is  admitted  by  all.  The  most  com- 
mon cardiac  disorder  is  total  arrhythmia  and 
auricular  fibrillation. 

The  authorities  on  the  treatment  of  exoph- 
thalmic goiter  are  not  of  universal  accord. 
That  we  are  passing  through  a transitional 
period  in  the  history  of  goiter  is  shown  by  the 
many  recent  and  changing  views  concerning 
this  disease.  There  will  probably  be  as  many 
new  changes  in  the  next  few  years.  This  may 
vitally  affect  the  management  of  the  disease, 
because  the  present  treatment  cannot  be  con- 
sidered ideal.  The  ideal  treatment  of  any  con- 
dition is  bound  up  in  the  removal  of  the  pri- 
mary cause:  since  this  has  not  been  deter- 
mined in  exophthalmic  goiter,  we  must  accept 
the  best  substitute,  and  this  we  believe  lies  in 
an  early  sub-total  thyroidectomy  in  practically 
all  cases.  Early  diagnosis  and  operation  will 
produce  a complete  and  satisfactory  cure  in  the 
great  majority  of  cases.  Operations  performed 
after  a more  prolonged  period  of  intoxication 
produce  results  directly  proportional  to  the 
extent  of  parenchymatous  changes  that  have 


taken  place.  The  earlier  the  operation  the  less 
is  the  danger  and  the  more  likelihood  is  there 
of  complete  recovery.  The  operative  mortality 
of  the  surgeon  who  has  perfected  his  technic 
of  thyroid  surgery  to  a high  degree  is  exceed- 
ingly low. 

Of  equal  importance  to  the  skill  of  the  sur- 
geon and  the  technic  of  the  operation  is  the 
anti-operative  and  post-operative  treatment. 
This  will  vary  according  to  the  degree  of  in- 
toxication, the  age  of  the  patient,  and  the 
amount  of  cardiac  involvement.  Rest  in  bed 
with  proper  attention  to  fluids  and  diet,  and 
in  some  cases  the  employment  of  certain  drugs, 
such  as  bromides,  luminal,  digitalis,  and  quini- 
din,  are  indicated.  Glucose  may  be  used  to 
great  advantage  in  some  cases. 

Foci  of  infection,  which  seem  to  act  as  an 
exciting  or  pre-disposing  cause,  should  be  re- 
moved in  all  cases.  In  the  mild  cases  they 
may  be  removed  before  the  primary  operation. 

In  the  severe  cases  they  should  be  left  until 
after  the  primary  operation. 

The  value  of  iodine  and  the  method  of  ad- 
ministration, as  outlined  by  Plummer,  is  too 
well  known  to  be  gone  into  in  detail. 

Suffice  it  to  say  that  this  one  therapeutic 
measure  has  been  the  means  of  greatly  reduc- 
ing the  mortality,  cutting-  down  the  morbidity 
and  rendering  much  less  frequent  the  neces- 
sity for  polar  ligations  and  multiple-stage 
operations. 

It  must  be  remembered,  however,  that  iodine 
is  employed,  only  as  a preliminary  treat- 
ment to  thyroidectom}’  and  not  in  any  sense 
as  a cure  for  exophthalmic  goiter.  Many 
warnings  have  been  sounded,  and  I believe  it 
is  a timely  admonition,  that  much  harm  is 
being  done  by  the  promiscuous  use  of  iodine  as 
a general  therapeutic  agent  in  the  treatment 
of  goiter.  The  same  is  probably  true  of  iodine 
salt  that  is  used  after  the  age  of  puberty. 
Lahev,  of  Boston,  says  that  “Medical  practi- 
tioners should  be  urged  not  to  administer 
iodine  to  patients  before  sending  them  to  the 
surgeon.” 
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Discussion  of  Papers  by  Drs.  Smith,  Bigger 
and  Caudill. 

Dr.  William  H.  Higgins,  Richmond: — Dr.  Smith  in 
his  paper  has  brought  up  an  extremely  practical 
point  in  that  he  is  dealing  with  a type  of  case  which 
is  found  not  only  occasionally,  but  a type  which  is 
coming  into  the  hands  of  practitioners  both  in  the 
country  and  in  the  city.  For  a long  time  this  ill- 
defined  clinical  syndrome  was  looked  upon  as  neuras- 
thenia or  hysteria  and  was  treated  accordingly  with 
unsatisfactory  results.  Dr.  Smith  has  described  very 
clearly  the  chief  symptoms  which  we  ordinarily  find 
associated  with  what  is  termed  thyroid  deficiency. 
They  are  familiar  to  us  all — extreme  nervousness, 
fatigability,  sometimes  dryness  of  the  hair  and  skin, 
sometimes  vague  pains  over  the  body,  sometimes 
over-weight  or  under-weight,  and  always  a lowered 
metabolism.  These  physical  and  metabolic  changes 
have  been  attributed  to  two  possible  conditions. 
From  studies  made  in  recent  years  it  has  been 
thought  that  these  changes  are  directly  due  to  a true 
deficiency  of  the  thyroid  gland.  Certainly  this  as- 
sumption is  true  in  some  of  the  cases,  as  the  satis- 
factory result  of  thyroid  feeding  demonstrates  an 
exhaustion  of  the  gland  itself. 

We  must  not  forget,  however,  that  a low  metabolic 
reading  may  result  from  factors  outside  of  the  thy- 
roid gland  itself.  For  example,  it  has  long  been 
known  that  pituitary  insufficiency  will  show  a low 
reading.  Some  changes  in  the  gonads  will  cause  a 
similar  condition;  also  starvation  and  emaciation,  as 
well  as  certain  types  of  psychoneuroses,  may  pro- 
duce a profound  depression  of  metabolism.  Obvi- 
ously, thyroid  medication  would  have  no  effect  upon 
such  cases  whose  lowered  metabolism  are  due  to  the 
causes  which  I have  just  mentioned.  In  order  that 
the  treatment  may  be  carried  out  effectively,  it  is 
necessary  for  us  to  separate  these  types  etiologically 
and  not  group  them  all  as  hypothyroid  states.  In 
the  last  three  years  I have  had  the  opportunity  of 
studying  about  forty-five  cases  showing  low  metabolic 
readings.  In  approximately  85  per  cent  there  have 
been  associated  certain  definite  major  pathological 
lesions  which  accounted  for  at  least  part  of  the 
symptomatology.  In  other  words,  it  has  been  rare 
in  my  experience  to  find  a case  of  pure  hypothy- 
roidism that  is  not  associated  with  some  pathology 
elsewhere  in  the  body.  I,  of  course,  do  not  refer  to 
the  prenatal  type  or  to  those  cases  in  which  the 
gland  has  been  destroyed  since  birth.  I think  we 
must  consider,  then,  what  part  these  other  lesions 
take  in  causing  the  low  reading  that  we  speak  of. 
It  is  possible  that  the  co-existing  disease  may  in- 
directly depress  the  thyroid  gland  and  thus  bring 
about  a low  oxidative  process.  The  fact  that  hypo- 
thyroid states  are  found  so  commonly  at  the  time 
of  the  menopause  i&  presumptive  evidence  that  the 
ovarian  deficiency  has  in  some  way  produced  hypo- 


active  changes  in  the  thyroid.  Aside  from  this  group, 
we  not  infrequenly  encounter  patients  with  a low- 
ered metabolism  who  show  no  evidences  whatever  of 
a thyroid  deficiency.  The  cause  of  the  lowered 
metabolism  in  these  cases  is  unknown,  but  the  fact 
that  they  are  not  helped  by  thyroid  therapy  makes 
it  probable  that  they  are  in  no  way  similar  to  the 
type  referred  to  above. 

In  my  experience  I have  never  been  able  to  see 
any  beneficial  results  follow  the  use  of  glandular 
feeding  in  patients  having  a low  reading  unless  they 
showed  one  or  more  of  the  usual  signs  of  thyroid 
under-activity.  I would  say  that  these  signs  are  as 
follows:  Dryness  of  the  hair  or  dryness  of  the  skin, 
sensitiveness  to  cold,  fatigability  and  vague  pains 
over  the  body.  The  term  “vague  pains”  is  rather  in- 
definite, I admit;  but  when  you  examine  a person 
who  shows  no  other  tangible  evidence  of  disease  than 
this  one  symptom,  hypothyroidism  should  be  con- 
sidered. In  those  cases  where  there  is  an  absence  of 
these  signs,  1 doubt  if  we  are  really  dealing  with  a 
hypothyroid  case,  but  rather  with  one  of  those  con- 
ditions which  produce  a lowered  metabolic  reading 
independent  of  the  thyroid  gland. 


Dr,.  Carrington  Williams.  Richmond: — Dr.  Bigger 
has  covered  the  ground  so  thoroughly  in  his  paper 
that  I can  add  very  little.  The  apparent  paradox 
in  the  use  of  iodine  in  toxic  goitre  in  the  last  four 
or  five  years  is  explained,  I think,  by  Plummer,  some 
four  or  five  years  ago,  who  differentiated  toxic  cases 
into  adenoma  and  true  exophthalmic  goitre.  He  be- 
lieved originally  that  the  use  of  iodine  added  to 
the  toxic  symptoms  in  toxic  adenoma,  while  it  was 
of  real  benefit  in  the  exophthalmic  type.  Further 
experience  has  shown  that  there  are  cases  of  toxic 
adenoma  which  are  greatly  benefited  by  the  use  of 
iodine.  This  apparent  contradiction  has  been  ex- 
plained by  Broaddus,  who  has  shown  that  certain 
cases  of  adenoma  will  also  develop  exophthalmic 
goitre  in  the  same  fashion  as  the  gland  without  the 


adenoma.  In  other  words,  in  one  case  you  may 
have  this  mixed  type  of  adenoma  and  true  exoph- 
thalmic goitre.  I am  inclined  to  think  that  the  cases 
Dr.  Bigger  reported  that  were  helped  by  Lugol’s 
solution  were  of  that  mixed  type.  We  have  found 
several  such  cases  in  our  clinic.  Our  experience  in 
the  use  of  iodine  coincides  almost  identically  with 
Dr  Bigger’s,  though  we  use  rather  larger  doses 
than  he  does.  We  believe  that  the  improvement 
gained  by  the  use  of  Lugol's  solution  in  exophthal- 
mic goitre  is  a very  transient  thing,  and  when  once 
obtained  we  believe  that  we  can  never  get  it  again, 
so,  if  Lugol’s  is  administered  to  the  case  of  exoph- 
thalmic goitre  with  the  idea  of  improving  that  pa- 
tient a very  valuable  pre-operative  aid  to  the  sur- 
geon’has  been  lost  when  that  case  finally  comes  to 
the  surgeon.  Dr.  Bigger  reported  several  cases  in 
which  this  occurred,  and  our  experience  has  been 
just  the  same.  Some  cases  refused  operation  at 
first  and  when  they  finally  came  back  the  administra- 
tion of  Lugol’s  did  not  help  them.  If  there  is  any 
doubt  about  the  diagnosis,  we  would  not  hesitate  to 
use  Lugol’s.  We  believe  the  use  of  Lugol  s should 
be  limited  to  hospital  cases  and  that  the  indis- 
criminate use  of  Lugol’s  before  these  patients  come 
to  the  hospital  takes  away  from  them  one  ot  the 
areat  aids  in  the  operation. 


Dr  Warren  T.  Vaughan.  Richmond: — We  have  a 
urious  situation  in  the  treatment  of  thyroid  con- 


operation,  the  roentgenologist  has  a great  field,  and 
the  internist  has  a field.  Each  makes  claims,  and 
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the  claims  in  many  instances  are  not  comparable. 
In  the  field  of  surgery  in  particular  (for  this  is  a 
discussion  really  of  the  surgery  of  hvperthyroid 
states),  I believe  that  Dr.  Williams  has  brought  out 
perhaps  a most  important  point.  Many  of  the  surgi- 
cal statistics  are  based  on  hyperthyroidism  as  such, 
without  differentiation  into  exophthalmic  goitre, 
toxic  adenoma,  and  toxic  adenoma  with  exophthalmic 
goitre.  I believe  that  most  of  the  surgeons  will 
agree  that  the  best  results  in  surgery  are  obtained 
in  toxic  adenoma  and  that  decidedly  less  good  re- 
sults are  obtained  in  Graves’  disease.  In  Dr.  Wil- 
liams' statistics  for  1921,  his  Group  3 are  exophthal- 
mic cases,  in  which  he  obtained  decidedly  less  good 
results  than  in  Group  2,  which  were  toxic  adenomata. 
The  Mayo  Clinic,  I dare  say,  reports  a higher  per- 
centage of  satisfactory  end  results  than  anyone  else 
in  Graves’  disease,  and  they  report  only  45  per  cent 
cured  after  a period  of  years. 

I was  speaking  with  an  X-ray  man  not  long  ago, 
who  said  he  was  not  sure  of  the  present  X-ray 
situation  in  the  treatment  of  hyperthyroidism.  Some 
cases  appear  to  do  well;  others  not  so  well.  The 
question  arises  as  to  whether,  with  a clearer  differ- 
entiation between  Graves’  disease  and  toxic  adenoma, 
the  answer  would  come  more  easily.  In  exophthalmic 
goitre,  if,  as  suggested  by  Plummer  and  others  and 
as  Dr.  Caudill  has  brought  out,  we  are  not  deal- 
ing so  much  with  a hyperthyroidism  as  with  an 
altered  thyroxin  molecule,  as  contrasted  with  the 
increased  output  of  normal  thyroxin  in  toxic  ade- 
noma, we  can  see  that  the  two  diseases  are  entirely 
different  and  call  for  an  entirely  different  method 
of  treatment.  Certainly  at  the  present  time  the 
treatment  of  choice  is  operative.  The  question  is 
whether,  ultimately — when  we  come  to  know'  the 
exact  cause  of  exophthalmic  goitre — a primary  dis- 
turbance of  the  gland,  or  an  endocrine  and  auto- 
nomic imbalance  with  the  thyroid  disturbance  as 
only  a part  of  the  general  disease — this  attitude  may 
be  changed. 

If  we  are  dealing  with  a poor  thyroxin  and  need 
more  iodine,  why  cut  out  more  of  the  thyroid  gland? 
They  do  better  for  a time,  because  we  have  cut 
down  the  supply  of  poor  thjToxin. 

The  surgical  results  are  better  in  toxic  adenoma 
than  in  Graves’  disease,  because  in  adenoma  we  have 
an  encapsulated  gland  which  can  be  removed.  In 
Graves’  disease,  when  the  gland  hypertrophies  again, 
unless  the  thyroxin  has  been  changed  back  to  a 
normal  thyroxin,  the  symptoms  are  likely  to  recur. 

I say  this  to  show  the  present  unsatisfactory  state 
of  our  knowledge  as  to  the  cause  of  Graves’  disease. 
Certainly  for  the  present,  operation  is  the  treat- 
ment of  choice,  though  just  as  good  results  are 
claimed  for  medical  treatment.  Medical  treatment, 
however,  is  not  alone  the  administration  of  iodine; 
it  is  rest,  proper  nourishment,  a high-calory,  low- 
protein  diet,  psychic  protection  and  adjustment,  re- 
moval of  infectious  processes,  etc. 

Du.  S.  O.  Br.ACK.  Spartanburg.  S.  C.: — I am  glad  to 
have  been  present  to  hear  the  interesting  and  in- 
structive papers  by  the  various  gentlemen  this  morn- 
ing. I live  down  in  the  northwestern  part  of  South 
Carolina,  in  the  town  of  Spartanburg,  which  is  sit- 
uated in  a section  not  endemic  to  goitre.  During 
the  past  three  or  more  years  we  have  had  282  goitres, 
of  which  72  were  considered  toxic  and  210  were  not. 

In  our  country  thyro'd  deficiency  is  not  a problem. 
In  fact,  we  have  seen  no  case  of  cretinism  and  but 
three  or  four  cases  of  myxedema  which  had  not  pre- 
viously been  operated.  The  normal  thyroid  secre- 
tion may  be  reduced  in  amount  to  a variable  degree, 
and  the  resulting  symptomatology  will  be  myxedema 


or  cretinism,  depending  upon  the  amount  of  the  re- 
duction. During  the  summer  just  past  a portion 
of  my  vacation  was  spent  with  De  Gurvain,  Pro- 
fessor of  Surgery  at  the  University  of  Berne,  in 
Switzerland.  One  morning  he  showed  us  some  fif- 
teen or  more  cases  of  cretinism,  some  of  them  thirty 
or  forty  years  old,  yet  only  three  or  four  feet  in 
height.  They  had  almost  no  hair  on  their  heads, 
their  skin  was  thick  and  dry,  their  fingers  short 
and  stubby.  They  stood  or  sat  with  their  mouths 
open  and  tongues  out  and  walked  with  a shuffling 
gait.  Almost  without  exception  they  had  monkey 
faces,  with  their  noses  short  and  thick,  their  faces 
wrinkled.  Their  sexular  apparatus  was  not  devel- 
oped, and  they  had  little  or  no  mentality.  They 
were  dullards.  Some  were  full  size  in  stature.  Some 
could  not  speak,  and  some  could  say  only  a fewr 
words.  In  some  of  the  cases  the  glands  were  ab- 
sent or  atrophied;  in  others  the  glands  were  large 
and  nodular,  filled  with  adenomas  or  cysts  of  varia- 
ble size,  as  large  as  an  orange  or  cocoanut. 

My  conception  of  myxedema  and  cretinism  was 
not  only  made  clearer  and  more  vivid,  but  in  many 
ways  was  completely  changed,  especially  after  he 
did  thyroidectomy  in  three  different  cretins  whose 
glands  varied  in  size  from  an  orange  to  a cocoanut. 

Iodine  is  not  a curative  for  goitre.  It  will  pre- 
vent simple  struma  in  adolescence.  It  is  used  as 
an  aid  in  preparing  the  exophthalmic  patient  for 
operation,  and  it  will  go  a long  way  towards  con- 
trolling the  nervous  symptoms  in  post-operative  or 
recurrent  hyperthyroidism. 

Excepting  the  parathyroids,  the  thyroid  contains 
more  iodine  than  any  other  organ  in  the  body. 
Iodine  is  essential  to  the  function  of  that  gland, 
and  it  is  presumed  that  the  iodine  molecule  is  split 
up  and  that  the  iodine  is  converted  into  what  Kendall 
has  termed  thyroxin. 

Simple  goitre  may  be  congenital,  in  which  instance 
it  is  due  to  iodine  deficiency.  Such  a child  will  do 
best  at  the  seashore,  where  the  air  content  of  iodine 
is  thirteen  or  more  times  greater  than  in  the  air 
above  the  sea. 

In  1911  it  was  discovered  in  the  fisheries  of  Peru 
that  brook  trout  could  be  so  crowded  and  fed  as  to 
produce  goitre,  yet  if  the  fish  were  so  raised  and 
so  fed  and  given  a small  amount  of  iodine  they 
would  not  develop  goitre. 

Certain  cases  of  diffuse  colloid  goitre  will  promptly 
subside  in  size  under  iodine  administration;  in  others 
there  will  be  no  diminution  though  it  be  given  over 
a period  of  months. 

Iodine  is  supposed  to  cause  a hyperfunction  of  ade- 
nomatous tissue,  and  hence  in  that  type  of  goitre 
it  is  contraindicated.  At  the  present  time  it  is  be- 
ing extensively  used  as  a substitute  for  ligation  or 
hot  water  injections  preparatory  to  thyroidectomy. 
It  has  resulted  in  materially  reducing  the  number 
of  these  procedures,  though  we  have  recently  had 
several  cases  upon  whom  we  were  afraid  to  perform 
primary  thyroidectomy,  notwithstanding  marked  drop 
in  their  metabolic  rate.  Even  after  simple  ligation 
two  of  them  manifested  much  reaction,  as  evidenced 
by  a fast  pulse,  marked  erythema  of  face  or  elbows, 
a high  fever,  and  much  vomiting.  Had  we  performed 
the  complete  operation,  I fear  we  might  have  lost 
two  of  them,  notwithstanding  they  had  taken  thirty 
drops  daily  of  Lugol’s  solution  for  from  ten  to  fif- 
teen days. 

I know  of  no  group  of  toxic  cases  in  which  it  is 
worth  as  much  as  it  is  in  the  recurrent  hyperthyroid. 
Six  months  after  operation,  the  metabolic  rate 
should  have  returned  to  normal,  the  pulse  should 
have  quieted,  the  pulse  pressure  should  have  reduced 
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itself,  and  the  patient,  in  order  to  be  well,  should 
be  free  from  distressing  nervous  symptoms.  If  such 
be  not  the  case,  then  hyperthyroidism  persists,  and 
iodine  will  do  much  to  improve  that  patient’s  general 
condition.  It  will  carry  him  or  her  along  com- 
fortably, almost  free  from  nervous  symptoms,  for  a 
period  of  months;  though  it  seems  to  us  that  to 
insure  a more  permanent  benefit  the  patient  should 
be  reoperated  and  more  tissue  removed. 

Dk.  Vincent  W.  Archer,  University,  Va.: — Prom 
the  roentgenologist’s  standpoint,  we  have  noticed  the 
great  association  of  abscessed  teeth  with  hyperthy- 
roidism in  our  clinic  at  the  University  of  Virginia. 
Whether  this  is  cause  or  effect  we  do  not  know,  and 
we  are  wondering  whether  the  observations  of  some 
of  the  other  surgeons  are  similar  to  the  observa- 
tions made  by  us.  There  are,  of  course,  two  factors 
there,  one  being  the  presence  of  a condition  which 
depletes  the  body,  the  other  being  abscessed  teeth,  and 
we  cannot  tell  whether  either  is  cause  or  effect  or 
coincidence.  Naturally  we  would  expect  in  this  con- 
dition to  get  a lowered  local  resistance  on  account 
of  the  higher  metabolism,  and  from  the  lowered  re- 
sistance about 'the  teeth,  a dead  tooth  that  would 
ordinarily  not  cause  any  trouble,  might  become  ab- 
scessed. We  are  just  wondering  whether  our  obser- 
vations are  similar  to  those  of  others,  or  not. 


CANCER  OF  THE  CERVIX— ITS  PAST, 
PRESENT,  AND  ITS  FUTURE.* 

By  W.  L.  PEPLE,  M.  D.,  Richmond,  Va. 

McGuire  Clinic. 

Is  radium  just  one  more  agent  in  the  present 
day  renewal  of  the  age-old  frontal  assault  on 
cancer?  Or  is  it  something  more?  How 
primitive  have  been  our  weapons  in  the  past ! 
Fire  and  Sword ! How  elementary  our 
methods ! No  strategy,  no  flanking  move- 
ments, no  cutting  in  between  the  enemy  and 
his  base  of  supplies.  No  blockade  to  deprive 
him  of  the  sources  of  life.  No  propaganda  to 
make  the  surrounding  inhabitants  so  hostile 
that  they  will  turn  upon  the  invader  and  de- 
stroy him. 

No,  there  have  been  none  of  these.  Of 
course,  there  have  been  plans  to  these  ends; 
volumes  and  volumes  of  plans,  but  they  have 
all  failed.  So,  in  the  end,  we  have  gone  back 
to  first  principles,  just  brutal  frontal  attack 
with  fire  and  sword,  and  now  a new  mysterious 
ray  is  added  to  our  armament.  That  seems  to 
be  all. 

If  one  is  anxious  to  find  out  his  weaknesses, 
his  faults  and  his  limitations,  just  let  him  study 
intimately  any  one  problem  of  his  daily  rou- 
tine and  he  will  be  duly  rewarded. 

Cancer  of  the  cervix  has  alwTays  been  in- 
tensely interesting  to  me,  but  it  has  been  ut- 
terly bewildering  as  well.  When  I go  to 

*Read  at  the  fifty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Norfolk,  October  12-15,  1927. 
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medical  meetings  and  hear  the  statistical  end- 
results  of  these  cases,  with  surgery,  by  other 
men  in  other  places,  that  so  far  surpass  my 
own,  or  those  of  other  men  in  my  immediate 
vicinity,  I begin  to  think  that  climate  or  lati- 
tude or  altitude  or  distance  from  the  sea  or 
some  other  mysterious  factor,  of  which  I know 
nothing,  must  be  at  work  to  militate  against 
me  and  my  immediate  neighbors.  Had  surg- 
ery given  me  20  per  cent,  30  per  cent  or  40 
per  cent  cures  in  cancer  of  the  cervix  I am 
afraid  I would  not  have  been  in  a hurry  to 
look  for  other  methods  of  treatment.  But 
all  of  mine  died ! If  not  soon,  later,  but  the 
same  fate  overtook  them  all — they  died ! 

And  so  I began  to  wonder  if  our  cases  were 
worse  than  other  peoples’  or  if  we  were  getting 
them  so  much  later  than  other  people,  and  if 
so,  why  ? With  this  end  in  view,  I went  to 
Dr.  S.  W.  Budd,  of  our  statf,  whose  cases  were 
earlier  than  mine,  and  we  took  fifty  cases  of 
cancer  of  the  cervix  treated  by  radium  and 
decided  to  analyze  them  and  see  what  kind  of 
cases  we  were  getting,  and  what  results  we 
were  fretting'  with  them,  and  what  could  be 
done  to  make  these  results  better. 

The  first  thing  we  did  was  to  make  a chart 
of  every  item  of  information  that  every  pa- 
tient's record  ought  to  show.  Then  we  took 
the  records  and  began  to  distribute  the  items 
under  their  proper  headings.  Now,  here  is 
where  the  first  shock  came.  When  we  looked 
at  that  chart,  the  staring  blank  spaces  where 
essential  facts  were  missing  was  dishearten- 
ing. Most  of  the  histories  were  good,  and 
many  very  full,  but  even  these  often  lacked  the 
very  vital  things  we  wished  to  know.  It  was 
obvious  that  the  only  way  to  take  such  his- 
tories Avas  to  have  a card  or  chart  as  a guide 
so  that  no  item  of  importance  would  be  missed, 
and  that  the  same  facts  in  the  same  terms 
Avon  Id  be  recorded  in  every  case.  Then,  and 
then  only,  can  Ave  make  accurate  worth-while 
comparisons  and  possibly  draw  helpful,  use- 
ful deductions.  Around  this  idea  Ave  dreAv  a 
card  or  sheet  as  a guide  for  the  history  taker. 

In  addition  to  this  function,  it  is  an  abstract 
of  the  patient’s  history  and  is  kept  in  addition 
to  the  regular  full  record.  It  is  a summary 
of  every  vital  essential  of  the  case,  for  locating 
and  folloAving  up  its  progress  in  detail  to  its 
termination  in  cure  or  death.  One  side  of  the 
card  is  statistical  and  has  to  do  Avith  identi- 
fication so  that  a proper  follow-up  may  be  had. 

The  exact  kind  of  growth  to  be  treated,  the 
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kind  and  number  of  treatments  given,  and  their 
results,  local  and  general,  expressed  in  as  exact 
terms  as  possible  from  treatment  to  treatment, 
from  time  to  time,  and  from  year  to  year.  Our 
general  plan  of  procedure  is  as  follows: 

The  diagnosis  is  made  and  confirmed  by 
microscopic  examination,  the  classification  of 
Broders  being  followed.  The  specimen  is  ob- 
tained before  operation  or  at  the  operation, 
preferably  before.  No  case  is  recorded  as  can- 
cer unless  it  is  confirmed  microscopically.  I 
have  seen  one  case  of  tuberculosis  and  two  of 
malignant  granuloma  of  the  cervix  which 
simulated  cancer  in  every  other  wajT  and  might 
readily  have  been  put  down  as  cures  of  cancer 
had  not  the  microscope  revealed  their  true 
nature. 

Under  general  anesthesia,  unless  there  is 
some  positive  contra-indication,  the  growth  is 
thoroughly  destroyed  with  the  cautery.  Our 
reasons  for  doing  this  are,  that  prior  to  the 
advent  of  radium,  heat  was  our  most  effective 

agent  in  treating  cancer  of  the  cervix.  In  fol- 
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lowing  the  diseased  tissue  with  the  hot  cautery 
tip.  it  often  reveals  a far  more  extensive  in- 
vasion than  surface  indications  would  have  led 
one  to  expect.  By  getting  this  mass  of  dis- 
eased tissue  out  of  the  wav,  we  can  introduce 
our  radium  more  deeply  into  the  neutr.al  zone 
where  its  task  has  been  made  less  formidable, 
so  to  speak. 

We  also,  bv  the  burning,  rear  a barrier  of 
leucocytes  around  the  neutral  zone  which  we 
believe  to  be  a potent  factor  in  resisting  or 
overcoming  the  cancer  cells.  We  usually  em- 
ploy a 50  mg.  capsule,  protected  in  the  usual 
wav,  low  in  the  cervical  canal,  and  four  needles 
aggregating  25  mgs.  plunged  as  follows:  two 
outward  in  the  direction  of  the  broad  liga- 
ments. and  one  in  the  anterior  and  one  in  the 
posterior  lip,  if  the  disease  is  uniformly  dis- 
tributed. If  one  lip  is  involved  to  the  ex- 
clusion of  the  other,  both  needles  are  plunged 
into  it.  The  lateral  needles  are  directed  out- 
ward in  close  proximity  to  the  uterine  arteries 
with  a view  to  strangling  or  blocking  them, 
tying,  if  one  may  put  it  so,  a radium  ligature 
about  them.  Plain  gauze  packing  is  now  ap- 
plied to  maintain  the  radium  in  place  and  to 
balloon  out  the  vagina  so  as  to  hold  the  blad- 
der and  rectum  as  far  away  from  the  radium 
as  possible.  Leaving  this  in  for  24  hours  gives 
a dosage  of  1800  mg.  hours.  Our  plan  is  to 
repeat  this  twice  more  at  intervals  of  four 
weeks.  Seldom  is  it  necessary  to  do  a second 
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cauterization,  and  rarely  do  we  give  a second 
anesthetic. 

The  contraction  of  the  vagina  and  the  re- 
traction of  the  cervix  often  make  the  second 
and  third  applications  difficult,  but  by  pa- 
tience and  care  we  somehow  manage  it. 

The  intervals  between  treatments  is  arbitrary 
in  a way.  One  waits  for  the  reaction  to  sub- 
side before  giving  another  dose.  In  some  of 
the  foreign  clinics  a three  week  interval  is 
employed. 

As  one  becomes  more  and  more  familiar 
with  the  use  of  radium,  the  conclusion  is  in- 
evitably reached  that  whatever  good  is  to  be 
gotten  by  radium  must  be  accomplished  by  the 
first  smashing  hammer  blows.  Recurrences 
later  on  will  not  respond  one-half  so  favorably 
to  even  larger  doses.  Cures,  if  attained,  must 
be  gotten  in  the  first  big  effort. 

As  will  be  seen  on  the  card,  there  are  places 
for  six  treatments.  Some  have  required  more 
than  this,  but  our  plan  is  to  give,  at  least 
three,  more  if  necessary.  At  the  time  of  the 
first  treatment,  the  patient’s  local  condition, 
expressed  as  Class  I,  II,  III  or  IV,  signifying 
degrees  of  involvement,  is  set  forth.  At  each 
subsequent  treatment  the  local  improvement, 
or  lack  of  it,  is  noted. 

Every  patient  is  directed  to  report  to  her 
family  physician  for  examination  at  least  once 
a month  for  the  first  six  months  and  once  in 
two  months  for  the  next  six  months.  We  ask 
for  a letter  at  the  end  of  each  quarter  which 
we  get  from  the  referring  physician.  V hen 
patients  come  back  to  the  Clinic,  we  examine 
them,  record  the  local  condition,  their  weight, 
their  red  cell  count  and  hemaglobin  estimate. 
At  the  end  of  each  radium  year  we  make  an 
effort  to  get  this  information  in  detail  either 
from  the  physician  in  charge  or  by  a visit  to 
the  Clinic.  In  cases  that  go  bad  Ave  try  to  get 
as  accurately  as  we  can  the  length  of  time  the 
temporary  improA’ement  lasted  before  she  be- 
gan to  break  and  go  down  hill.  V hen  death 
occurs  Ave  try  to  find  out  its  immediate  cause, 
especially  as  to  evidence  of  local  recurrence  or 
metastases  elseAvhere  or  from  inter-current  dis- 
ease. 

Xow  Ave  turn  to  the  other  side  of  the  card 
which  is  covered  with  questions  carefully 
planned  to  lay  a foundation  for  getting  cases 
earlier  and  turning  other  side  lights  on  the 
disease  that  may  prove  helpful. 

In  considering  age  and  race,  bear  in  mind 
that  the  Xegro  Avho  was  comparatively  free 
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from  cancer  thirty  3-ears  ago  sutlers  almost  as 
frequently  as  the  white  woman  now.  Next,  is 
she  married  or  single?  Her  social  condition? 
Cancer  is  said  to  be  more  common  among 
poorer  women  than  among  those  who  live  a 
life  of  ease.  Whether  this  is  due  to  the  hard 
work  or  to  the  less  careful  hygiene,  or  both, 
it  is  worth  considering,  and  if  it  be  a fact  it 
should  be  established.  Is  she  from  the  city  or 
country?  Skin  cancer  is  more  prevalent  we 
know  among  farmers  than  in  housed  workers. 
I wonder  if  cancer  of  the  cervix  shows  the  same 
rural  and  urban  curve?  The  number  of  chil- 
dren the  patient  has  borne?  The  number  of 
cancers  in  childless  women?  Is  cancer  a 
penalty  of  motherhood?  Her  weight?  Has 
she  gained  or  lost?  Her  red  count  and  hemo 
globin  ?.  Here  we  fix  a picture  for  future  com- 
parison expressed  in  pounds,  red  cells  and 
coloring  matter  that  will  remain  and  not  be  a 
matter  of  memory  or  conjecture.  What  is  her 
general  appearance  ? What  symptoms  made 
you  seek  relief?  This  question  should  be  put 
in  every  way  possible  until  an  intelligent 
answer  is  obtained.  How  long  have  vou  had 
these  symptoms?  You  may  have  to  work  like 
a lawyer  to  get  an  accurate  answer  to  this 
question,  but  it  is  very  important  to  see  how 
long  she  waited  after  her  warning.  It  is  often 
a shockingly  long  time.  Is  your  menopause 
established?  Has  your  life  changed?  Just 
when  was  this?  Are  your  periods  irregular 
or  abnormal?  How  lono:  was  it  after  vour 
periods  stopped  before  the  symptoms  that  made 
you  seek  relief  came  on?  Was  there  spotting 
after  the  menopause  or  between  periods?  Was 
leucorrhoea  your  first  symptom?  Have  you 
been  frequently  or  constantly  troubled  by  it? 
All  of  these  questions  will  bring  out  answers 
which  will  lead  us  to  working  for  earlier  diag- 
noses. Are  there  any  accompanying  diseases 
or  conditions,  such  as  syphilis,  diabetes,  tuber- 
culosis or  heart  or  kidney  disease  to  militate 
against  recovery? 

Condition  of  the  cervix  on  first  examination? 
We  have  discarded  the  vague  terms  operable 
and  inoperable,  fair,  bad  and  hopeless,  and 
grouped  them  into  four  classes,  as  follows : 

Class  I is  the  slight  ulcer  or  abrasion  in 
which  the  microscope  alone  will  make  the  diag- 
nosis. 

Class  II  is  when  the  disease  is  definitely  con- 
fined to  the  cervix  but  is  maeroscopically  can- 
cer. 

Class  III  is  where  the  cervix  is  completely 


involved  and  the  local  disease  is  encroaching 
on  the  vaginal  mucosa;  the  broad  ligaments 
may  seem  thickened,  but  the  uterus  is  not 
fixed. 

Class  IV  is  where  the  disease  has  manifestly 
left  the  confines  of  the  uterus,  which  is  fixed, 
and  hardened  areas  or  masses  are  usually  felt 
in  the  region  of  the  broad  ligaments. 

This  brings  us  to  the  last  question.  Is  there 
evidence  or  history  of  a pre-existing  lesion  of 
the  cervix? 

In  cases  of  Class  III  and  IV  the  disease 
obliterates  the  tear  in  the  cervix,  so  we  try  to 
find  if  there'  is  a history  of  a tear  or  polyp  or 
ulcer. 

To  sum  up  the  past  of  cancer  of  the  cervix, 
I would  say  that  its  diagnosis  and  treatment 
have  been  haphazard,  empyrical  and  unscien- 
tific. The  two  greatest  contributions  to  it  in 
my  judgment  have  been  the  cautery,  as  advo- 
cated by  Birn,  and  the  operation  of  Wertheim, 
— the  first  for  its  actual  accomplishment,  the 
second  for  what  it  aimed  at.  as  well  as  what 
it  achieved. 

The  present  hope  of  cancer  of  the  cervix 
lies,  first,  in  a closer  study  of  the  whole  ques- 
tion with  a view  to  prevention  and  earlier 
recognition — a closer  study  of  the  cancer  itself 
to  ascertain  the  best  method  of  treating  it, 
and  a closer  study  of  the  patient  who  has  the 
cancer  to  get  a measure  of  her  resistance  and 
to  see  if  this  can  be  increased.  Finally,  we 
may  thus  choose  intelligently  the  best  methods 
of  treatment  singly  or  in  combination. 

Our  problem  is  to  do  better  work  with  what 
we  already  have,  by  close,  meticulous  care  to 
the  minutest  detail  of  every  phase  of  the  sub- 
ject. With  such  agents  and  measures  as  we 
have,  we  can,  for  the  present,  hope  to  kill 
fewer  and  to  cure  more  patients  than  in  the 
past,  and  to  make  the  rest  of  them  live  longer 
and  more  happily. 

The  cure  of  cancer  lies  still  in  some  hidden 
test  tube  behind  the  locked  doors  of  the  labora- 
tory of  t|je  future.  We  should  not  stand  idly 
by  "to  await  its  coming,  but  should  quicken  our 
energies  to  do  our  best  until  it  comes. 

I had  intended  writing  a paper  full  of  statis- 
tics, but  our  histories  in  the  past  have  been 
too  inadequate  to  make  them  of  real  value. 
Of  the  fifty  cases  in  our  series,  seventeen  have 
had  their  treatment  five  years  or  more.  Of 
these  seventeen,  five,  or  about  29!/2  per  cent, 
are  still  living.  One  still  has  the  disease 
locally,  and  probably  there  are  also  metastase; 
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in  her  lungs.  One  not  included  in  the  five 
lacked  just  nine  months  of  the  five  year  period 
when  she  died  of  apoplexy.  She  was  clinically 
free  of  cancer  at  this  time. 

Now,  before  closing,  I would  like  to  answer 
several  questions  before  they  are  asked.  Do 
I operate  on  any  case  of  cancer  of  the  cervix? 
I do  not.  and  as  I feel  now.  I never  expect  to 
do  another  hysterectomy  for  cancer  of  the 
cervix.  Do  I ever  operate  when  the  patient 
seems  to  be  cured — in  that  false  dawn  when 
there  is  no  local  sign  of  the  disease  left ; in 
that  golden  age  of  increased  weight  and  gen- 
eral well-being  when  the  partially  “fixed  uterus 
has  become  movable  and  everything  seems 
good?  No.  I do  not.  but  I have  been  sorely 
tried  and  tempted.  I am  determined  to  see 
it  through  on  the  old  lines.  Do  I use  deep 
X-ray  therapy  as  an  adjunct  to  radium  rou- 
tinely? No,  perhaps  I should,  but  I want  to 
see  for  myself  what  radium  alone  will  do.  I 
use  X-ray  in  the  presence  of  demonstrable 
intra-abdominal  lesions,  but  not  as  a routine. 

This  paper  is  not  what  I intended  it  to  be, 
but  it  shows  my  hopes  and  ideals  for  the  fu- 
ture. in  which  I earnestly  beg  your  help  in 
suggestion  and  criticism. 
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Discussion 

Dr.  Joseph  T.  Buxton,  Newport  News: — This  is  a 
tragic  disease,  a disease  that  lays  low  the  woman 
in  the  very  prime  of  life.  I have  nothing  but  words 
of  commendation  for  Dr.  Peple’s  paper.  He  has 
handled  the  subject  in  a very  able  manner,  and  his 
conclusions  are  good.  Strange  to  say,  our  mortal- 
ity when  operation  is  done  is  exactly  the  same; 
they  all  die. 

Broadly  speaking,  cancer  of  the  cervix  may  be 
divided  into  the  inoperable  and  the  operable.  For 
the  operable  cases,  we  have  the  operation  perfected 
by  Wertheim,  highly  technical,  requiring  a great  deal 
of  surgical  skill,  and  with  a primary  mortality  of 
about  ten  per  cent.  I sometimes  doubt  whether  I 
have  the  right  to  perform  any  operation  carrying  a 
primary  mortality  of  ten  per  cent.  In  addition  to 
this  operation  we  have  the  measures  mentioned  by 
Dr.  Peple.  Radium  treatment  carries  with  it  no 
mortality  and,  in  the  hands  of  experienced  thera- 
pists, practically  no  morbidity.  It  does  carry  with 
it  as  high  a percentage  of  cures  as  surgery,  or  high- 
er. If  we  can  take  these  patients  who  are  down  and 
out  and  whom  death  stares  in  the  face,  relieve  the 
bleeding  and  foul  discharge  and  prolong  their  lives 
for  a few  months  or  a few  years,  I think  we  have 
in  our  hands  a measure  which  is  worth  while  con- 
sidering. 

In  quoting  our  mortality,  I do  not  think  we  have 
a right  to  quote  the  mortality  of  some  surgeon  of 
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world-wide  fame.  Wertheim’s  mortality  would  be 
much  less  than  mine,  but  he  paid  very  deafly  for 
his  first  hundred  cases,  for  I think  he  had  a mor- 
tality of  about  twenty-five  per  cent. 

I want  to  make  a plea  for  the  early  recognition 
of  these  cases.  Dr.  Peple  has  given  you  the  mor- 
tality for  the  cases  treated  by  radium  in  the  early 
stages.  If  we  can,  by  biopsy,  make  a diagnosis  of 
cancer  and  subject  these  patients  to  radium  in  the 
early  stages,  we  shall  save  many  lives.  I also  want 
to  make  a plea  to  the  obstetrician  and  general  prac- 
titioner for  more  careful  examination  of  their  pa- 
tients after  confinement.  We  know  that  age  and 
childbearing  are  very  prominent  in  the  causation  of 
cancer,  and  I think  we  should  be  very  careful  to 
examine  for  tears  and  urge  our  patients  to  have 
lacerations  repaired  when  found.  In  that  way  I 
think  we  shall  go  a long  way  toward  preventing 
cancer  of  the  cervix. 


THE  TREATMENT  OF  WHOOPING 
COUGH  BY  JENNERIAN  VACCINE.* 

By  ST.  GEORGE  T.  GRINNAN,  M.  D..  Richmond,  Va. 

The  treatment  of  whooping  cough  by  vac- 
cines or  drugs  has  been  very  disappointing. 
There  are  vaccines  on  the  market  for  the  pre- 
vention and  cure  of  whooping  cough  and  re- 
ports vary  greatly  as  to  the  value  of  such  vac- 
cines. 

The  specific  vaccine  for  whooping  cough 
should  be  less  than  one  week  old  to  be  effective 
for  either  prevention  or  treatment  of  this  dis- 
ease. A supply  of  fresh  vaccine  with  date  of 
the  preparation  should  be  available  for  cases 
to  be  immunized.  No  such  supply  is  now 
available  except  in  large  centres  of  population. 

The  observations  of  Gaston  Pochon* 1  in 
the  treatment  of  whooping  cough,  if  found 
successful  by  a large  number  of  observers, 
will  be  of  great  value.  Pochon  noted  that  the 
“coceo-bacillus  causing  pertussis  seldom  re- 
mains in  the  sputum  longer  than  three  weeks. 
The  serum  of  convalescent  cases  which  have 
continued  longer  than  four  weeks  is  effective, 
if  injected  before  or  during  the  incubation 
period.  If  employed  at  the  end  of  the  incu- 
bation period,  it  renders  the  case  less  severe. 
It  is  inactive  after  the  incubation  period.  In- 
tra-laryngeal  injections  of  ether,  gomenol  oil 
or  adrenalin  are  useful  in  pertussis,  not  yield- 
ing to  serums  or  vaccines.” 

Pochon  confirms  the  conclusions  of  Dietrich 
that  anti-variolar  vaccine  has  proved  a valua- 
ble resource  in  pertussis,  but  is  not  applicable 
to  children  who  have  been  vaccinated  or  are  re- 
sistant. If  Jenner,  in  addition  to  preventing 

*Read  at  the  fifty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Norfolk,  October  12-15,  1927. 

1.  Pochon,  G.  Med.  Infantile  Paris  30,  203,  July,  1924. 


small-pox  in  1870,  cures  pertussis  150  years 
later,  Jennerian  vaccine  will  become  a greater 
aid  to  humanity. 

For  two  years  the  writer  has  used  Jennerian 
vaccination  in  all  cases  of  pertussis,  not  vacci- 
nated, as  soon  as  the  coughing  paroxyosms  oc- 
cur, or  later.  The  Jennerian  vaccine  acts 
more  effectively  the  earlier  it  is  used  in  per- 
tussis. In  many  cases,  as  soon  as  the  pustule 
is  formed,  there  is  an  immediate  cure.  The 
suffocation  is  relieved,  the  vomiting  stopped 
and  the  whoop  is  not  noticed.  They  sleep 
all  night. 

In  some  cases  the  severity  of  the  disease  was 
reduced  80%,  the  duration  shortened.  Such 
cases  had  suffered  from  whooping  cough  for 
five  or  six  weeks.  It  was  noticed  that  Jenne- 
rian vaccine  was  effective  in  later  cases,  but  to 
a lesser  degree. 

One  boy,  aged  2,  with  a severe  pertussis, 
seemed  entirely  cured  as  soon  as  the  vaccine 
reached  the  pustular  stage. 

A girl,  8 months  old,  with  a severe  pertussis, 
was  entirely  cured  in  10  days. 

A boy,  1G  months  old,  with  severe  pertussis 
four  or  five  weeks  and  bronchitis  complicat- 
ing, was  much  improved.  The  older  sister, 
aged  4,  just  beginning,  was  apparently  cured 
as  soon  as  the  vaccination  was  pustular.  In 
ten  days  to  two  weeks,  there  was  a marked 
change  in  cases  vaccinated. 

The  cases  treated  by  Jennerian  vaccine  had 
never  been  vaccinated  before.  Pochon  reports 
cases  in  which  pertussis  vaccined  failed  and 
Jennerian  vaccination  was  successful. 

Jennerian  vaccine  was  only  used  in  cases  in 
which  there  was  positive  diagnosis,  with  a 
developed  whoop,  and  the  source  of  infection 
determined. 

No  explanation  can  be  given  for  the  reason 
why  Jennerian  vaccination  relieves  pertussis. 
The  use  of  malaria  to  relieve  paresis,  and  ty- 
phoid vaccine  to  relieve  arthritis,  the  injection 
of  milk  to  raise  temperature  and  cure  or  bene- 
fit certain  conditions,  are  now  used.  Salvarsan 
given  to  a patient  does  not  mean  that  arsenic 
can  be  recovered  in  the  spinal  fluid. 

More  tests  are  needed  to  establish  the  true 
effect  of  Jennerian  vaccination  on  pertussis 
before  it  will  be  generally  accepted;  this  sub- 
ject is  presented  with  the  hope  that  this  sim- 
ple treatment  will  be  given  trial  by  other 
physicians. 

925  West  Grace  Street. 
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Discussion 

Dr.  W.  B.  McIlwainb,  Petersburg: — This  was  first 
reported  in  American  literature  in  1924,  and  I 
reckon  a good  many  of  us  read  it  and  then  forgot 
all  about  it.  But  Dr.  Grinnan  never  forgets  any- 
thing, and  he  tried  it  out.  Of  course,  whooping 
cough  in  Virginia  is  not  nearly  the  scourge  it  is 
in  New  York.  When  I was  in  the  Willard  Parker 
Hospital,  we  had  whole  floors  full  of  it.  Here  in 
our  state  we  do  not  have  anything  like  the  mortal- 
ity they  have  in  New  York.  Still  we  do  have  whoop- 
ing cough  with  us  all  the  time,  and  I expect  to  try 
this  out.  I hope  all  the  general  practitioners  will 
sometime  during  the  next  year  try  this,  make  a 
record  of  their  cases,  and  report  back  to  Dr.  Grin- 
nan  or  to  the  Society;  and  if  it  is  something  good 
we  can  accomplish  something  here  in  Virginia.  I 
do  not,  in  my  private  practice,  have  much  trouble 
with  whooping  cough,  and  1 have  had  some  good 
results  from  whooping  cough  vaccine.  Why  we  get 
good  results  from  vaccine  or  from  the  injection  of 
milk  or  from  a pustule  we  do  not  know;  it  has  not 
been  worked  out.  But  practitioners  should  try  these 
things  that  are  simple  and  do.  no  harm,  and  then 
let  scientific  men,  laboratory  men,  work  out  why 
we  get  good  results.  I hope  we  shall  try  this  out 
in  Virginia,  for  it  might  be  of  value.  Then  we 
can  get  a large  group  of  statistics  and  possibly 
make  some  little  progress  in  the  treatment  of  whoop- 
ing cough. 

Dr.  Rot  K.  Flaxnagan,  Assistant  State  Health 
Commissioner.  Richmond: — I want  to  say  for  the 
State  Board  of  Health  that  I hope  you  will  not  wait 
for  a child  to  have  whooping  cough  before  it  is 
vaccinated.  There  are  so  many  babies,  however, 
that  are  not  vaccinated  that  I am  glad  to  get  this 
additional  reason  for  having  it  done. 

Dr.  Roger  H.  Dennett,  New  York  City: — This  is  a 
very  interesting  observation,  and  I think  that  we 
did  not  pay  enough  attention  to  it  when  we  first  read 
about  it.  I congratulate  the  writer  upon  having 
done  some  work  along  this  line.  I.  too.  believe  that 
too  much  theory  interferes  with  clinical  work  and 
that  anything  new  of  this  sort  ought  to  be  tried  out. 
There  are  some  difficulties  in  the  way,  however.  In 
the  first  place,  with  us  most  of  our  babies  with 
whooping  cough  will  have  been  vaccinated,  so  that 
our  situation  might  be  a little  different.  There  is  a 
positive  superstition  among  the  poorer  and  more 
ignorant  class  of  people  in  New  York  City  about 
vaccination  against  smallpox;  they  feel  it  prevents 
almost  anything.  Of  course,  the  Department  of 
Health  has  fostered  that  superstition,  because  it 
aids  in  getting  the  people  vaccinated.  Most  of  the 
better  class  of  poor  people  are  vaccinated  within  the 
first  six  months  of  life. 

The  treatment  of  whooping  cough  with  vaccines 
still  rests  on  a far  from  scientific  basis.  I still  have 
hope,  after  all  these  years,  that  vaccines  of  vari- 
ous sorts  will  come  into  their  own.  They  certainly 
stand  a good  chance  of  so  doing.  I find  that  the 
prophylactic  use  of  whooping  cough  vaccines  is  not 
very  efficient;  I find  the  children  still  have  whooping 
cough  just  the  same.  So  I give  my  patients  the 
option  of  being  vaccinated  if  they  want  to,  but  warn 
them  they  may  have  whooping  cough  just  the  same. 
In  treatment.  I see  striking  results,  and  I use  the 
stock  vaccine.  It  is  put  up  in  glycerin,  just  as  is 
the  smallpox  vaccine;  else  it  would  not  be  stable. 
In  many  cases  the  results  are  striking;  in  other  cases 
it  does  not  help  at  all.  Whooping  cough  is.  indeed, 
a scourge  in  New  York  City.  Every  few  years  we 
have  a fertile  ground  for  whooping  cough,  and  many 
children  get  it.  Almost  all  the  children  who  have 


not  had  whooping  cough  acquire  it,  and  the  mor- 
tality is  very  high.  Pope  (?)  wrote  an  article 
some  few  months  ago  showing  that  the  mortality 
in  New  York  City  from  whooping  cough  is  greater 
than  that  of  scarlet  fever  and  diphtheria  put  to- 
gether. The  complications  of  whooping  cough  are 
very  fatal. 

I think  this  is  worth  trying,  and  I am  glad  to 
have  heard  this  paper. 

Dr.  Grinnan  (closing  the  discussion) : — I told  this 
to  a physician  in  Richmond  who  is  about  fifty  years 
old.  He  said  when  he  was  a child  his  mother  said 
they  must  be  vaccinated.  Her  doctor  said:  “Hold 
on  a while;  they  will  get  whooping  cough,  and 
when  they  do  I will  get  a scab  and  vaccinate  them 
and  they  will  get  along  better.’’ 


CONSERVATION  OF  THE  FUNCTION  OF 
THE  CERVIX  IN  THE  TREATMENT  OF 
CHRONIC  ENDOCERVICITIS  * 

By  EDWIN  L.  KENDIG,  M.  D„  Victoria,  Va. 

The  unusual  is  generally  more  interesting 
than  the  ordinary.  In  medicine,  however,  the 
ordinary  or  common  diseases  should  receive 
our  best  attention.  It  is  stated  by  some  that 
chronic  infection  of  the  cervix  causes  more  loss 
of  time  and  more  inconvenience  to  those  af- 
fected than  any  other  gynecological  condition. 

In  discussing  the  function  of  the  cervix,  con- 
sideration must  be  given  to  its  anatomy  and 
pathology.  In  discussing  its  function  in  con- 
nection with  the  treatment  of  chronic  endo- 
cervicitis,  consideration  must  also  be  given  to 
cervical  infection,  the  causative  factor. 

In  embryo,  the  fundus  of  the  uterus  develops 
from  the  first  part  of  Muller’s  duct  and  the 
cervix  from  the  second  part.  These  two  make 
up  what  is  known  anatomically  as  the  uterus. 

The  muscular  layers  of  the  cervix  have  a 
greater  proportion  of  connective  tissue  than 
the  fundus.  This  connective  tissue  renders 
the  cervix  firm  and  prevents  easy  dilatation 
or  distortion  of  the  cervical  canal. 

The  muscular  stability  of  the  cervix  and 
shape  of  this  canal,  with  its  ora,  makes  a 
strong  and  reinforced  opening  to  the  cavity  of 
the  uterus  and  renders  the  approach  of  bac- 
terial infection  from  the  vagina  to  the  cavity 
of  the  uterus  difficult. 

The  cervix  mucosa  is  composed  mostly  of 
columnar  epithelium  with  deep  racemose 
glands.  The  epithelium  of  the  lower  part  of 
the  canal  presents  numerous  papillae  and  grad- 
ually changes  to  a squamous  epithelium  as  it 
approaches  the  external  os.  The  epithelium  of 
the  upper  two-thirds  is  ciliated,  and  in  this 
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area  the  mucous  membrane  is  provided  with 
numerous  deep  glandular  follicles  which  se- 
crete a clear  viscid  alkaline  mucus.  This  se- 
cretion under  normal  conditions  forms  a thick 
mucoid  plug  in  the  cervical  canal,  and  assists 
in  preventing  the  ascent  of  infection  from  the 
vagina  to  the  uterus  and  fallopian  tubes  above. 

The  lymphatic  structure  of  the  cervix  is  im- 
portant. The  lymph  passes  from  the  mucosa 
through  minute  ostia  directly  to  the  muscular 
layers,  reaching  into  every  part  of  the  muscu- 
lature by  an  extensive  capillary  net,  and  later 
draining  into  collecting  channels  which  course 
parallel  to  the  larger  uterine  and  ovarian  blood 
vessels  of  the  broad  ligament.  Considerable 
investigation  has  been  directed  to  the  lymph 
system  of  the  human  body  to  determine  the 
definite  physiological  functions  of  these  struc- 
tures. particularly  in  relation  to  the  invasion 
of  the  body  by  pathogenic  bacteria.  Waters* 
says,  “To  realize  the  importance  of  such 
studies  it  is  necessary  to  consider  only  the  fact 
that  at  every  point  where  tissue  surfaces  are 
in  direct  contact  with,  and  therefore  exposed 
to  the  lodgment  of,  an  infection  by  such  or- 
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ganisms,  they  are  abundantly  supplied  with 
lymphatic  structure,  which  apparently  serves 
as  a first  line  of  defense  in  preventing  their 
entrance  to  the  surrounding  tissues  and  the 
blood  stream.”  Hence  the  conclusion,  that 
the  abundant  lymph  supply  of  the  cervix  serves 
as  a powerful  defense  against  the  pathogenic 
bacteria  which  find  their  way  into  the  cervix. 

By  some  authorities  it  is  thought  that  the 
cervix  acts  only  as  a passive  communicating 
channel  between  the  cavity  of  the  uterus  and 
vagina.  If  so,  a large  part  of  the  anatomy  of 
the  cervix  is  useless.  Functionally,  the  human 
body  has  a few  useless  parts.  There  is  a pur- 


95 

pose  for  this  anatomical  structure  more  than 
merely  a communicating  channel.  The  anat- 
omy and  function  of  the  vagina  makes  certain 
its  invasion  by  the  various  bacteria,  including 
those  of  a pathological  nature.  Some  of  these 
bacteria  find  their  way  into  the  cervical  canal. 
In  the  normal  healthy  woman  practically  no 
bacterial  infection  is  found  in  the  body  of  the 
uterus  or  in  the  fallopian  tubes.  It  is  said 
that  the  mucous  membrane  of  the  cavity  of  the 
uterus  with  its  monthly  menstruation  is  not 
very  liable  to  infection  of  this  nature,  but  the 
tubes  have  no  such  immunity.  The  ascent  of 
bacterial  infection  from  the  vagina  to  the 
mucous  lining  of  the  uterine  body  and  tubes  is 
made  difficult  by  the  anatomical  and  physio- 
logical function  of  the  cervix.  The  shape  of 
the  canal  and  its  constrictions  at  the  external 
and  internal  ora  act  partly  as  a barrier,  and 
occlusion  is  completed  by  the  ever  present 
alkaline  mucoid  plug  secreted  in  the  upper 
part  of  the  cervical  canal.  In  addition  to  this, 
the  well  developed  lymph  system  of  the  mucosa 
of  the  cervix  does  battle  with  those  bacteria 
which  become  lodged  in  this  canal. 

It  is  concluded  from  the  work  of  Curtis  and 
other  investigators  that  pathogenic  bacteria, 
with  the  exception  of  gonococci,  ordinarily 
will  extend  no  further  up  the  birth  canal  than 
the  internal  os.  Extension  of  such  infection 
up  the  birth  canal,  however,  does  take  place 
when  the  cervix  ceases  to  function  normally, 
that  is,  when  the  cervix  becomes  pathologic. 
These  pathological  changes  have  their  origin 
in  acute  infections  which  later  become  chronic. 
Erosion,  catarrh,  hypertrophy,  cystic  degenera- 
tion, and  nabothian  cysts  of  the  cervix  are  the 
direct  result  of  a chronic  inflammatory  pro- 
cess, brought  about  by  this  infection.  The 
gonococcus,  the  streptococcus,  the  staphylococ- 
cus, and  the  bacillus  coli  communis  are  the  chief 
offenders. 

Lacerations,  considered  so  important  a few 
years  ago,  are  now  mainly  recognized  as  one 
of  the  avenues  through  which,  along  with  other 
injuries  of  the  cervix,  these  infections  enter. 
Under  favorable  conditions  infection  will  in- 
vade the  mucosa  of  the  cervix.  After  over- 
coming such  resistance  as  the  lymphatics  may 
offer,  the  bacteria  take  up  their  domicile  in 
these  structures  and  then  follow  the  train  of 
symptoms  so  common  in  endocervicitis.  By 
establishing  the  infection  in  the  mucosa  of 
the  cervix,  the  invading  bacterial  army  ad- 
vances its  fine  of  offense  to  a point  of  decided 
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advantage.  From  this  point,  infection  will 
enter  the  blood  stream  and  produce  to  a greater 
or  lesser  degree  systemic  symptoms  of  focal 
infection.  Infection  will,  unless  removed, 
eventually  overcome  lymphatic  resistance  and 
be  carried  through  the  lymph  channels  to  the 
structure  in  the  broad  ligament  and  other 
parts  of  the  pelvis.  The  infection  will,  through 
inflammatory  processes,  distort  the  contour  of 
the  cervical  canal,  partly  destroy  the  mucous 
lining  of  the  cervix,  replace  the  normal  alka- 
line mucous  plug  in  the  cervical  canal  with  the 
infected  discharge  of  an  endocervicitis  and 
thereby  open  up  a way  for  the  direct  advance 
of  this  invading  bacterial  armv  from  the  eer- 
vix  into  the  cavity  of  the  uterus  and  into  the 
tubes. 

For  a half  century  or  more  gynecologists 
have  been  endeavoring  to  find  some  plan  of 
treatment  or  some  operation  for  the  relief  of 
a chronically  infected  cervix,  but  in  the  words 
Matthews.*  "As  yet  no  method  has  been  dis- 
covered that  is  universally  satisfactory."  How- 
ever. with  a recognition  within  the  last  few 
years  of  its  infective  etiology,  the  removal  of 
the  infective  areas  is  the  rational  treatment. 

Taking  into  consideration  its  function  and 
the  probability  of  subsequent  infections,  the 
cervix  should  be  left,  after  removal  of  infected 
areas,  as  nearly  normal  as  possible.  This  may 
be  accomplished  by  leaving  intact  the  muscu- 
lature and  removing  onlv  as  much  of  the  in- 
fected  mucosa  and  its  glandular  structure  as 
will  be  necessary  to  eliminate  infection.  These 
infected  areas  are  best  removed  by  enucleation 
or  by  the  use  of  a cautery. 

A method  of  using  the  cautery  consists  of 
puncturing  the  cysts  and  striping,  to  the 
depth  of  the  infection,  the  diseased  mucosa 
with  a small  nasal  or  knife  cautery,  leaving  a 
portion  of  uncauterized  mucosa  between  the 
treated  areas.  The  treatment  may  be  repeated 
if  necessary.  It  would  seem  that  the  portions 
of  infected  mucosa,  left  between  these  cauter- 
ized punctures  and  strips,  would  continue  to 
give  trouble.  It  has  been  found,  however, 
that  following  this  use  of  the  cautery,  these 
left-in-strips  of  mucosa  in  six  or  eight  weeks 
grow  over  the  cauterized  ai’eas,  thereby  re- 
forming the  mucous  lining  of  the  cervix,  and 
that,  except  in  severe  cases,  the  infection  in 
these  left-in-strips  usually  disappears  by  the 
time  healing  is  completed.  These  left-in-strips 
are  no  doubt  sterilized  by  the  direct  effect  of 


the  heat  of  the  cautery  on  the  micro-organisms 
present,  and  by  the  stimulation  of  local  phago- 
cytosis and  metabolism  brought  about  by  tis- 
sue irritation  and  better  drainage.  The  result, 
if  successful,  is  a cervical  canal  lined  with 
health}^  columnar  cell  or  cervical  type  mucosa. 

Severe  chronic  infection  of  the  cervix  may 
not  successfully  respond  to  this  treatment  and 
may  require  complete  removal  of  infected 
mucosa  with  glandular  structure.  This  com- 
plete removal  may  be  done  by  cautery  or  enu- 
cleation. In  complete  removal  by  cautery 
there  is  danger  of  post-operative  stenosis.  The 
most  satisfactory  method  of  complete  removal 
of  the  diseased  mucosa  of  the  cervix,  with  its 
deep  glandular  structures,  is  enucleation  by 
the  Sturmdorf  operation.  In  this  operation  all 
of  the  infected  mucosa  and  its  glands  are  cored 
out  with  a knife  and  the  raw  surfaces  are 
covered  with  vaginal  mucous  membrane. 

Both  the  cautery  striping  method  and  the 
Sturmdorf  operation  conserve  the  musculature 
of  the  cervix,  and  leave  intact  the  internal  os. 
Cautery  striping  of  the  cervix  in  the  treat- 
ment of  chronic  endocervicitis  also  conserves 
the  contour  and  normal  mucous  lining  of  the 
cervical  canal,  which  has  the  function  of  as- 
sisting in  fighting  back  infection.  In  this  re- 
spect  this  method  has  a decided  advantage 
over  the  Sturmdorf  operation.  Enucleation  by 
the  Sturmdorf  method  removes  at  the  time  of 
operation  all  the  infected  area.  In  that  respect 
Sturmdorf  enucleation  has  the  advantage  of  a 
more  certain  removal  of  the  infection.  These 
points  should  be  borne  in  mind  in  determining 
the  plan  of  treatment  to  be  tised. 

In  making  a choice  between  cautery  strip- 
ing and  the  Sturmdorf  enucleation  in  the 
treatment  of  chronic  endocervicitis,  the  cases 
can  be  more  easily  considered  in  these  general 
classes. 

Conservation  of  function  of  the  cervix  is 
not  necessary  in  some  cases.  Among  them 
might  be  enumerated  those  with  occluded 
or  excised  tubes,  those  well  passed  the  meno- 
pause, and  those  having  cervices  so  badly 
diseased  and  infected  that  there  is  nothing 
left  to  conserve.  In  such  cases  the  probable  re- 
sult of  the  treatment  and  the  general  circum- 
stances of  the  case  should  be  the  only  deter- 
mining factor  in  choosing  between  the  two 
methods  of  treatment. 

In  cases  with  severely  infected  cervices,  the 
Sturmdorf  operation  is  the  method  of  choice. 
It  will  be  well  to  bear  in  mind,  however,  that 
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even  in  severe  cases,  cautery  striping,  which 
is  simple  and  of  little  inconvenience  to  the 
patient,  may  be  first  tried  and,  if  not  success- 
ful, enucleation  may  be  resorted  to. 

Cautery  striping  is  the  treatment  method 
of  choice  in  young  and  middle  aged  patients 
with  mild  or  moderately  severe  chronic  endo- 
cervicitis.  The  result  of  this  method  in  these 
cases  shows  that  in  most  instances  it  will  re- 
move the  infection  and  conserve  to  the  cervix 
a greater  jiart  of  its  original  function. 

Conclusions. 

1.  The  cervix  is  not  merely  a communicative 
channel,  but  is  a door  between  the  vagina  and 
cavity  of  the  uterus,  an  important  function  of 
which  is  to  battle  against  spreading  infection 
from  the  vagina. 

2.  In  the  treatment  of  chronic  endocervici- 
tis,  the  complete  removal  of  the  infection 
should  be  given  first  consideration  and  the 
method  of  treatment  adopted  should  be  the 
one  which  will  in  the  end  accomplish  this  ob- 
ject. 

3.  In  selecting;  a method  of  removing  the 
infected  areas  of  a chronic  endocervicitis  con- 
sideration should  be  given  to  conservation  of 
the  function  of  the  cervix.  Cautery  striping 
and  enucleation  seem  to  offer  the  best  methods 
of  conserving  this  function.  Of  the  two,  cau- 
tery striping,  when  indicated,  is  the  method 
of  choice. 
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ELONGATED  TRANSVERSE  PROCESSES 
OF  THE  FIFTH  LUMBAR  VERTEBRA 
.AS  A CAUSE  OF  LUMBAGO. 

By  S.  A RHYNE,  M.  D„  Statesville,  N.  C. 

Davis  Hospital. 

There  are  numerous  causes  of  backache  or 
lumbago.  A few  of  the  most  common  are 
sacro-iliac  joint  strain,  traumatic  arthritis  of 
the  spine,  neuritis  of  the  posterior  nerve  roots 
and  anatomical  variation  of  the  transverse 
processes  of  the  fifth  lumbar  vertebra.  It  is 
the  purpose  of  this  paper  to  stress  a few  of 
the  more  important  objective  and  subjective 
symptoms  of  the  latter  cause.  When  we  con- 
sider the  close  proximity  of  the  normal  trans- 


Fig.  1. — Case  one  shows  the  increased  width  and  thickness  of 
the  transverse  process  of  the  fifth  lumbar  vertebra  on  the 
left  with  the  sharp  bony  spur  projecting  from  the  lower 
border. 

verse  process  of  the  fifth  lumbar  vertebra  to 
the  crest  of  the  ilium  and  also  the  wing  of 
the  sacrum,  it  is  easy  to  see  that  a very  slight 
variation  of  the  process  of  the  fifth  lumbar 
vertebra,  either  outward  or  downward,  would 
in  turn  cause  untold  pain  at  the  local  site,  in 
addition  to  referred  pain  up  the  lumbar  re- 
gion of  the  back  and  down  the  thigh  and  leg 
of  the  corresponding  side.  There  are  various: 
causes  of  this  variation  of  the  bony  parts,  such 
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as  trauma,  congenital  deformities  and  various 
bone  diseases  of  the  lumbar  vertebra. 

In  differentiating  this  condition  from  the 
other  types  of  backache,  the  X-ray  is  prob- 
ably the  most  accurate  means,  but  there  are 
a few  very  characteristic  symptoms  that  are 
almost  invariably  present.  The  patient  is  un- 
able to  stoop  over  or  turn  the  body  from  side 
to  side  on  the  pelvis  without  excruciating 
pain,  but  can  sit  down  straight  very  readily. 
These  patients  have  usually  suffered  for  some 
time  and  have  usually  exhausted  all  of  the 
more  common  methods  of  treating  backache. 
In  the  past  year  we  have  found  in  routine  ex- 
aminations several  patients  with  this  condi- 
tion. I will  now  cite  a few  of  the  more  typi- 
cal cases. 

Case  1.  White,  male,  age  twenty-four.  Oc- 
cupation, carpenter.  This  patient  entered  the 
hospital  on  June  29.  1926.  complaining  of  pain 
in  the  left  hip  extending  down  the  posterior 
part  of  the  thigh  and  leg  to  the  ankle. 

Past  History:  Negative  except  for  child- 
hood diseases.  Tonsillectomy  three  years  ago, 
which  was  done  in  the  hope  of  relieving  pain 
which  he  was  having  in  the  hip. 

Family  History:  Father  living,  age  sixty- 
two  years.  Mother  living,  age  fifty-eight. 
Three  brothers  and  two  sisters  all  living  and 
enjoying  good  health. 

Present  History:  Four  years  ago  patient  be- 
gan to  have  sharp  piercing  pain  in  the  region 
of  the  left  buttock,  which  radiated  down 
through  the  posterior  and  middle  surface  of 
the  thigh.  This  pain  was  relieved  by  several 
days’  rest  in  bed,  but  when  the  patient  began 
moving  around  again  the  pain  returned  and 
has  been  more  or  less  continual  for  the  past 
three  years.  No  drug  seems  to  have  any  ef- 
fect on  the  pain  except  opiates.  The  patient 
feels  good  at  all  times  except  for  the  suffering. 

Physical  Findings:  Robust,  stout,  male  in- 
dividual. Weight  168  pounds.  Blood  pres- 
sure; systolic  125,  diastolic  80.  Tonsils  re- 
moved three  years  ago.  Throat  clean.  Teeth 
and  gums  in  good  condition.  Thyroid  not 
noticeable  or  palpable.  Heart  and  lungs  com- 
petent. Abdomen  negative  for  any  masses  or 
tenderness.  No  present  or  past  evidence  of 
hemorrhoids.  Laboratory  findings  were  nega- 
tive all  the  way  through. 

X-ray  of  the  spine  showed  the  transverse 
process  of  the  fifth  lumbar  vertebra  on  the 
left  side  about  twice  the  normal  width  and 


somewhat  longer  than  the  right  side  with  a 
sharp  projection  from  the  lower  and  outer 
border  which  apparently  was  attached  and 
resting  on  the  crest  of  the  ilium. 

This  patient  was  operated  on  dune  30,  1926, 
under  local  anesthesia.  The  incision  was  made 
through  the  outer  border  of  the  erector  spinae 
muscle  and  the  outer  part  of  the  transverse 
process  of  the  fifth  lumbar  vertebra  on  the  left 
side  removed.  The  patient  had  an  uneventful 
recovery.  He  was  discharged  from  the  hos- 
pital July  11,  1926.  and  advised  not  to  do  any 
work  for  a month.  On  August  loth  the  patient 
Avas  in  to  see  us,  feeling  good.  Had  not  had 
any  recurrence  of  the  pain.  Had  gained  se\'en 
pounds.  The  patient  resumed  his  work  as  a 
carpenter  about  August  20th. 

Case  2.  White,  female,  married.  Occupa- 
tion, house  work.  Patient  entered  hospital 
September  11,  1926,  complaining  of  pain  in 
back  and  both  sides.  The  pain  is  referred 
doAvn  to  the  thighs  and  into  the  legs  with  ex- 
cruciating pains  in  the  calf  of  both  legs  but 
more  marked  on  the  left  side.  Pain  is  much 
Avorse  after  having  been  on  feet  all  daA\ 

Past  History : Childhood  diseases  when 
young.  Appendectomy  five  years  ago.  No 
complications.  Began  having  pain  in  the 
back  tAvo  A’ears  ago.  The  pain  would  be  almost 
continuous  for  a period  of  a week  or  more  at 
the  time.  Could  be  relieA-ed  by  taking  aspirin 
and  resting  at  first,  but  for  the  last  year  the 
pain  has  gradually  been  growing  worse.  The 
periods  of  pain  lasted  longer  and  nothing  re- 
lieA'ed  them  except  opiates.  Rest  in  bed  does 
not  seem  to  give  relief. 

Present  History:  Patient  admitted  to  hos- 
pital September  11,  1926.  Temperature  98  de- 
grees, pulse  86,  respiration  18.  Complains  of 
pain  in  back  and  in  both  thighs  and  legs. 

Physical  Findings:  Heart  and  lungs  nega- 
tive. Abdomen  negatn*e.  Very  tender  over 
region  of  sacrum. 

Laboratory  Findings:  Negath-e,  except  for 
urine  Avhich  showed  fifty  pus  cells  to  the  field 
and  faint  trace  of  albumin. 

X-ray  of  lumbar  spine  shows  a very  definite 
elongation  of  transverse  processes  of  the  fifth 
lumbar  vertebra  with  the  distal  portion  of  the 
process  of  the  left  side  resting  on  the  crest  of 
the  ilium. 

This  patient  was  operated  on  September  22, 
1926.  The  transverse  processes  were  removed 
with  the  same  technique  as  in  Case  1.  The  pa- 
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tient  left  the  hospital  twelve  days  later,  and 
at  thirty  days  after  operation  patient  was  free 
from  all  pain. 

Case  3.  White,  male,  married.  Occupation, 
works  in  glass  factory.  Patient  came  into 
office  August  5,  1926.  Chief  complaint,  pain  in 
left  gluteal  region.  Extends  down  left  thigh 
and  leg. 


Fig.  2. — Case  two  described  above  shows  a very  definite  length- 
ening of  the  transverse  processes  on  either  side  of  the  fifth 
lumbar  vertebra  with  an  articulation  of  the  extreme  end  of 
the  left  process  to  the  posterior  border  of  the  Crest  of  the 
ilium. 

Past  HistorAr : Negative. 

Family  History : Negative. 

Physical  Findings:  Well  developed  indi- 
vidual, somewhat  emaciated  at  the  present 
time.  Blood  pressure  125/80.  Teeth  all  out. 
Tonsils  apparently  not  diseased.  Heart  and 
lungs  negative.  Abdomen  negative.  Very 
tender  over  left  sacro-iliac  joint. 

X ray  of  the  spine  shows  the  transverse  pro- 
cess of  the  fifth  lumbar  vertebra  on  the  left 
side  elongated  possibly  one  inch  outward  and 
downward,  with  an  apparent  articulated  sur- 
face on  the  posterior  border  of  the  crest  of  the 
ilium. 

Laboratory  Findings:  Urine  negative.  W. 
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B.  C.,  10,500;  polvnuclears  82;  lymphocytes 
18;  hemoglobin  85;  R.  B.  C.,  5,200,000. 

Present  History:  Began  having  pain  in  back 
and  region  of  left  hip  and  thigh  four  months 
ago.  Was  treated  for  rheumatism  for  one 
month,  then  advised  to  have  teeth  taken  out 
as  they  were  somewhat  diseased.  Patient  was 
forced  to  stop  work  one  month  later  on  ac- 
count of  the  pain,  and  has  not  been  able  to  do 
any  work  since  then.  The  only  relief  he  gets 
from  the  pain  is  taking  an  opiate  of  some 
kind. 


Fig.  3. — Shows  a normal  condition  of  the  transverse  processes 
of  the  lower  lumbar  vertebra.  The  arrow  points  to  normal 
space  between  the  transverse  process,  the  wing  of  the 
sacrum  and  the  crest  of  the  ilium. 

In  view  of  his  history  and  the  X-ray  find- 
ings. the  patient  was  advised  to  come  into  the 
hospital  for  operation,  which  he  did  on  No- 
vember 18,  1926.  Articulated  surface  of  the 
transverse  process  of  the  fifth  lumbar  vertebra 
was  removed  from  the  left  side  under  local 
anesthesia.  The  patient  made  an  uneventful  re- 
covery. Left  hospital  November  28,  1926, 
greatly  relieved  from  the  pain.  Two  weeks 
later  he  came  in  for  examination.  Had  gained 
six  pounds  since  leaving  the  hospital.  His 
pain  in  the  back  and  hip  had  entirely  disap- 
peared. Patient  was  advised  to  return  to  work 
at  the  end  of  the  third  week. 


THE  TUBERCULOSIS  SITUATION  IN 
VIRGINIA.* 

By  CHARLES  R.  GRANDY,  M.  D.,  Norfolk,  Va. 

At  the  annual  meeting  of  an  organization 
of  this  kind  it  is  customary  for  the  President 

♦President’s  address  at  the  meeting  of  the  Virginia  Tuber- 
culosis Association,  held  in  Richmond,  February  18,  1927. 
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to  open  the  session  with  a few  more  or  less 
appropriate  remarks,  while  the  Executive  Sec- 
retary gives  the  actual  account  of  the  work 
done  during  the  past  year,  and  the  real  ad- 
dress of  the  evening  is  given  by  a distinguished 
visitor  from  away. 

I am.  therefore,  going  to  try  to  present  to 
you  a sketch  of  the  tuberculosis  situation  in  the 
State  of  Virginia,  though  I am  not  going  to 
report  exact  figures  but  am  merely  trying  to 
draw  a picture  that  may  be  easily  remembered 
by  everyone. 

To  begin  with,  what  is  the  magnitude  of  the 
tuberculosis  problem  in  Virginia?  In  1925 
there  were  2.715  deaths  from  this  disease,  giv- 
ing us  a rate  of  118  which  is  more  than  30  per 
cent  above  the  rate  for  the  Registration  Area 
of  the  United  States,  which  is  89.  As  some 
people  prefer  to  think  in  dollars  rather  than 
in  lives,  it  may  be  useful  to  put  our  statistics 
on  a dollar  basis.  The  Metropolitan  Life  In- 
surance C’o.  has  computed  that  the  State  loses 
over  S20.000.00  with  each  male  death  from 
tuberculosis.  To  be  conservative  we  will  take 
Homer  Folk's  standard  and  estimate  these  lives 
at  $5,000.00  each  which  will  show  a loss  of 
$13,575,000.00  from  tuberculosis  in  1925  in  this 
State.  So  that,  looked  at  from  either  stand- 
point. it  is  a problem  worthy  of  our  most 
earnest  efforts. 

Now  let  us  see  what  is  being  done  to  remedy 
the  situation.  And.  first  of  all.  what  general 
agencies  have  we  at  work  on  the  problem? 

a.  There  is  the  State  Board  of  Health,  with 
the  Sanatoria  and  Bureau  of  Tuberculosis. 

b.  The  local  health  organizations. 

c*.  Voluntary  tuberculosis  societies. 

Then  there  are  various  established  proce- 
dures used  everywhere  in  the  fight  against  tu- 
berculosis. which  may  be  grouped  as  follows: 

1.  Sanatoria  for  the  cure  of  early  cases. 

2.  Hospitals  for  the  care  of  advanced  cases. 

3.  Clinics  and  nurses  for  finding  cases  of 
tuberculosis,  and  the  care  of  cases  which  can 
not  be  hospitalized. 

4.  Preventive  work,  mainly  for  children, 
such  as  preventoria.  nutrition  classes,  open  air 
schoolrooms  and  general  health  work  in  the 
schools.  As  a part  of  each  one  of  these  groups 
we  have  the  education  of  the  people  in  regard 
to  the  disease. 

We  all  agree  that  the  State  Sanatoria  are 
running  efficiently  and  the  patients  get  as 
good  results  as  they  do  in  any  other  state.  The 
question  comes  in  regard  to  their  size,  for  it 


has  been  recently  shown  by  Drolet  that  the 
tuberculosis  death  rate  in  the  various  states  is 
in  inverse  proportion  to  the  number  of  hospital 
beds.  It  is  also  generally  conceded  as  a rough 
measure  that  there  should  be  one  bed  for  each 
death  from  tuberculosis.  The  State  of  Vir- 
ginia furnishes  535  beds  in  the  white  sana- 
toria. as  against  1.299  deaths,  and  14G  beds  in 
its  colored  sanatorium,  as  against  1,416  deaths. 
It  can  very  readily  be  seen  that  the  State  Sana- 
toria alone  can  not  properly  provide  for  the 
problem,  nor  should  they  be  supposed  to  do 
so  as  there  should  be  various  local  hospitals  to 
take  care  of  advanced  cases  leaving  the  sana- 
toria free  to  take  care  of  the  early  cases.  To 
the  State  Sanatoria  beds  should  also  be  added 
sixty-five  beds  in  a private  sanatorium  at 
Salem,  making  the  total  close  to  600  white  beds. 

When  the  'West  Act  was  passed  and  the  Mill 
Tax  was  assessed  for  tuberculosis,  it  seems  to 
have  been  the  idea  that  the  State  Board  of 
Health  would  take  care  of  the  whole  problem 
and  relieve  the  local  communities.  In  this 
Act  provision  was  made  for  the  establishment 
of  District  Hospitals  and  Blue  Ridge  Sana- 
torium was  built  from  this  tax.  It  was  fur- 
thermore agreed  to  pay  for  fifty  absolutely 
charity  cases  out  of  this  fund,  though  the 
number  last  year  was  reduced  to  forty. 

When  it  comes  to  city  hospitals,  we  only  find 
one  city  with  anything  like  proper  provision 
for  its  white  cases.  Richmond  having  ninety- 
two  beds  at  Pine  Camp,  though  Danville  has 
thirty-five  beds  at  Hilltop  Sanatorium  which 
is  run  jointly  by  the  city  and  voluntary  or- 
ganizations. Norfolk  has  about  twenty  beds 
for  white  people  at  the  City  Home.  For 
colored  people  Richmond  has  thirty-three 
beds  and  Norfolk  twenty.  I have  been  able 
to  find  no  other  provision  for  tuberculosis 
cases  in  the  State  except  for  criminals  and 
insane.  This  changes  our  figures  somewhat, 
giving  a total  of  747  beds  for  white  and  199 
for  colored  people,  which  is  better  but  still 
far  below  the  number  that  we  should  have,  as 
it  represents  a shortage  of  552  beds  for  white 
people  and  1.217  for  colored. 

The  striking  feature  of  this  compilation 
shows  that  while  the  State  is  doing  well  for 
white  and  pretty  well  for  colored,  the  cities 
and  counties,  with  the  exception  of  Richmond 
in  the  provision  of  white  beds,  are  not  in  any 
way  doing  what  they  should  for  tuberculosis, 
and  it  seems  utterly  impossible  to  cope  with 
the  tuberculosis  problem,  especially  in  the  col- 
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ored  race,  unless  the  city  governments  are 
awakened.  This  is  even  more  markedly  shown 
when  we  find  that  the  cities  of  the  State  of 
Virginia  have  only  appropriated  in  the  neigh- 
borhood of  $100,000.00  directly  to  the  fight 
against  tuberculosis  and  that  Richmond  has 
appropriated  nearly  $80,000.00  of  this,  leav- 
ing only  a little  over  $20,000.00  for  the  remain- 
ing  cities  of  the  State.  How  much  of  this  is 
due  to  the  feeling  on  the  part  of  the  cities 
that  they  can  pass  the  buck  to  the  State  Health 
Department  is  quite  hard  to  estimate,  though 
it  is  undoubtedly  thought  by  many  that  the 
direct  Mill  Tax  should  take  care  of  everything. 

When  we  turn  to  the  matter  of  clinics,  we 
find  that  Richmond  has  for  many  years  run 
one  for  white  and  one  for  colored,  that  Peters- 
burg, Lynchburg,  Roanoke  and  Portsmouth 
are  running  clinics  with  the  aid  of  voluntary 
organizations,  while  a voluntary  organization 
in  Norfolk  has  long  been  running  its  clinic 
with  the  help  of  a small  appropriation  from 
the  city.  Other  cities  and  counties  of  the 
State  are  apparently  depending  on  the  oc- 
casional visits  of  the  traveling  clinic  run  by 
the  Health  Department.  I do  not  mean  by 
this  to  disparage  the  excellent  work  done  by 
these  clinics,  but  feel  that  in  the  cities  and 
thickly  populated  counties  they  are  necessarily 
of  a more  or  less  temporary  nature  and  should 
be  relieved  by  the  municipalities  as  soon  as 
practical. 

Though  the  tuberculosis  Mill  Tax  was  re- 
pealed by  the  last  Legislature  with  the  general 
revision  of  State  taxes,  the  appropriation  to 
the  State  Board  of  Health  for  tuberculosis 
work  was  increased  about  $14,000.00  a year,  it 
being  in  the  neighborhood  of  $291,000.00  at 
the  present  time.  This  with  $100,000.00  the 
cities  appropriate  makes  something  less  than 
$400,000.00  that  the  State  and  municipalities 
are  giving  each  year  to  tuberculosis  work,  or 
less  than  16  cents  per  capita.  When  we  re- 
member that  the  State  is  losing  pver  $13,000,- 
000.00  a year  on  deaths  from  tuberculosis,  we 
can  understand  how  utterly  inadequate  this 
total  is  and  that  it  must  of  necessity  be  aug- 
mented by  voluntary  agencies. 

When  the  West  Mill  Tax  law  was  passed, 
it  seemed  to  be  its  purpose  to  give  the  State 
Health  Department  authority  over  the  whole 
tuberculosis  work  in  Virginia.  Thus,  beside 
running  the  sanatoria,  for  which  an  extra  ap- 
propriation is  made,  it  had  authority  to  es- 
tablish District  Hospitals;  to  pay  all  expenses 


for  indigent  cases;  to  establish  clinics  and  to 
do  all  kinds  of  educational  anti-tuberculosis 
work,  which,  as  you  see,  practically  covers  the 
whole  field.  This  special  tax  was  supposed  to 
raise  enough  money  to  provide  for  all  types 
of  work,  for  the  Health  Commissioner  was 
given  authority  to  spend  on  other  forms  of 
health  work  any  surplus  which  was  left  at  the 
end  of  the  year  after  completing  the  work 
against  tuberculosis.  This  very  elaborate  pro- 
gram has,  however,  never  been  attempted,  and 
last  year  the  Legislature  took  away  the  special 
Mill  Tax  feature  putting  the  whole  thing  in 
the  general  budget. 

There  is,  consequently,  a very  large  part  of 
the  work  in  Virginia  which  is  left  to  unofficial 
agencies  which  will  have  to  attempt  to  fill  in 
the  gaps  and  get  the  State  or  the  local  authori- 
ties to  take  care  of  that  part  of  the  work  still 
uncovered.  What  agencies  are  there  in  the 
State  of  Virginia  to  do  this  work?  Beside 
the  State  Association,  which  fundamentally 
should  be  a federation  of  local  associations  for 
their  common  good,  there  are  only  two  well- 
established  continuously  functioning  local  so- 
cieties, the  one  in  Richmond  and  the  one  in 
Norfolk,  both  of  which  were  in  existence  be- 
fore the  State  Association  was  founded.  Be- 
side these  there  are  many  Seal  Sale  Agencies 
for  the  most  part  doing  very  little  beyond  the 
raising  of  money  bv  selling  Seals  at  Christmas 
time,  although  a few  of  them  are  furnishing 
the  local  Health  Departments  with  part  of  the 
money  needed  to  carry  on  the  clinics  and  nurs- 
ing, while  in  Danville  this  money  goes  to  Hill- 
top Sanatorium. 

The  Virginia  State  Association  therefore 
has  a very  large  field  in  the  organizing  of  local 
tuberculosis  societies  which  can  co-operate  with 
the  existing  authorities  and  help  establish  more 
efficient  tuberculosis  work  in  the  various  com- 
munities. This  will  in  nowise  interfere  with 
the  work  of  the  State  Health  Department 
which  with  the  recent  change  in  the  law  is 
now  certainly  not  in  a position  to  carry  out 
the  elaborate  scheme  presented  by  the  West 
Act.  In  so  doing  the  State  Association  will 
no  longer  be  merely  an  office  for  the  sale  of 
Christmas  Seals,  but  will  be  able  to  do  real 
constructive  work  all  the  year  round. 

We  must  not  foi-get  that  the  State  Association 
is  really  supported  by  the  localities  through 
a percentage  of  the  Christmas  Seal  Sale  money, 
raised  by  them,  and  consequents  owes  the  lo- 
calities just  that  much  service  and  should  feel 
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the  responsibility  which  the  acceptance  of  this 
money  places  upon  it.  In  other  words,  we 
should  not  feel  that  we  have  done  a community 
a service  by  allowing  Christmas  Seals  to  be 
sold  there  but  on  the  contrary  that  we  are 
indebted  to  the  community  for  the  percentage 
of  the  Seal  Sale  returns  which  its  puts  into 
our  treasury.  When  viewed  from  this  stand- 
point, the  Board  of  Directors  of  the  State  As- 
sociation should  be  made  up,  as  largely  as  pos- 
sible. by  representatives  from  the  local  socie- 
ties, though  I am  not  going  to  propose  any 
basis  of  representation  at  this  time  but  leave 
this  for  future  consideration. 

The  State  Executive  Secretary  should  be  pri- 
marily interested  in  the  formation  of  local  so- 
cieties and  in  helping  them  carry  out  a useful 
program.  In  doing  this  there  should  be  as 
much  independent  co-operation  with  the  State 
authorities  as  is  possible,  for  there  is  no  need 
of  conflict  between  these  two  organizations, 
but,  on  the  other  hand,  the  State  can  be  served 
better  by  the  two  working  hand  in  hand  rather 
than  bv  having  the  Association  entirely  sub- 
servient to  the  governmental  department. 

This  is  the  attitude  of  the  National  Associa- 
tion. and  the  Virginia  Association  has  made 
some  attempt  to  carry  out  this  policy,  though 
hardly  with  the  most  glittering  success.  I 
feel,  however,  that  if  active  local  societies  can 
be  established  all  over  the  State,  this  co-opera- 
tive work  can  be  really  effective,  and  that  the 
State  Department  will  then  be  very  glad  to 
accept  the  assistance  which  can  be  furnished 
in  the  various  localities.  Of  course,  it  would 
be  impossible  to  put  this  into  effect  immedi- 
ately. It  will  take  hard  work  on  the  part  of 
an  efficient  executive  who  is  well  trained  in  all 
sides  of  the  work,  who  knows  tuberculosis  from 
the  actual  handling  of  cases,  and  who  has  busi- 
ness ability  enough  to  organize  societies,  as 
well  as  handle  the  Christmas  Seal  Sale.  It 
is  possible  that  we  may  have  to  get  two  people 
to  divide  these  duties,  but  the  returns  from 
the  Seal  Sale  should  be  large  enough  to  finance 
this  extra  expense. 

As  we  have  seen.  Virginia  still  has  annually 
over  2.500  deaths  from  tuberculosis,  while  her 
death  rate  from  this  disease  is  well  over  that 
of  the  United  States  as  a whole.  The  State 
Health  Department  while  doing  valuable  work 
has  found  that  it  can  not  take  care  of  the 
whole  work  in  the  State,  and  the  local  health 
authorities,  as  a whole,  are  not  appreciating 
the  call  that  tuberculosis  should  make  upon 


them.  There  is  thus  a vast  amount  of  work 
left  undone  which  can  be  largely  accomplished 
by  voluntary  effort.  The  State  Tuberculosis 
Association  has,  therefore,  the  plain  duty, 
first,  of  forming  local  societies  in  the  cities 
and  counties,  and  then  of  furnishing  them  ad- 
vice and  help  in  handling  their  local  tubercu- 
losis problems.  Such  a program  does  not  in- 
terfere with  the  program  of  the  State  Health 
Department,  but  should  be  welcomed  because 
the  Association  will  take  up  that  part  of  the 
work  which  it  is  impossible  for  one  central 
organization  to  care  for. 

Bank  of  Commerce  Building. 


ABSCESS  OF  LUNG  FOLLOWING 
TONSILLECTOMY.* 

By  J.  W.  DEVINE,  M.  D.,  Lynchburg.,  Va. 

General  interest  in  lung  abscess  dates  back 
to  1912  when  Richardson  first  reported  lung 
abscess  following  tonsillectomy.  It  is  now 
conceded  that  50  per  cent  of  the  cases  follow 
operations  on  the  upper  air  passages  and  75 
per  cent  follow  tonsillectomies.  Lord  reports 
ninety-eight  cases  of  lung  abscess  following 
227  operations  on  the  upper  air  passages.  In 
Hedblom's  series  of  692  cases  21  per  cent  were 
post-operative,  while  of  these  forty-eight  fol- 
lowed tonsillectomies.  Dr.  Moore,  in  a statis- 
tical study  of  approximately  450,000  tonsillec- 
tomies, finds  its  occurrence  about  1 in  2,500. 

Cause 

Abscess  of  the  lung  may  be  produced  by  as- 
piration, by  means  of  blood  stream,  lymph 
channels,  or  by  extension  from  neighboring 
structures.  As  the  above  statistics  show,  lung 
abscess  is  often  preceded  by  operation  on 
the  upper  air  passages:  tonsillectomy  first,  and 
then,  in  point  of  frequency,  in  the  order  named, 
operations  about  the  mouth  for  cancer  of  the 
jaw,  lips  or  tongue,  and  incision  of  periton- 
sillar abscess.  Next  in  frequency  is  broncho- 
pneumonia and  occasionally  lobar  pneumonia, 
then  septic  infection  following  pyemia  when  a 
septic  thrombus  is  set  free  in  the  venous  cir- 
culation. 

Location 

In  60  per  cent  of  the  reported  cases  by  W. 
F.  Moore,  abscess  was  found  in  the  right  or 
left  lower  lobe,  right  lower  lobe  41  per  cent, 

♦Read  at  the  meeting  of  the  South  Piedmont  Medical  Society 
in  South  Boston,  Va.,  November  17,  1926. 
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and  left  lower  lobe  19  per  cent.  Attention  is 
called  by  Wyman  Whittemore  to  an  important 
fact  in  the  frequency  of  abscess  occurring  in 
the  periphery  of  the  lung.  Of  thirty  autopsies 
at  the  Massachusetts  General  Hospital,  twenty- 
eight  were  found  in  the  periphery.  Another 


Antero-posterior  view  shows  large  cavity  only. 


important  surgical  point  is  that  the  visceral 
and  parietal  pleura  are  adherent  adjacent  to 
the  abscess,  making  it  unnecessary  to  use  dif- 
ferential pressure;  but  it  is  almost  impossible 
to  be  certain  that  adhesions  have  taken  place. 
If  you  feel  that  they  have  not,  then  differen- 
tial pressure  anaesthesia  or  two  stage  opera- 
tion should  always  be  done. 

Diagnosis  must  be  differentiated  from  lo- 
calized bronchiectasis,  pneumonia,  pulmonary 
embolism,  encapsulated  empyema,  tuberculosis, 
and  broken  down  malignant  disease.  This  is 
accomplished  by  means  of  history,  sputum  ex- 
amination, X-ray  and  physical  findings.  As 
Willy  Meyer  has  said,  “The  roentgenologist  is 
the  thoracic  surgeon’s  best  friend”,  and  there 
is  no  doubt  in  the  case  reported  here  that  the 
location  of  the  abscess  by  Dr.  H.  B.  Spencer 
was  indispensable  in  this  case. 

Treatment  consists  of  adequate  drainage  of 
the  cavity  and  dilated  bronchioles.  We  have 
at  our  disposal  postural  drainage,  broncho- 
scopic  aspiration,  the  production  of  artificial 
pneumothorax  and  external  drainage  by  thora- 
cotomy. As  to  which  of  these  we  shall  use  de- 
pends upon  the  general  condition  of  the  pa- 


tient, acute  or  chronic,  and  the  location  of 
the  abscess.  Postural  drainage  is  done  by  in- 
verting the  patient  completely  with  head  hang- 
ing straight  down  to  the  floor,  or  by  elevating 
the  foot  of  the  bed  and  changing  the  position 
of  the  patient  from  side  to  side.  When  there 
is  communication  with  a bronchus,  this  may 
completely  drain  the  abscess.  The  best  posi- 
tion can  be  decided  by  ascertaining  in  which 
posture  the  most  pus  is  expectorated. 

Bronchoscopy  should  be  used  only  by  one 
skilled  in  the  use  of  this  method.  As  Drs. 
Miller  and  Lambert  in  a recent  paper  (Ameri- 
can Journal  of  Medical  Sciences , January, 
1926)  point  out  the  discomfort  and  danger  of 
this  method  in  cases  not  properly  selected,  they 
do  not  favor  bronchoscopy  in  abscess  situated 
near  the  periphery  of  the  lungs,  and  in  those 
not  communicating  with  a bronchus,  but  find 
it  indicated  in  abscess  near  the  main  bronchi, 
especially  in  the  lower  lobe. 

Artificial  pneumothorax  is  a method  in 
which  drainage  is  attempted  by  pressure,  but 
the  danger  of  rupture  of  the  pleura  with  a 
resulting  acute  septic  empyema  must  be  re- 
membered. I do  not  feel  that  this  is  a very 
safe  or  satisfactory  method. 


This  view  (lateral  position)  shows  fluid  level  in  two  pockets. 

Thoracotomy  is  a method  probably  more  ap- 
plicable to  the  largest  number  of  cases,  and 
consists  of  resecting  two  or  more  ribs  and 
walling  off  the  pleura  by  the  two  stage  opera- 
tion under  local  anaesthesia.  By  this  method 
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we  are  still  confronted  with  the  danger  of  a 
persistent  bronchial  fistula.  Drs.  Miller  and 
Lambert  in  a large  number  of  cases,  after  try- 
ing all  other  methods,  found  it  necessary  to 
operate  on  from  40  to  50  per  cent  of  their 
cases.  Their  mortality  in  this  series  of  cases 
following  operation  was  20  per  cent. 


Lateral  view  after  postural  treatment  shows  fluid  in  smaller 
cavity  at  lower  level.  Upper  large  cavity  level  same  as 
before. 

When  rubber  drainage  tubes  are  used  to 
drain  these  cavities,  the  position  of  the  tube 
should  be  frequently  changed,  as  there  is  grave 
danger  of  injury  to  the  delicate  blood  vessels 
in  the  lung  tissue,  with  resulting  post-opera- 
tive hemorrhage. 

The  writer  wishes  to  present  the  following 
report  of  cases : 

Case  1. — This  patient  was  a child  and  the 
abscess  was  situated  near  the  periphery.  The 
fluid  level  of  the  abscess  was  determined,  which 
made  it  an  ideal  case  for  thoracotomy.  X-ray 
showed  two  distinct  abscess  cavities,  a small 
one  and  a large  one.  The  small  cavity  was  in 
communication  with  a bronchus,  and  was  very 
well  drained  by  posture.  The  large  cavity  did 
not  seem  to  be  in  communication  with  a bron- 
c-hus.  These  facts  were  ascertained  by  putting 
the  patient  in  different  postures  and  making 
X-  ray  films.  This  is  illustrated  by  the  accom- 
panying prints.  As  the  patient  was  very  sep- 
tic and  losing  ground,  operation  was  indi- 
cated. 

Operation  was  performed  three  weeks  after 


the  patient  was  brought  to  the  hosptial.  Phy- 
sical examination  and  diagnosis  were  made 
by  Dr.  F.  M.  Perrow.  Thoracotomy  was  done 
under  local  anaesthesia  with  resection  of  about 
one  and  one-half  inches  of  the  fifth  rib  in  the 
anterior  axillary  space.  Two  layers  of  the 
pleura  were  sutured  over  a circular  area,  and 
gauze  was  packed  against  the  pleura  for  forty- 
eight  hours;  then  needle  was  inserted  into 
abscess  cavity  under  the  fluoroscope  and  cavity 
opened  and  drained. 

Case  2. — Patient,  girl,  age  six,  with  abscess 
of  lung  following  tonsillectomy.  This  case 
was  referred  by  Dr.  Sam  Wilson,  of  Lynch- 
burg. 

Case  3. — Patient,  boy,  age  ten.  This  patient 
had  been  operated  on  for  empyema  about  two 
years  previous  to  my  seeing  him.  Following 
that  operation,  his  mother  gave  history  of  a 
sinus  that  continued  to  drain.  The  day  I saw 
the  patient,  he  had  coughed  up  considerable 
blood  and  pus.  X-ray  showed  a piece  of  rub- 
ber drainage  tube  which  had  sloughed  into 
the  lung  and  was- in  communication  with  one 
of  the  large  bronchi.  After  removal  of  tube, 
the  bronchial  fistula  finally  healed.  The  child 
is  now  in  good  health. 


Shows  both  cavities  much  reduced  in  size  and  practically  empty. 
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ANGINA  PECTORIS  AND  CARDIAC 
INFARCTION. 

By  J.  MORRISON  HUTCHESON,  M.  D.,  Richmond,  Va. 

In  1778,  Edward  Jenner,  in  a letter  to  Wil- 
liam Heberden,  called  attention  to  having 
found  coronary  sclerosis  and  thrombosis  in 
the  postmortem  examination  of  the  hearts  of 
two  patients  who  had  suffered  from  angina, 
and  suggested  that  “it  is  possible  that  all  the 
symptoms  may  arise  from  this  one  circum- 
stance.” Notwithstanding  .numerous  and 
vigorous  attempts  to  explain  angina  in  other 
ways,  the  idea  of  a coronary  basis  has  survived 
and  the  remark  of  Jenner  just  quoted  ex- 
presses the  attitude  of  a large  number  of  clini- 
cians today.  It  is,  of  course,  agreed  that  symp- 
toms of  angina  may  and  do  occur  without 
demonstrable  vascular  changes  in  the  heart 
and  that  such  changes  are  often  seen  in  the 
hearts  of  those  who  never  had  pain.  However, 
in  the  majority  of  patients  who  during  life  suf- 
fer from  angina,  the  coronaries  show  definite 
pathology,  and  in  many  of  these  acute  coro- 
nary occlusion  with  its  clinical  resemblance  to 
angina  has  occurred.  It  is  difficult,  therefore, 
to  escape  the  conclusion  that,  in  a study  of 
the  individual  case  with  angina,  the  pathologi- 
cal possibility  of  most  importance  is  disease  of 
the  coronary  arteries. 

In  comparatively  recent  years  attention  has 
been  called  to  the  rather  characteristic  clini- 
cal manifestations  that  accompany  sudden  ob- 
struction of  a main  coronary  or  its  branch. 
Most  of  these  cases  have  been  previously  clas- 
sified as  angina.  Coronary  thrombosis  was 
described  by  Jenner  and  has  long  been  recog- 
nized at  autopsy,  but  not  until  recently  has 
any  attempt  been  made  to  differentiate  it 
clinically  from  the  large  group  of  cardiac 
cases  with  pain  as  an  important  symptom. 
That  coronary  thrombosis  with  resulting  in- 
farction can  be  diagnosed  during  life  with  a 
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considerable  degree  of  accuracy  is  now  certain, 
and  the  ability  to  make  this  diagnosis  repre- 
sents a distinct  advance  in  our  knowledge  of 
cardiac  disease.  While  exact  methods  of  ob- 
servation and  certain  experimental  studies 
have  facilitated  this  forward  step,  it  has  re- 
sulted mainly  from  patient  and  thorough  con- 
sideration of  clinical  data  in  their  relation  to 
postmortem  findings. 

Cardiac  infarction  is  frequently  the  terminal 
event  in  patients  who  have  suffered  from  an- 
gina or  it  may  occur  with  little  or  no  previous 
history  of  symptoms  referable  to  the  heart. 
The  majority  of  attacks  are  fatal,  though  a 
considerable  number  recover.  Of  seventy  cases 
observed  by  Christian,  forty-five  died  in  the 
attack  and  twenty-five  recovered.  The  condi- 
tion is  usually  the  result  of  arteriosclerosis 
and  so  it  may  be  expected  in- the  later  decades 
of  life.  It  is  comparatively  easy  of  recognition 
if  its  salient  features  are  kept  in  mind,  and 
can  usually  be  diagnosed  without  the  aid  of 
instruments  of  precision. 

As  in  angina,  the  outstanding  symptom  in 
cardiac  infarction  is  pain,  though  examples  of 
both  conditions  are  found  in  which  pain  is  ab- 
sent or  insignificant.  The  pain  of  infarction 
may  have  the  same  distribution  as  angina  but 
is  more  severe,  more  prolonged  and  not  in- 
fluenced by  rest  or  nitrites.  It  is  frequently 
confined  to  a location  beneath  the  ensiform  or 
in  the  epigastrium,  and  may  be  described  as 
a sensation  of  terrific  gastric  distention.  Dysp- 
nea in  infarction  is  an  almost  constant  symp- 
tom and  one  of  great  significance.  The  slight- 
est effort  causes  obvious  air  hunger  out  of  all 
proportion  to  changes  found  in  the  lung. 

The  physical  examination  in  angina  shows 
nothing  characteristic.  In  infarction  there  are 
usually  signs  of  acute  heart  failure,  rapid 
feeble  cardiac  action,  weak  first  sound,  falling 
blood  pressure  and  crackling  rales  over  the 
lung  bases.  Abnormal  rhythm,  particularly 
fibrillation,  may  occur.  A transient  peri- 
cardial friction  is  diagnostic  but  not  often 
heard.  Systolic  murmurs  are  common  but  of 
no  significance.  Soon  after  infarction  takes 
place,  definite  fever  and  leueocytosis  are  apt 
to  be  present. 

In  differentiating  cardiac  infarction  from 
angina  due  to  other  causes,  the  electrocardio- 
gram is  of  great  assistance.  Unfortunately,  it 
is  not  often  easily  available  and  if  obtaining 
a record  means  disturbing  the  patient  should 
be  omitted.  Changes  in  the  ventricular  com- 
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plexes  are  at  times  almost  pathognomonic  of 
infarction,  and  when  previous  records  are  at 
hand  for  comparison  even  very  slight  changes 
may  be  significant.  As  an  abnormal  ventric- 
ular complex  is  produced  by  a diseased  area 
sufficiently  large  and  so  located  as  to  disturb 
the  normal  conduction  pathway,  it  is  conceiv- 
able that  infarction  may  take  place  without 
causing  electrocardiographic  changes.  It 
should  be  X'emenibered,  too,  that  abnormalities 
in  the  curve  caused  by  infarction  are  greatest 
soon  after  the  accident  occurs  and  that  subse- 
quently the  record  may  become  almost  or  en- 
tirely normal. 

Perhaps  the  most  unfortunate  error  that  can 
arise  in  cardiac  infarction  is  mistaking  it  for 
acute  indigestion  or  for  some  lesion  in  the 
upper  abdomen  requiring  emergency  surgery, 
as  the  ensuing  treatment  is  apt  to  dissipate 
the  already  small  chance  for  recovery.  Un- 
questionably such  mistakes  have  been  fre- 
quently made  and  have  often  gone  unrecog- 
nized as  the  symptoms  and  signs  of  infarction 
have  not  heretofore  been  generally  appreciated. 
The  accompanying  fever  and  leucocytosis  have 
been  particularly  misleading,  as  they  have  been 
thought  to  argue  for  abdominal  rather  than 
cardiac  disease. 

Since  the  operation  of  cervical  sympathec- 
tomy has  come  into  vogue  for  the  relief  of  an- 
gina, it  is  of  additional  importance  that  coro- 
nary thrombosis  or  infarction  be  recognized. 
S37mpathectomy  is  of  undoubted  value  in  cer- 
tain patients  with  severe  and  disabling  pain 
but  it  does  not  prevent  thrombosis  nor  is  it 
a safe  procedure  in  hearts  already  the  site  of 
infarction.  As  infarction  is  always  a possi- 
bility in  patients  who  have  had  angina,  the  ac- 
cident may  happen  after  sympathectomy,  but 
the  recognition  of  this  type  of  pathology  be- 
forehand will  prevent  useless  surgery  and  re- 
duce operative  mortality.  It  has  been  argued 
that  the  relief  of  pain  by  sympathectomy  and 
consequent  increase  in  the  patient’s  activities 
may  predispose  to  coronary  accidents,  and 
there  is  some  ground  for  this  view.  On  the 
other  hand,  if  operation  be  undertaken  where 
it  is  properly  indicated,  only  for  severe  pain, 
the  relief  secured  from  the  physical  and  men- 
tal stress  of  the  attacks  will  in  most  instances 
more  than  offset  the  danger  incident  to  in- 
creased activity. 

As  a considerable  number  of  patients  who 
suffer  a cardiac  infarct  survive  and  may  attain 
relatively  good  myocardial  function,  it  is  of 
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the  utmost  importance  that  every  assistance 
be  given  the  heart  during  the  critical  period 
of  impaired  circulation.  A proper  under- 
standing of  what  has  happened  is  the  tirst  and 
most  significant  step  in  treatment.  Seein 
that  the  circulation  has  been  cut  off  from 


A.  November,  1924,  prior  to  sympathectomy. 

B.  May,  1925,  after  sympathectomy.  This  and  previous  curve 

are  entirely  normal. 

C.  November  2,  1926,  fourth  day  after  infarction.  Note  marked 

changes  in  whole  ventricular  complexes. 

D.  December  16th — Change  toward  normal. 

E.  December  . 30th — Further  change  toward  normal. 
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portion  of  heart  muscle  and  that  cardiac  work 
must  be  carried  on  by  the  portion  remaining, 
it  is  essential  that  the  demands  for  work  be 
reduced  to  a minimum.  This  is  best  accom- 
plished by  absolute  rest  with  morphine  in  suffi- 
cient quantity  to  relieve  pain.  Cardiac  drugs 
are  of  doubtful  advantage.  It  has  been  stated 
that  both  nitroglycerin  and  digitalis  are  con- 
traindicated, but  opinion  on  the  latter  is  di- 
vided. Christian  prefers  caffeine,  but  advo- 
cates great  conservatism  in  the  use  of  the  “so- 
called  cardio-circulatory  stimulants.” 

Coronary  thrombosis  with  infarction  accom- 
panied by  clinical  signs  sufficiently  distinctive 
to  permit  of  its  recognition  is  a rather  com- 
mon occurrence.  In  the  past  three  years  I 
have  seen  twenty-seven  cases  whose  clinical 
manifestations  pointed  definitely  to  this  con- 
dition. During  the  same  period  I have  seen 
infarction  twice  postmortem  in  hearts  that 
had  given  no  characteristic  evidence  in  life  of 
its  presence;  but  in  both  instances  it  might 
well  have  been  suspected  from  the  sudden  on- 
set of  heart  failure,  in  one  case  with  auricular 
fibrillation. 

In  fourteen  of  the  twenty-seven  cases  of  in- 
farction observed,  electrocardiograms  were  ob- 
tained and  all  showed 'significant  changes  in 
the  ventricular  complexes,  varying  from  a 
bundle  branch  block  to  inversion  of  the  T- 
wave  in  leads  one  or  two  or  both. 

Of  the  twenty-seven  cases,  seventeen  died  in 
or  soon  after  the  attack,  and  ten  recovered. 
In  all  cases  followed,  there  has  been  an  ap- 
parent lessening  of  cardiac  reserve  following 
recovery  from  infarction.  One  case  in  parti- 
cular I have  chosen  to  review  in  some  detail  as 
it  illustrates  most  of  the  points  touched  on 
in  what  has  been  said  regarding  angina  and 
infarction  and  also  emphasizes  the  relationship 
of  the  two  conditions. 

A man,  aged  fifty-five,  was  referred  to  Dr. 
Coleman  for  sympathectomy  in  April,  1925. 
He  had  been  under  my  care  since  1921,  having 
begun  to  have  mild  attacks  of  typical  angina 
about  1919.  following  an  operation  on  the  pros- 
tate with  resulting  bladder  infection.  The  lat- 
ter condition  cleared  up  entirely  on  treatment, 
but  the  attacks  of  angina  continued  and  in 
1924  became  more  frequent  and  more  severe. 
There  was  a poor  response  to  exercise  but  the 
heart  was  negative  to  physical  examination 
and  the  blood  pressure  normal.  In  1921  the 
orthodiagram  showed  nothing  abnormal  in  the 
heart  or  aorta,  but,  as  time  went  on,  there  was 


some  increase  in  the  size  of  the  heart  shadow. 
The  electrocardiogram  was  always  essentially 
normal.  Early  in  1925  a month’s  rest  was  ad- 
vised, but  this  gave  very  little  relief.  Pain 
would  occur  on  the  slightest  exertion  and  oc- 
casionally at  night,  and,  as  only  temporary 
relief  could  be  obtained  from  nitrites  and  other 
remedies,  work  had  to  be  abandoned  entirely. 

Relief  following  operation  was  striking. 
Regular  duty  was  resumed  ten  days  later  and 
there  has  been  no  return  of  the  precordial  pain 
radiating  to  left  shoulder  and  arm.  Occa- 
sional gastric  distention  with  tightness  in  the 
chest  was  noticed,  but  this  was  relieved  by  rest 
or  nitrites.  The  response  to  exercise  as  meas- 
ured by  the  degree  of  dyspnea  was  apparently 
better  than  before  operation. 

On  October  29,  1926,  at  3:00  A.  M.,  he  was 
awakened  from  sleep  by  a severe  pain  in  the 
pit  of  the  stomach.  This  was  described  as  a 
sensation  of  tremendous  distention  worse  than 
anything  previously  experienced  and  accom- 
panied by  nausea,  shortness  of  breath  and 
weakness.  Nitrites  gave  no  relief  and  mor- 
phine very  little.  When  he  arrived  at  the 
Johnston-Willis  Hospital  about  5:00  P.  M.. 
the  pain  was  still  agonizing  and  he  appeared 
extremely  ill.  The  skin  was  grayish,  rather 
than  cyanotic,  the  breathing  rapid,  becoming 
difficult  on  the  least  exertion.  The  pulse  was 
108,  blood  pressure  104/80  as  compared  with 
136/92  a month  previously.  The  heart  sounds 
were  feeble,  but  no  murmur  or  friction  was 
detected.  Fairly  numerous  cracking  rales  were 
heard  over  the  lung  bases;  the  liver  appeared 
somewhat  enlarged  and  tender.  The  tempera- 
ture on  admission  was  98,  but  the  following 
morning  it  had  risen  to  101,  with  a leucocyte 
count  of  16.300.  A hypodermic  of  morphine, 
grain  14,  and  atropine,  grain  1/150,  was  given 
as  soon  as  the  patient  was  seen,  and  the  mor- 
phine repeated  within  an  hour.  Following 
this,  the  pain  gradually  disappeared  and  did 
not  return.  By  the  fifth  day  the  temperature 
was  normal  and  leucocytes  9,000.  A plan  of 
absolute  rest  was  instituted  and  kept  up  until 
signs  of  congestion  in  lungs  and  liver  had  dis- 
appeared. On  November  12th,  he  left  the  hos- 
pital. There  has  been  no  further  pain,  hut 
weakness  and  shortness  of  breath  on  exertion 
are  more  noticeable  than  before  the  accident. 

Electi’oeardiograms  taken  at  frequent  inter- 
vals during  his  last  hospital  confinement 
showed  some  interesting  changes.  In  place  of 
the  practically  normal  curve  repeatedly  ob- 
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tainecl  before  and  after  the  operation  of  sympa- 
thectomy. profound  changes  appeared  in  the 
ventricular  complexes  approximating  incom- 
plete bundle  branch  block.  This  type  of 
record,  as  pointed  out  by  Pardee  and  others, 
is  characteristic  of  infarction.  As  the  infarct 
healed,  the  abnormalities  in  the  curve  became 
less  pronounced,  the  last  record  obtained  show- 
ing only  T-wave  inversion. 

This  patient  had  typical  attacks  of  angina, 
induced  as  a rule  by  exertion  and  relieved  by 
rest  or  nitrites.  These  occurred  with  increas- 
ing frequency  and  severity  for  six  years,  ac- 
companied by  no  other  evidence  of  cardiac  dis- 
ease excepting  dyspnea  on  exertion  and,  dur- 
ing the  last  three  years,  a moderate  addition 
to  the  size  of  the  heart  shadow.  That  the  at- 
tacks of  pain  were  connected  in  some  way  with 
advancing  coronarv  disease  is  strongly  sug- 
gested  by  later  events. 

The  result  of  sympathectomy  was  entirely 
satisfactory  in  as  much  as  the  operation  was 
followed  by  a year  and  a half  of  much  more 
comfortable  existence  than  for  four  years  pre- 
viouslv.  The  limits  of  sympathectomy  are. 
however,  emphasized  by  its  failure  to  prevent 
the  coronary  accident  that  later  ocurred  and, 
also,  the  pain  of  agonizing  degree  that  ac- 
companied it.  Cardiac  infarction  in  typical 
form  with  abdominal  pain,  acute  heart  fail- 
ure. fever  and  leucocytosis.  is  shown  together 
with  the  electrocardiographic  changes  that  ac- 
company this  accident. 

Pro  fessi  onal  Bail  din  g. 


METASTATIC  UVEITIS. 

By  V.  K.  HART,  M.  D„  Statesville,  N.  C. 

From  the  Department  of  Head  Specialties,  Davis  Hospital. 

The  above  phrase  implies  an  acute  process. 
Such  it  is.  It  lapses,  however,  into  a subacute 
stage  and  in  some  instances  into  a chronic  iri- 
docyclitis. 

Uveitis,  used  correctly,  means  an  inflamma- 
tory condition  involving  the  iris,  ciliary  body 
and  choroid.  Therefore,  there  are  synechiae, 
ciliary  injection,  choroidal  cicatrices,  vitreous 
opacities  and  deposits  on  the  posterior  layer 
of  the  cornea  (descemetitis). 

Inflammation  of  one  or  more  parts  of  the 
uveal  tract,  originating  from  a source  of  in- 
fection. such  as  diseased  tonsils  or  dental 
pathology,  is  not  an  uncommon  occurrence. 
Moreover,  an  acute  or  chronic  prostatitis, 
usually  gonococcal  but  not  necessarily  so.  mani- 


fests itself  often  by  inflammation  of  the  uveal 
tract.  Syphilis  very  frequently  gives  rise  to 
an  acute  iritis. 

All  the  above  are  well  known  facts  to  eye 
men  and  most  clinicians.  Why,  then,  are  the 
following  cases  presented?  First,  because  all 
evidently  originated  in  diseased  tonsils  or 
teeth.  Second,  because  evert/  one  presented  a 
descemetitis  as  part  of  the  uveitis. 

Objectively,  the  following  positive  findings 
were  noted  in  every  case : 1.  Deep  and  pro- 
nounced ciliary  injection.  2.  A classical  des- 
cemetitis— (punctate  deposits  on  the  posterior 
layer  of  the  cornea,  triangular  in  shape,  apex 
upward,  and  involving  largely  the  lower  cor- 
nea). 3.  One  or  more  posterior  synechiae. 
4.  Vitreous  changes  except  in  case  five. 

The  first  two  cases  showed  scar  tissue  for- 
mation in  the  retina  of  the  affected  eye.  If  it 
was  present  in  Cases  3 and  4.  it  could  not  be 
demonstrated  because  the  retina  could  not  be 
clearly  seen. 

These  negative  objective  findings  were  re- 
corded in  each  case:  1.  Normal  ocular  ten- 
sion. 2.  No  disturbance  of  nervous  innerva- 
tion. 3.  Absence  of  diseased  retinal  vessels — 
(as  far  as  could  be  determined  in  those  cases 
with  many  vitreous  opacities).  4.  A negative 
physical  examination  except  for  bad  teeth,  or 
diseased  tonsils.  (Such  included  an  investi- 
gation of  the  sinuses.)  Other  exceptions  were 
an  arthritis  in  Case  1 and  a mitral  valve  lesion 
in  Case  4.  5.  A negative  Wassermann.  C. 

Absence  of  gonorrheal  history  or  findings. 

When  the  tuberculin  test  is  mentioned,  the 
subcutaneous  use  is  meant.  One-tenth  mg. 
was  the  first  dose,  and  such  was  increased  on 
alternate  days  until  a dosage  of  5 mg.  was 
reached.  If,  in  the  interim,  a severe  systemic 
reaction  occurred,  its  use  was  discontinued. 

Case  1.  Female,  age  fifty-six  years.  Em- 
metropic eyes  by  retinoscopy.  O.  1).  acc.  sph. 
plus  .25  equals  20/20:  O.  S.  light  perception 
only.  Presbyopic.  The  vitreous  changes  left 
were  those  described  as  “svnchysis  scintillans.*' 
Circumscribed  area  of  scar  tissue  to  nasal  side 
right  nerve.  Apparently  some  such  areas  in 
left  retina  and  occasional  circumscribed  pig- 
mentation. 

The  outstanding  feature  of  her  physical  ex- 
amination was  an  arthritis  of  the  chronic  in- 
fectious type  and  some  bad  teeth.  She  had 
small,  atrophic,  imbedded  tonsils  of  question- 
able pathology. 
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Her  tonsils  were  therefore  removed  and  she 
was  put  under  a dentist’s  care.  This  was  two 
and  one-half  years  ago.  Despite  two  follow- 
up letters,  the  patient  has  not  been  seen  since. 
Her  arthritis  improved  immediately  following 
the  above  treatment,  and  the  ciliary  injection 
cleared. 

Case  2.  Female,  age  seventeen  years.  Re- 
tinoscopv:  right,  shadow  unsatisfactory  (vi- 
treous changes)  ; left  moderate  hyperopia. 
O.  I).  count  fingers  five  feet;  O.  S.  ace.  sph. 
plus  1.00  equals  20/20  (mydriatic).  The  left 
retina  showed  an  old,  choroidal  cicatrix  in  the 
lower  outer  quadrant  and  there  were  slight 
vitreous  changes  left.  A tuberculin  test  was 
negative  systemically  and  focally. 

A diseased  pair  of  tonsils  were  therefore 
removed.  A dentist  gave  the  teeth  a clean  bill 
of  health.  In  six  weeks  the  ciliary  injection 
had  cleared. 

In  one  year  her  Adsion  with  correction  was 
O.  D.  20/20  minus  1 ; O.  S.  20/20.  This  rep- 
resents a definite  improvement. 

Case  3.  Male,  age  twenty-one  years.  Retino- 
scop}^  showed  a moderate,  compound,  hypero- 
pic astigmatism  O.  I),  acc.  sph.  plus  .75  cyl. 
plus  .25  @ 180  equals  20/70.  O.  S.  acc.  sph. 
plus  1.25  cyl.  plus  .25  @ 90  equals  20/20  (my- 
driatic). The  vitreous  changes  were  limited 
to  the  right  eye. 

Therefore,  a diseased  pair  of  tonsils  Avere 
removed.  He  was  referred  for  dental  advice, 
but  no  outstanding  trouble  Avas  found. 

At  the  end  of  eighteen  months  there  is  still 
slight  ciliary  injection.  O.  I),  count  fingers 
at  three  feet;  O.  S.  20/20  with  correction. 

Because  of  his  chronic  iridocyclitis,  Avhich 
has  recently  given  rise  to  lenticular  changes, 
a tuberculin  test  Avas  done.  It  Avas  discon- 
tinued after  the  administration  of  one  mg. 
because  of  a severe  systemic  reaction  (tempera- 
ture 102).  However,  there  Avere  no  definite 
changes  in  the  eye  (increased  ciliary  reaction, 
pain,  intraocular  hemorrhages,  etc.)  The  lat- 
ter (focal  changes)  are  of  the  utmost  import- 
ance in  diagnosis.  The  former  (systemic  re- 
action) is  of  little  value.  The  writer  has  ob- 
tained in  a robust  nurse  a A^ery  severe  systemic 
reaction  after  one-half  mg.  Therefore,  the 
test  Avas  considered  negative. 

Case  4.  Male,  age  twenty-nine  years.  No 
gross  refractive  error.  Right  vitreous  hazy 
but  no  definite  opacities.  O.  D.  20/70;  O.  S. 
20/20. 


The  tonsils  were  small  and  atrophic  but 
their  removal  was  advised  because  of  a rheu- 
matic history  and  a mitral  valve  lesion.  Pa- 
tient refused  operation.  Dental  advice  Avas 
directed  because  of  several  suspicious  teeth. 

The  eye  very  materially  improved  after  lo- 
cal treatment  and  dental  care.  The  patient 
disappeared  after  tAvo  months  of  treatment  and 
has  not  been  heard  from  for  a year. 

Case  5.  Female,  age  tAventy-eight  years.  By 
retinoscopy,  a bilateral,  compound,  hyperopic 
astigmatism  of  moderate  degree  Avas  noted. 
O.  D.  ac.  sph.  plus  1.75  cyl.  plus  .75  @ 90 
equals  20/30  plus;  O.  S.  sph.  plus  2.00  cyl. 
plus  .25  @ 90  equals  20/20  (mydriatic).  There 
Avere  no  vitreous  changes  in  the  affected  eye 
(right).  Retinal  lesions  Avere  absent. 

During  the  acute  stage  of  the  right  eye,  the 
patient  had  a subacute  tonsillitis.  Operation 
Avas,  of  course,  advised,  particularly  because 
there  was  no  apparent  dental  pathology. 
Operation  Avas  refused. 

Under  local  treatment  the  eye  cleared  in 
three  Aveeks.  The  proper  glasses  Avere  fitted 
and  the  patient  discharged.  She  has  not  been 
seen  in  over  a year. 

Discussion 

During  the  same  period  of  time  a number  of 
cases  of  luetic  iritis  Avere  observed.  Also  sev- 
eral cases  of  scleritis  or  episcleritis  of  focal 
origin  came  under  observation.  A number  of 
cases  of  iridocyclitis  incidental  to  trauma  or 
foreign  body  haATe  also  been  observed,  a few 
complicating  some  ophthalmic  surgical  pro- 
cedure. 

In  very  few  of  these,  hoAvever,  Avas  there  a 
descemetitis  of  any  degree,  though  DeSchwei- 
nitz  says  it  occurs  in  some  form  in  all  cases 
of  iridocyclitis.  When  present,  it  Avas  not  in 
the  triangular  shape  before  mentioned,  or  so 
definitely  punctate.  It  suggests  the  actual 
presence  of  organisms  in  the  cornea  and, 
therefore,  a true  metastasis  in  contradistinc- 
tion to  a toxemia  yer  se.  Of  course,  with 
every  infection,  there  is  some  toxemia. 

Proper  local  and  general  therapeutic  meas- 
ures Avere  instituted  in  each  case.  The  discus- 
sion of  the  same  is  not  pertinent. 

Summary 

1.  All  cases  in  addition  to  the  usual  signs 
of  inflammation  of  the  uveal  tract  showed  tri- 
angular punctate  keratitis  (descemetitis). 
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2.  Cases  1 and  2 showed  retinal  changes. 

3.  Cases  1 and  2 recovered  after  removal  of 
tonsils  and  dental  attention.  Case  3 lapsed 
into  a chronic  state  despite  such  care.  Case  4 
recovered  with  dental  attention  only.  Case  5 
recovered  with  neither  removal  of  tonsils  nor 
dental  care. 

4.  Venereal  and  tubercular  findings  were  ab- 
sent in  all  cases. 
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MYXEDEMA:  THYROID  INSUFFICIENCY 
SYNDROMES. 

Report  of  a Far  Advanced  Case,  Presenting 

Most  Conspicuously  Gastric  Symptoms.* 

By  EUGENE  L.  LOWENBERG,  B.  S.,  M.  D„  Norfolk,  Va. 

"William  Gull1  in  1873  called  attention  to  a 
disease  with  a distinctive  group  of  symptoms, 
which  later  became  known  as  myxedema.  In 
spite  of  great  interest  in  the  disease  since 
Gull's  article,  and  the  accumulation  of  a vast 
amount  of  literature,  cases  of  myxedema  con- 
tinue to  be  more  frequently  unrecognized  than 
recognized  and  allowed  to  go  from  place  to 
place  in  search  of  help,  in  many  instances 
treated  for  such  conditions  as  “anemia”  or 
“nephritis.”  This  fact  may  possibly  be  ex- 
plained by  the  relative  infrequency  with  which 
the  average  practitioner  encounters  the  dis- 
ease. 

A. typical  case  of  myxedema  is  unmistakable, 
providing  the  condition  enters  the  physician's 
mind  as  he  makes  the  routine  examination  of 
the  patient.  Ord’£2  description,  as  given  by 
Osier,  is  classical.  There  is  a marked  increase 
in  the  general  bulk  of  the  body,  a firm,  inelas- 
tic swelling  of  the  skin,  which  does  not  pit  on 
pressure;  dryness  and  roughness  which  tends, 
with  the  swelling,  to  obliterate  in  the  face  the 
lines  of  expression;  imperfect  nutrition  of  the 
hair,  local  tumefaction  of  the  skin  and  subcu- 
taneous tissues.  Perspiration  is  often  much 
decreased.  The  physiognomy  is  altered  in  a 

•Read  before  the  Norfolk  County  Medical  Society,  November 
15,  1926. 


remarkable  way.  The  features  are  coarse  and 
broad,  the  lips  thick,  the  nostrils  broad  and 
thick,  and  the  mouth  is  enlarged.  Over  the 
cheeks,  and  sometimes  the  nose,  there  is  a red- 
dish patch.  There  is  striking  slowness  of 
thought  and  action.  The  memory  becomes 
defective,  the  patient  grows  irritable  and  sus- 
picious. There  may  be  headaches  and  consti- 
pation. In  some  instances  there  are  delusions 
and  hallucinations.  The  gait  is  heavy  and 
slow.  The  temperature  may  be  below  normal. 
The  patients  often  sulfer  in  cold  weather.  Al- 
buminuria is  usually  present;  the  thyroid 
gland  is  diminished  in  size;  the  basal  meta- 
bolism is  reduced  20  to  40  per  cent  below  nor- 
mal. 

Osier  says  “the  diagnosis  of  myxedema  is 
easy  as  a rule.”  This  assuredly  is  true  if  the 
condition  occurs  to  the  mind,  but  in  every 
series  of  cases  reported  in  the  literature  of  late, 
a large  percentage  had  been  seen  by  physi- 
cians and  had  gone  undiagnosed  for  years. 
The  general  aspect  of  the  patient  suggests  ne- 
phritis, or  pernicious  anemia,  but  the  solid 
character  of  the  swelling,  the  excessive  dry- 
ness of  the  skin,  the  low  tenjperature,  the  loss 
of  hair,  the  dull,  listless  mental  state,  the  low 
basal  metabolism,  the  usual  normal  kidney 
function  test  serve  to  dilferentiate  the  former ; 
while  the  absence  of  increased  urobilin  in  the 
urine,  glossitis,  and  of  embryonal  red  cells  in 
the  blood  picture  rule  out  the  latter.  The 
chronic  nephrosis  of  Epstein,  to  be  mentioned 
later,  is  apparently  closely  allied  to  myxedema. 
The  most  important  single  factor  in  the  diag- 
nosis of  myxedema  is  the  low  basal  metabolic 
rate.  Chaney3  in  1924  pointed  out  that  in 
cases  of  myxedema  the  tendon  reflexes  produce 
such  slow  movements  that  this  quality  can  be 
recognized  without  the  aid  of  mechanical  de- 
vices, and  that  similarly  a greater  stimulation 
is  necessary  to  elicit  a tendon  reflex  in  a myx- 
edema patient  than  in  a normal  person. 
Thacker  and  White4  in  a recent  article  report 
fourteen  cases  of  myxedema  showing  a char- 
acteristic electrocardiogram.  There  was  a con- 
sistently low  T wave  in  lead  2,  and  a general 
decrease  in  potential  of  all  electrocardio- 
graphic deflections  in  all  leads.  According 
to  these  authors  this  “low  potential”  is  found 
in  one  other  condition — that  of  myocardial 
exhaustion  due  to  serious  coronary  sclerosis. 
The  inference  is  that  the  heart  action  is  slug- 
gish in  myxedema.  Thacker  and  White  felt 
that  there  is  a distinct  parallelism  between  the 
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T wave  of  the  electrocardiogram  and  the  basal 
metabolic  rate  in  hypothyroidism. 

Though  the  classic  picture  of  myxedema  may 
be  readily  recognized,  the  literature  of  the  past 
few  years  describes  many  cases  of  hypothy- 
roidism with  less  characteristic  symptoms  and 
signs — cases  suspected  and  diagnosed  with 
greater  difficulty.  These  cases  may  be  divided 
into  three  groups : 

1.  Cases  presenting  most  conspicuously  a 
severe  anemia. 

2.  A less  definite  clinical  type  characterized 
by  fatigability,  hypotension,  pains  and  neu- 
roses of  various  forms. 

3.  The  chronic  nephrosis  of  Epstein. 

Of  the  first  group.  Unverricht5  in  1923  men- 
tions a group  of  anemias  with,  clinically,  only 
presumptive  symptoms  of  hypofunction  of  the 
thyroid,  in  which  the  erythrocyte  counts  were 
from  3,030,000  to  3,780,000,  and  the  hemo- 
globin from  48  to  56  per  cent.  He  reports  an 
improvement  in  blood  count  on  thyroidin 
treatment.  Baker6  in  1924  and  Warfield  and 
Green7  in  1925  report  cases  showing  a relation 
between  thyroid  deficiency  and  an  anemia  re- 
sembling chlorosis. 

In  a very  recent  paper  Mackenzie8  reports 
three  cases,  the  outstanding  feature  of  each  of 
Avhich  was  a severe  anemia,  the  cases  being 
diagnosed  as  pernicious  anemia  until  the  basal 
metabolic  rate  and  the  urobilin  excretion  were 
determined.  The  most  conspicuous  symptoms 
in  these  cases  were  weakness,  sensitiveness  to 
cold,  decreased  perspiration,  paraesthesia  and 
coldness  of  the  hands  and  feet,  palpitation 
and  dyspnea  on  slight  exertion.  Two  of  the 
cases  had  only  slight  characteristics  of  myx- 
edema. One  of  these  cases  showed  an  absence 
of  free  hydrochloric  acid  in  the  stomach  con- 
tents. All  three  cases  recovered  under  thyroid 
therapy.  It  is  evident,  therefore,  that  a pro- 
nounced anemia,  either  chlorotic  in  type  or 
suggestive  of  pernicious  anemia  may  be  pres- 
ent in  myxedema,  while  the  usual  characteris- 
tics of  myxedema  itself  may  be  wanting. 

Of  the  second  group,  Lawrence9  in  1925 
mentions  thirty  patients  seen  in  the  Evans 
Memorial  Hospital  Clinic,  none  of  which  had 
the  features  usually  associated  with  myxedema, 
but  in  whom  the  laboratory  findings  were 
identical  with  those  of  myxedema,  and  the 
results  of  treatment  with  thyroid  so  striking 
as  to  leave  no  doubt  as  to  the  etiology  of  the 
cases.  These  cases  were  characterized  by  symp- 
toms of  fatigability,  irritability,  depression. 


bradycardia,  subnormal  temperature,  hypoten- 
sion, lymphocytosis.  The  author  warns,  how- 
ever, that  such  cases  are  not  to  be  diagnosed 
and  treated  as  thyroid  insufficiency  unless  the 
basal  metabolic  rate  is  definitely  confirmatory, 
and  then  only  under  careful  observation. 

Higgins10  in  the  same  year  reports  twenty- 
five  cases  of  incipient  hypothyroidism  pre- 
senting an  indefinite  clinical  picture — moder- 
ate dryness  of  hair  and  skin,  neuroses  of  vari- 
ous types,  vague  unclassified  pains.  The  author 
expresses  the  view  that  this  type  of  incipient 
hypothyroidism  occurs  most  frequently  near 
the  menopause,  and  bears  some  relation  to 
ovarian  activity. 

I mentioned  above  that  a possible  third  type 
of  hypofunction  of  the  thyroid,  recently  de- 
scribed in  the  literature,  is  the  chronic  nephro- 
sis of  Epstein.  Epstein11, 12, 13  in  1917  called 
attention  to  cases  presenting  certain  clinical 
features  in  common  with  chronic  parenchy- 
matous nephritis,  but  showing  a great  hyper- 
cholesteremia, a low  metabolic  rate,  a reduc- 
tion in  blood  proteins  with  an  increase  of  the 
serum  globulin  as  compared  with  the  serum 
albumin.  In  the  normal  serum  the  ratio  of  the 
albumin  to  the  globulin  is  2:1,  while  in  nephro- 
sis the  ratio  is  so  changed  that  there  may  be 
more  gloubulin  than  albumin.  The  blood  cho- 
lesterol, normally  175  mmg.  to  100  mmg.  per 
100  c.c.,  may  be  as  high  as  1,300  mmg.,  the 
lipemia  causing  the  blood  to  look  quite  milky. 
These  cases,  rare  and  usually  in  young  people, 
complain  of  headache,  dyspnea,  vomiting. 
They  show  marked  pallor,  marked  edema,  urine 
diminished  in  amount,  of  high  specific  gravity 
and  with  large  amount  of  albumin.  But  the 
blood  pressure  is  low,  and  the  chief  changes 
in  the  blood  chemistry  are  a very  high  chol- 
esterol content,  a low  protein  content,  with  in- 
version of  the  albumin  globulin  ratio.  The 
blood  urea  nitrogen,  creatinine,  uric  acid  and 
chlorides  are  usually  practically  normal.  The 
marked  edema  of  these  cases.  Epstein  explains 
on  a basis  of  changed  osmotic  conditions,  the 
reduction  in  the  serum  protein  reducing  the 
osmotic  pressure  of  the  blood  below  that  of  the 
tissues.  He  thus  treats  his  cases  with  a very 
high  protein,  low  carbohydrate,  low  fat  diet, 
with  excellent  results  in  some  cases.  In  1920 
the  same  author  reports  cases  of  nephrosis  hav- 
ing myxedematous  characteristics.  The  edema 
in  such  cases  disappeared  on  high  protein  diet, 
and  the  myxedema  characteristics  cleared  up 
on  thyroid  therapy.  In  1922  Epstein  presents 
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his  final  conception  of  nephrosis,  not  as  an 
essentially  renal  disease,  but  rather  as  a sys- 
temic disorder  of  metabolism  associated  with 
a relative  insufficiency  of  the  thyroid.  The 
thyroid  functions  in  these  cases,  but  there  seems 
to  be  an  unusual  demand  made  upon  it  due  to 
the  high  blood  cholesterol,  so  that  there  is  a 
relative  insufficiency  of  its  hormone.  In  ne- 
phrosis cases  with  myxedema  features  Epstein 
uses  high  protein  diet  with  thyroid  extract 
and  likewise  in  the  simple  nephrosis  cases, 
when  good  results  are  not  obtained  with  high 
protein  therapy  alone  he  resorts  to  thyroid 
therapy  with  good  results.  The  amount  of  thy- 
roid used  in  his  cases  is  often  far  greater  than 
in  the  simple  myxedema  cases.  Thus  he  starts 
out  with  one-half  to  one  grain  three  times  a 
dav,  increasing  the  dose  in  many  instances 
rapidly  to  15  grains  a day — or  even  30  grains 
a day  for  six  or  seven  days.  For  nephrosis 
Epstein  would  substitute  the  name  “diabetes 
albuminuricus”,  implying  a perversion  of  the 
protein  metabolism  related  to  thyroid  insuffi- 
ciency, somewhat  after  the  manner  that  dia- 
betes mellitus  is  a perversion  of  carbohydrate 
metabolism  related  to  pancreatic  insufficiency. 

Thus  has  much  evidence  been  adduced  that 
the  Epstein  nephrosis  is  a form  of  thyroid 
insufficiency,  and  that  nephrosis  and  myxedema 
are  closely  allied,  the  latter  being  frequently 
superimposed  upon  the  former.  Two  cases  of 
adolescent  myxedema  accompanied  by  nephro- 
sis were  recently  reported  bv  Davidson14:  and 
Marsh15  in  the  current  year  reports  ascites  in 
a myxedema  patient  clearing  up  with  thyroid 
therapy. 

A fourth  group  of  hypothyroid  cases  recent- 
ly reported  might  well  be  added  for  the  sake 
of  completeness,  though  most  assuredly  they 
are  far  removed  from  actual  myxedema,  dhese 
are  the  simple  adolescent  goiters.  Plummer16 
in  1925  reported  that  the  basal  metabolic  rate 
of  patients  having  diffuse  colloid  goiters  of 
adolescence  is,  in  the  majority  of  cases,  below 
normal.  In  many  such  cases,  instead  of  using 
iodine,  he  prefers  to  give  small  doses  of  thy- 
roid extract,  carefully  controlled  by  meta- 
bolism tests.  Iodine  helps  these  cases  by  en- 
abling the  gland  to  produce  more  thyroidin, 
while  thyroid  extract  offers  replacement 
therapy,  allowing  the  gland  to  rest. 

The  treatment  of  myxedema  dates  back 
thirty-five  years,  when  Dr.  George  Murray17 
gave  to  the  world  a specific  remedy,  the  admin- 
istration of  thyroid  extract  of  sheep.  In  re- 


cent years,  much  has  been  done  to  standardize 
the  method  of  treatment — to  point  out  the  diffi- 
culties and  complications.  In  1925  Sturgis 
and  Whiting18  of  the  Medical  Clinic  of  the 
Peter  Bent  Brigham  Hospital  of  Boston  re- 
ported twenty-six  cases,  with  special  reference 
to  the  treatment  and  prognosis.  Treatment  in 
this  series  was  controlled  by  1st,  the  clinical 
I'esponse  of  the  patient;  2nd,  the  basal  meta- 
bolism; 3rd,  the  early  morning  resting  pulse 
rate:  4th,  the  temperature;  5th,  the  body 
weight.  In  home  treatment,  in  the  absence  of 
basal  metabolism  estimations,  a careful  deter- 
mination of  the  resting  pulse  was  considered 
as  giving  an  accurate  idea  of  the  basal  meta- 
bolism  in  most  cases.  Palpitation,  dyspnea, 
excessive  warmth,  dizziness,  nausea,  undue  ac- 
celeration of  the  pulse  or  elevation  of  the  tem- 
perature were  taken  as  indicative  of  over-dos- 
age. The  therapy  was  divided  into  two  stages : 

1.  The  initial  dosage,  calculated  to  restore 
the  patient  to  a normal  level  of  metabolism. 

2.  The  maintenance  dosage,  or  smallest 
amount  necessary  to  keep  the  metabolism  with- 
in normal  limits. 

The  average  initial  dose  was  grs.  2,  t.i.d.  for 
five  to  ten  days;  the  average  maintenance  was 
grs.  2 q.d.,  though  this  varied  from  grs.  1 q.d. 
to  grs.  3.  These  authors  point  out  how  ex- 
tremely hazardous  the  administration  of  thy- 
roid extract  can  be  in  certain  cases.  The  chief 
complications  center  around  the  heart,  the  kid- 
neys and  the  blood.  The  heart  is  frequently 
dilated,  but  it  has  been  shown  by  Fahr19  that 
a failing  heart  in  myxedema  may  respond  to 
thyroid  therapy  plus  digitalis,  where  digitalis 
alone  is  ineffectual.  Bowen  and  Boothby20  have 
shown  that  the  administration  of  thyroid  in 
chronic  nephritis  inci’eases  the  retention  of 
urea  nitrogen.  As  the  majority  of  myxede- 
matous patients  show  albumin  and  casts  in  the 
urine,  and  some  show  a definite  renal  insuffi- 
ciency as  shown  by  functional  tests,  a rare  dan- 
ger of  uremia  becomes  apparent.  The  severe 
anemia  present  in  many  cases  throws  added 
strain  on  the  heart. 

Sturgis  and  Whiting  well  point  out  that 
before  beginning  thyroid  therapy  in  a myx- 
edema patient  the  condition  of  the  heart,  kid- 
neys and  blood  should  be  carefully  ascertained. 
If' the  heart  is  markedly  involved  the  patient 
should  be  digitalized  first  and  the  thyroid 
therapy  started  slowly;  if  the  patient  is  ane- 
mic, one  or  more  transfusions  are  advisable 
before  beginning  specific  treatment ; if  there 


1927] 


VIRGINIA  MEDICAL  MONTHLY 


113 


is  definite  renal  insufficiency,  the  thyroid  dos- 
af je  should  be  small,  the  diet  reduced  in  pi'O- 
tein  and  the  blood  urea  nitrogen  carefully 
watched. 

While  most  cases  suffering  from  myxedema 
can  be  restored  to  normal  health,  cardiac  fail- 
ure or  uremia  may  cause  a fatal  termination. 
Serious  mental  changes  may  persist  after  the 
myxedematous  condition  is  relieved.  Only 
rarely  has  a case  remained  spontaneously  cured 
after  withdrawal  of  the  thyroid  therapy  alto- 
gether, and  such  cases  are  to  be  accepted  with 
skepticism. 

Case  Report 

M.  R.,  female,  aged  56,  twice  married,  was 
first  seen  July  31,  1926,  recovering  from  what 
was  described  as  a fainting  attack  while  she 
was  attempting  to  go  from  her  bed  to  the  bath- 
room. 

Past  History . — In  childhood  the  patient  had 
measles,  whooping  cough,  chicken-pox  and 
malaria.  At  the  age  of  twenty-three  she  had 
a dilatation  of  the  cervix  for  dysmenorrhea. 
Her  general  health  was  good  until  twenty-six 
years  ago.  when,  at  thirty  years  of  age,  an  at- 
tack of  influenza  kept  her  in  bed  several  weeks. 
From  this  time  on  she  was  always  sickly — 
catching  colds  frequently,  tiring  easily,  suffer- 
ing from  gastric  upsets,  menstruating  sparsely 
and  very  irregularly.  Twenty  years  ago,  at  the 
age  of  thirty-six,  she  had  “peritonitis”  folloAv- 
ing  a miscarriage,  but  got  well  without  an 
operation.  Menstruation  ceased  about  eighteen 
years  ago,  when  the  patient  was  thirty-eight 
years  of  age.  She  has  two  children,  one  aged 
twenty-seven  and  the  other  thirty-two,  both  by 
her  first  husband. 

Family  History. — The  patient's  father  died 
of  “anemia”,  though  just  what  type  I do  not 
know.  The  mother  died  with  “stomach  trou- 
ble.” 

Present  Illness. — This  seems  to  date  back 
to  nine  years  ago,  when,  at  the  age  of  forty- 
seven,  after  a second  mild  attack  of  influenza, 
the  patient’s  digestive  disturbances  became 
worse,  and  a gradual  change  in  her  voice  and 
general  appearance  was  noticed,  first  by  her 
friends,  and  later  by  the  patient  herself.  Al- 
ways unite  a talker,  and  possessed  of  a clear, 
somewhat  high  pitched  voice,  the  patient  found 
herself  talking  deliberately,  slowly,  and  with 
considerable  effort,  and  even  to  herself  her 
voice  sounded  quite  changed.  Her  relatives 


said  she  “dragged  her  speech”,  and  friends 
noted  a marked  change  in  her  facial  expres- 
sion, and  to  herself  her  face  looked  and  felt 
puffy  and  swollen.  About  the  same  time  the 
hair  of  the  scalp,  formerly  very  thick  and 
fluffy,  turned  rapidly  gray,  and  gradually  be- 
came much  thinner  and  coarser.  The  digestive 
symptoms,  however,  still  constituted  the  pa- 
tient’s chief  complaint.  There  was  vomiting 
of  everything  eaten,  soreness  in  right  upper 
quadrant,  sour  eructations,  constipation  com- 
plicated by  bleeding  hemorrhoids.  The  pa- 
tient had  become  very  pale  and  there  was  a 
slight  yellow  tinge  to  the  skin.  A diagnosis 
of  cholecystitis  was  made,  the  gall-bladder 
drained  and  hemorrhoidectomy  performed 
eight  years  ago  at  St.  Vincent’s  Hospital.  I 
have  been  unable  to  locate  her  record  at  this 
time,  it  being  during  the  war  period,  when 
some  of  the  charts  were  lost.  No  stones  were 
found,  according  to  the  patient,  and  the  gall- 
bladder was  drained  without  removal.  Con- 
valescence was  uneventful  and  for  a while  the 
patient  was  improved.  The  yellow  pallor  per- 
sisted. the  skin  was  noted  to  get  progressively 
more  dry  and  coarse.  The  patient  continued 
to  be  weak,  the  change  in  the  facial  expres- 
sion more  marked,  the  voice  still  slower.  The 
feet  and  hands  were  always  cold,  and  the  pa- 
tient noticed  that  she  no  longer  perspired,  even 
on  the  hottest  days  of  the  summer  months. 
However,  fulness  after  eating,  gaseous  disten- 
tion, sour  eructations,  continued  to  be  the  chief 
cause  of  the  patient’s  distress,  and  were  the 
symptoms  for  which  she  continued  to  consult 
various  physicians  for  relief.  In  1920  a gas- 
trointestinal X-ray  was  taken  at  the  Protest- 
ant Hospital.  A diagnosis  of  carcinoma  of 
the  stomach  was  made,  the  plates  showing  a 
filling  defect  near  the  pylorus,  and  evidence 
of  obstruction.  An  exploratory  operation 
was  urged,  but  refused  by  the  patient.  During 
the  succeeding  two  years  the  stomach  symp- 
toms abated  slightly  under  medication  and 
dietary  care.  On  one  occasion  during  this 
period  the  patient  had  quite  a hemorrhage 
from  her  gums  about  a decayed  tooth.  Con- 
stipation was  becoming  more  and  more  marked, 
and  bleeding  from  hemorrhoids  Avas  again  no- 
ticed.. 

Four  years  ago  the  patient  began  to  suffer 
intense  headaches,  blurring  of  vision,  burning 
and  frequency  of  urination.  A diagnosis  of 
cystitis  and  pyelitis  was  made  and  successfully 
treated,  these  symptoms  disappearing  in  a few 
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weeks.  For  a while  the  patient  again  felt 
much  improved. 

The  last  year  of  this  long  series  of  illnesses 
was  marked  by  a progressively  down-hill 
course.  The  weight  remained  about  the  same. 
135  pounds,  but  the  patient  grew  weaker  and 
weaker.  Shortness  of  breath,  palpitation  and 
giddiness  were  experienced  on  the  slightest 
exertion.  Vision  often  became  blurred  and  at 
times  there  would  be  actual  periods  of  blind- 
ness. The  stomach  symptoms  again  became 
accentuated,  the  slightest  indiscretion  in  diet 
causing  vomiting.  The  patient  began  to  faint, 
at  first  only  once  every  month  or  so:  later  two 
or  three  times  a month.  For  two  weeks  prior 
to  the  first  time  I saw  her  she  had  been  bed- 
ridden because  of  extreme  weakness. 

I first  saw  the  patient  through  the  courtesy 
of  Dr.  C.  -J.  Andrews,  who  recalled  having  seen 
her  about  six  years  ago.  and  who  was  unable 
to  make  the  emergency  call  he  received  from 
the  patient's  husband.  The  patient  had  fallen 
unconscious  while  trying  to  walk  to  the  bath- 
room. I found  an  elderly  woman,  almost 
ghastly  in  color,  reviving  from  a fainting  spell. 
The  pulse  was  good,  and  in  a few  minutes  the 
patient  was  over  her  immediate  condition.  My 
subsequent  investigations  were  at  the  incidence 
of  Dr.  Andrews,  who  was  kind  enough  to  turn 
the  case  over  to  me.  Six  days  after  my  first 
visit,  in  answer  to  an  urgent  call.  I found  the 
patient  again  unconscious  on  the  floor.  Again 
she  revived  rapidly,  but  this  time  a severe 
diarrhea  of  two  days’  duration  had  still  fur- 
ther weakened  her.  so  that  she  was  really  in 
a serious  condition.  A dose  of  castor  oil  fol- 
lowed by  tr.  opii  deod.  controlled  the  diarrhea. 
Dilute  hydrochloric  acid  was  given  empirical- 
ly to  control  the  vomiting,  with  no  success,  so 
an  alkaline  powder  of  oil  of  peppermint,  soda 
bicarbonate,  magnesia  usta.  bismuth  subni- 
trate and  extract  of  belladonna  was  prescribed 
with  considerable  relief.  In  about  a week  the 
patient  Avas  somewhat  stronger  again,  and  a 
complete  physical  examination  Avas  done. 

Physical  Examination. — A fairly  well-de- 
A-eloped.  somewhat  undernourished,  elderly  fe- 
male. A ery  weak,  but  comfortably  lying  in  bed. 
Temperature  96.6:  pulse  76.  regular  and  of 
fair  quality;  blood  pressure  114/70.  The  scalp 
hair  Avas  gray,  thin  and  coarse.  The  face 
seemed  unusually  large,  broad  and  coarse. 
There  was  marked  puffy  sAvelling  under  the 
eyes  and  along  the  temporal  region  and  the 
rami  of  the  jaw.  The  skin  Avas  rough  and 


dry,  and  of  a pale  yellow  tinge.  The  hands 
and  feet  were  cold — the  tips  of  the  fingers 
being  almost  bloodless,  pale  and  pinched. 
The  skin  of  the  wrist  and  loAver  arm  was  de- 
finitely scaly.  The  pubic  hair  was  thin  and 
broAvnish.  while  in  the  arm  pits  there  was  no 
hair  at  all.  Though  a hot  day  in  August,  there 
was  no  perspiration.  The  patient  spoke  deli- 
berately, slowly,  in  a low  monotonous  drawl, 
and  experienced  difficulty  in  recalling  events 
she  was  questioned  about.  The  mucous  mem- 
brane of  the  lips,  gums  and  pharynx  was  pale: 
the  tongue  was  thinly  coated,  but  neither  sore 
nor  reddened.  The  teeth  were  in  good  condi- 
tion. the  conjunctrvae  were  not  icteric.  No 
thyroid  gland  could  be  definitely  palpated. 
The  lungs  were  clear  other  than  a few  mar- 
ginal rales  at  the  bases;  the  heart  Avas  enlarged 
to  the  left,  the  sounds  weak.  Avith  a blowing 
non-transmitted  murmur  over  the  base  and  at 
the  apex.  The  musculature  of  the  abdomen  was 
poor,  rendering  deep  palpation  very  satisfac- 
tory, but  no  evidence  of  pathology  Avas  noted. 
There  was  no  tenderness  or  mass  in  the  epi- 
gastrium; the  liver  and  spleen  Avere  not  de- 
tectably  enlarged:  the  kidneys  were  just  pal- 
pable. On  A-aginal  examination,  the  cervix  was 
small,  smooth  on  surface;  the  uterus  normal  in 
size  and  shape.  The  knee-jerks  Avere  absent. 
Rectally,  extremely  large  internal  and  external 
hemorrhoids  were  noted.  A non-catheterized 
specimen  of  urine  showed  albumen  three  plus 
with  many  pus  cells  per  high-poAver  field. 
The  blood  ’Wassermann  Avas  negati\e. 

Diagnosis. — I must  confess  that  the  diag- 
nosis was  actually  “jumped  at”  in  this  case, 
for  while  taking  the  history  my  first  impres- 
sion suddenly  clarified  itself  and  the  case 
seemed  undoubtedly  one  of  myxedema.  The 
differential  diagnosis  included  chiefly:  1.  per- 
nicious anemia:  2.  seAere  chronic  nephritis 
with  secondary  anemia : 3.  malignancy.  Ab- 
dominal palpation  was  so  unusually  satisfac- 
tory that  it  Avas  hard  to  believe  there  was  a 
carcinoma  of  the  stomach,  in  spite  of  the  X- 
ray  findings.  Though  the  patient  had  gone 
progressiA'eh’  down  hill,  weight  loss  had  not 
been  marked,  and  six  yeai’s  had  elapsed.  There 
was  much  to  suggest  pernicious  anemia,  but  the 
tongue  was  atypical  and  the  blood  picture, 
though  suggestive,  was  not  entirely  character- 
istic. The  color  index  was  one.  the  hemoglo- 
bin being  60  per  cent,  the  red  blood  corpuscles 
3.000.000.  ‘ The  white  blood  cells  were  8,000, 
with  64  per  cent  polys,  36  per  cent  lymphs. 
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There  was  considerable  anisocytosis  and  poiki- 
locytosis,  but  no  blasts,  nor  even  megalocytes 
were  seen.  The  patient  appeared  much  more 
anemic  than  the  blood  picture  indicated.  The 
terminal  stage  of  a chronic  nephritis  still 
seemed  a likely  possibility,  especially  as  a 
catheterized  specimen  of  urine  showed  albu- 
men two  plus,  and  10  to  15  pus  cells  per  high- 
power  field.  But  the  phenolsulphonephthalein 
test  showed  an  accretion  of  50  per  cent,  so 
that,  as  myxedema  itself  is  often  accompanied 
by  an  albuminuria,  the  urinary  findings  still 
could  not  be  said  to  disprove  the  diagnosis. 
On  August  4th,  a basal  metabolism  test,  done 
Avith  the  Protestant  Hospital  machine,  recorded 
a basal  metabolic  rate  of  minus  46,  and  the 
diagnosis  seemed  indisputably  established. 

Treatment  and  Course. — Four  days  were 
spent  in  digitalizing  the  patient  before  any 
thyroid  extract  was  given.  During  these  four 
days  the  basal  pulse,  taken  at  8 A.  M.,  was  al- 
most constantly  68,  and  the  temperature  96.6. 
On  August  4th,  thyroid  extract,  grains  two, 
Mulford.  was  begun  and  increased  two  grains 
each  of  the  next  two  succeeding  davs.  The 
first  evening  of  thyroid  therapy  the  patient 
vomited  several  times,  and  during  the  next  two 
days  had  random  pains  in  various  parts  of  the 
body.  On  the  third  day  she  received  six  grains 
of  thvroid,  and  that  evening,  after  a brief  sen- 
sation  of  fainting,  blurring  of  vision,  jumping 
of  heart,  she  began  to  feel  warm  all  over — the 
first  time  she  had  felt  warm  in  years.  The 
temperature  was  100,  pulse  rate  95.  The  pulse 
was  irregular  due  to  occasional  extrasystoles. 
Thyroid  was  discontinued  for  twenty-four 
hours  and  then  started  up  gradually ; gr.  1 the 
first  day,  grs.  2 the  second  and  then  grs.  2 for 
one  week,  during  which  time  the  basal  pulse 
did  not  rise  over  78,  and  the  temperature  over 
91.7.  In  the  next  seven  days  the  dosage  was 
gradually  increased  to  grs.  5,  when  the  basal 
pulse  reached  80  and  the  temperature  97.4. 
However,  on  this  dosage  the  pulse  would  at 
times  during  the  day  get  much  faster  and  the 
patient  suffered  precordial  pains  and  palpi- 
tation. On  dropping  back  to  gr.  3 q.d.,  the 
temperature  fell  to  96.6  again,  and  after  several 
more  days  of  juggling,  increasing  by  a 14  gr. 
daily.  41]  gr.  q.d.  was  adopted  as  the  proper 
dosage.  This  dosage  was  given  daily  for 
twenty  days,  maintaining  an  average  basal 
pulse  of  78  to  84.  and  temperature  97.5  to  99.2. 
The  alkaline  powder  seemed  to  help  the  pa- 
tient’s gastric  symptoms,  and  was  continued 


three  times  a day  after  meals.  The  bleeding 
from  the  hemorrhoids  was  controlled  by  ox- 
gall suppositories,  and  retention  enemas  of 
olive  oil. 

The  first  encouraging  sign  other  than  the  re- 
turn to  normal  of  the  temperature  and  pulse, 
was  acceleration  of  the  voice,  noticeably  at  the 
end  of  the  first  week,  and  right  remarkable  to 
behold.  About  a week  later  the  face  began  to 
smooth  out,  and  by  three  weeks  the  myxede- 
matous appearance  was  entirely  gone.  A com- 
plication hard  to  alleviate  was  an  almost  in- 
tolerable itching  over  all  parts  of  the  body. 
This  seemed  to  be  part  and  parcel  of  the 
cutaneous  changes;  the  skin  formerly  dry, 


rough,  coarse,  becoming  moist,  soft,  and  on 
the  fingers  even  delicate.  About  the  wrist  and 
lower  arm  the  skin  peeled  off  entirely. 

On  September  19th,  after  forty  days  of  thy- 
roid therapy,  with  4*4  grs.  a day  for  the  last 
twenty  days,  the  dosage  was  increased  to  grs. 
2 q.d.  In  spite  of  these  clinical  signs  of  im- 
provement, the  patient  had  grown  weaker  and 
weaker.  The  thyroid  therapy  had  caused  con- 
siderable loss  of  weight,  and  an  appreciable 
amount  of  blood  had  been  lost  per  rectum. 
Generally,  feeling  greatly  improved,  no  longer 
vomiting,  and  with  voracious  appetite,  the 
weakness  had  progressed  to  a point  where  she 
could  not  even  raise  her  head  to  take-  food 
without  feeling  faint.  Discouraged,  the  pa- 
tient refused  thyroid  for  two  days,  and  the 
temperature  fell  to  96.6,  pulse  76.  After  con- 
siderable argument,  she  was  prevailed  upon  to 
continue  to  take  thyroid,  grs.  2 q.d.,  and  to  go 
to  the  hospital  for  transfusion. 

The  patient  entered  the  Protestant  Hospital 
September  22nd.  The  next  day  the  blood 
count  was,  red  blood  corpuscles  1,800,000; 
white  blood  corpuscles,  8,000:  hemoglobin  29 
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per  cent ; polys  59  per  cent ; lymphs  39  per 
cent;  transitional  2 per  cent;  catheterized 
urine,  albumen  faint  trace — otherwise  nega- 
tive ; blood  N.  P.  H.  40.8  mg. : urea  N.  20 
mg. ; sugar  97  mg. ; chlorides  39.6  mg. ; crea- 
tinine 1.23  mg.  The  blood  cholesterol  was 
168  mg. ; stool  positive  occult  blood,  negative 
for  parasites. 

The  patient  was  given  500  c.c.  of  blood  by 
direct  transfusion.  A moderate  chill,  with  tem- 
perature of  101.  was  stood  well.  The  basal 
metabolism  six  days  later,  taken  with  the  same 
machine  as  the  first  time,  was  minus  19;  the 
gastric  analysis  showed : total  acidity  30.  free 
HC1  17.  no  blood ; and  the  blood  picture 
showed  marked  improvement:  R.  B.  C.  3.730,- 
000;  Hgb.  53  per  cent.  The  patient  left  the 
hospital  on  the  seventh  day,  still  taking  tr. 
digitalis  m.  10  q.d.,  thyroid  extract  gr.  2 q.d., 
and  an  alkaline  powder  t i.d.  She  was  much 
stronger  and  able  to  walk  a few  steps.  At 
home  the  improvement  has  continued  at  a rapid 
rate.  Following  the  principles  laid  down  by 
Epstein  in  his  nephrosis  cases,  and  Minot  and 
Murphy  in  their  pernicous  anemia  cases,  a 
high  protein  diet  of  liver,  kidney,  sweet-breads 
and  steak  has  been  prescribed.  This,  along 
with  an  enormous  appetite  and  an  iron  tonic, 
has  brought  jibout  a steady  increase  in  weight 
and  strength.  On  September  22nd.  when  she 
left  the  hospital,  the  patient  weighed  118 
pounds.  On  November  11th  her  weight  was 
130  pounds,  and  the  blood  count  showed  R.  B. 
C.  4.000.000.  with  65  per  cent  hemoglobin. 
Though  still  slightly  pale,  the  patient  now 
looks  like  a normal  individual,  walks  and  talks 
with  alacrity,  and  does  her  own  house  work. 
After  having  been  bed-ridden  so  long,  it  is 
hard  now  to  make  her  rest  at  all;  and.  pecu- 
liarly enough,  new,  dark  hair  is  appearing 
which  contrasts  sharply  with  the  gray.  The 
patient  has  been  told  that  she  must  continue 
to  take  thyroid  the  rest  of  her  life.  Three  and 
a half  months  have  elapsed  since  the  patient 
was  first  seen.  She  has  been  in  comparative 
good  health  for  one  month. 

Comment.  — In  Sturgis  and  Whiting's 
twenty-six  cases,  there  were  only  three  with 
symptoms  dating  over  nine  years.  In  one  case 
only  was  the  basal  metabolism  lower  than  in 
the  case  above  reported.  An  attack  of  influenza 
seems  to  have  definitely  been  etiologically  re- 
lated to  our  case.  I have  been  unable  to  find 
any  data  on  pronounced  gastric  symptoms  in 
myxedema.  There  was  only  a slight  reduction 


in  the  total  and  free  acid  in  our  case,  but  the 
patient  did  much  better  on  an  alkaline  powder 
than  on  dilute  HC1.  One  of  Mackenzie’s  cases 
showed  an  absence  of  free  HC1.  As  in  hy- 
perthyroidism we  usually  have  an  achlorhy- 
dria, we  might  reasonably  expect  a hvper- 
chlorhvdria  in  myxedema.  In  this  case  the 
early  morning  temperature  has  seemed  to  be 
an  excellent  index  of  the  basal  metabolic  rate. 
Looking  back  on  the  case  I feel  sure  that  it 
would  have  been  better  to  have  withheld  thy- 
roid therapy  until  one  or  more  transfusions 
had  been  given.  I wish  to  express  my  thanks 
to  Dr.  C.  -T.  Andrews  for  his  kind  assistance 
and  advice  in  the  management  of  this  case. 
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OBSERVATIONS  ON  FIFTY  SKIN  CAN- 
CERS AND  OTHER  CHRONIC  SKIN 
LESIONS  SUCCESSFULLY  TREATED 
WITH  X-RAY. 

By  GEO.  H.  CARR,  M.  D.,  Portsmouth,  Va. 

The  etiology  of  malignant  neoplasms  has  not 
been  solved.  Any  sore  or  swelling  occurring 
on  the  lips  or  tongue  or  inside  the  mouth  or 
any  part  of  the  face  or  body  in  a man  after 
forty-five  years  of  age  should  be  treated  as 
cancer.  A very  large  proportion  of  such  sores 
or  swellings  occurring  at  this  time  of  life  are 
cancer  and,  if  neglected,  are  frequently  fatal. 
When  moles,  warts  or  other  growths  on  the 
skin  are  exposed  to  constant  irritation,  they 
should  be  immediately  rayed,  for  a large  num- 
ber of  them  otherwise  terminate  in  cancer. 
Growths,  histologically  not  cancer  but  precan- 
cerous,  are  easily  cured  by  proper  radiation. 
A large  percentage  of  the  epthelioma  lesions 
treated  by  me  were  on  the  face.  These  oc- 
curred as  irregular  shaped  ulcers,  the  sur- 
faces of  which  were  also  irregular  and  more 
or  less  verrucose  in  appearance,  resembling 
friable  granulation  tissue  which  bled  easily. 
The  edges  were  thick  and  of  a stony  hardness, 
while  the  secretion  was  scanty  and  bloody. 
There  was  no  pain.  A number  of  them  were 
of  the  basal  cell  type  of  cancer  and  were  lo- 
cated around  the  eye-lid,  in  the  naso-facial 
grooves,  and  other  parts  of  the  face.  The 
margins  were  indurated  and  of  irregular  out- 
line. The  base  was  glazed  and  uneven,  exud- 
ing a sangineous  viscid  secretion.  The  condi- 
tion gave  a history  of  having  begun  as  a pa- 
pule, which  became  scaly,  and  later  developed 
into  an  excoriation  covered  by  a crust. 

Where  the  diagnosis  can  be  made  without 
operation  or  removal  of  a section,  it  is  better, 
even  if  there  is  no  danger  of  spreading  the 
disease,  for  an  operation  interferes  with  the 
treatment  by  increasing  the  tenderness  and 
swelling  in  the  neighborhood  of  the  opera- 
tion. 

The  method  of  choice  in  the  treatment  of 
growths  of  the  nose,  ears,  eyes,  lips  or  any 
part  of  the  face,  is  the  X-ray.  The  cosmetic 
results  following  successful  cure  of  various  le- 
sions of  the  face  are  very  gratifying,  since 


there  is  no  pain  and  the  resultant  scar  is  hardly 
noticeable.  It  is  my  custom  to  use  the  follow- 
ing technique : I bring  the  radiation  in  the 
diseased  area  within  fourteen  days  to  100  per 
cent  of  an  erythema  dose  by  treatment  every 
third  day;  then  I keep  it  at  this  saturation 
point  by  subsequent  fractional  dosage  for  a 
period  of  at  least  three  weeks.  No  positive 
rules  can  be  laid  down  that  are  applicable  in 
all  cases  of  skin  cancer. 

Some  very  large  cornua  of  the  nose,  pig- 
mented moles,  several  cases  of  keratosis  sennsi- 
lis,  psoriasis  and  other  skin  diseases,  were 
cured  by  giving  mild  dosage  of  X-ray  at  fre- 
quent, regular  intervals.  All  radiation  must 
be  carefully  measured  and  cumulative  effects 
calculated ; otherwise,  there  may  be  insufficient 
radiation,  and  treatment  fail,  or  there  may  be 
an  excessive  effect  and  considerable  damage 

O 

follow. 

For  lesions  on  the  canthus  of  the  eye,  I use 
the  cautery  wire  and  X-ray  with  excellent  re- 
sults. 

Case  Reports 

Mrs.  J.  H.  D.,  age  sixty-five  years.  Cornu 
of  nose,  conical  in  shape,  2.5  cm.  long.  Dura- 
tion 10  years.  The  whole  growth  was  crusty, 
but  had  a very  firm  base. 

The  healthy  tissue  was  protected  by  lead, 
leaving  an  exposed  area  .5  cm.  from  base  of 
growth;  a marked  erythema  was  produced  by 
giving  two  milliamperes  ten  minutes  each 
treatment  for  three  weeks.  Cornu  dropped  off 
four  weeks  after  treatment  was  discontinued. 

Mrs.  B.,  age  seventy.  Prickle  cell  epithe- 
lioma on  left  side  of  nose,  extending  half- 
way  over  upper  eye-lid.  Duration  ten  years. 
Three  milliamperes,  five  minutes  each  treat- 
ment for  two  months  affected  a cure. 

Mr.  G.  L.  A.,  age  seventy.  Basal  cell  epithe- 
lioma on  auricle  of  ear,  duration  two  years,  re- 
quired large  dosages  of  X-ray  to  produce  ery- 
thema, which  was  maintained  by  fractional 
doses  for  six  weeks.  Healthy  tissue  was  pro- 
tected bj?  sheet  lead.  A large  wart  on  outer 
edge  of  ear  came  off. 

Mrs.  B.,  age  forty-five.  Precancerous  sore 
on  lower  lip,  three  years’  duration,  would  sup- 
purate every  two  weeks  and  discharge  pus,  but 
would  not  heal.  A large  deep  scab  was  formed 
by  giving  four  milliamperes  ten  minutes,  twice 
a week  for  four  weeks.  Scab  came  off  two 
weeks  after  treatment  was  stopped,  and  the 
lip  was  entirely  well. 
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Mrs.  M.  A.  T..  age  fifty-five.  Basal  cell  epi- 
thelioma. One  year  duration,  involving  two- 
thirds  of  entire  nose.  No  biopsy.  Treated,  in 
1923.  by  five  100  per  cent  erythema  doses; 
cured:  no  return. 

Mr.  L.  H.  G..  age  twenty-five  years.  Lupus 
vulgaris;  patch  two  by  two  and  a half  inches 
on  side  of  face.  Duration  10  years.  Treated 
1918:  no  return. 

Mrs.  A’.  A.  H..  age  fifty.  Angioma  of  in- 
ner canthus,  protruding  .5  cm.  from  eye-lids 
when  closed ; attached  by  a broad  base ; would 
bleed  easily.  Duration  two  years.  Treated 
with  cautery  wire  and  X-ray  combined. 
Cured. 

301  Court  Street. 


Analyses,  Selections,  Etc. 

Malaria  Treatment  of  General  Paralysis. 

Dr.  L.  L.  Williams.  Surgeon  of  the  Y.  S. 
Public  Health  Service,  located  in  Virginia  as 
Medical  Officer  in  Charge  of  Field  Investiga- 
tions of  Malaria,  made  the  following  abstract 
from  "A  Compilation  of  Abstracts  on  File  in 
the  Division  of  Venereal  Diseases.  E.  S.  Pub- 
lic Health  Service.  Washington.  I).  C..”  for 
use  in  a conference  of  Virginia  health  workers. 
( Compilation  No.  5.  January  1.  1927).  We 
are  publishing  it  as  we  feel  it  will  be  of  in- 
terest to  our  readers. 


General  Paralysis  of  the  Insane  was  first 
recognized  in  1851  by  Willis.  In  1798,  Has- 
lam  described  the  first  undoubted  case.  As 
early  as  1816  it  was  noted  that  apparent  cures 
often  followed  acute  febrile  illness.  Also,  in 
the  Middle  Ages,  quartan  ague  (malaria)  was 
supposed  to  cure  epilepsy.  Deljado  says  that 
in  Ancient  Peru  those  with  Leishmaniasis 
went  to  malarious  places  for  cure. 

This  most  modern  of  treatment  (malarial 
therapy)  seems  also  to  be  another  recrudes- 
cence of  ancient  lore,  for  as  Gerstman  points 
out.  Hippocrates  and  Galen  knew  that  fevers 
had  a curative  effect  on  psychoses. 

General  Paralysis  was  first  thought  to  be 
mental  disturbance,  then  a psychosis,  until  it 
was  found  that  100  per  cent  of  all  patients 
gave  a syphilitic  history.  Every  infectious 
disease  is  theoretically  curable  after  discovery 
of  the  infecting  organism.  This  is  not  so  in 
General  Paralysis.  Specific  treatment  has 
proven  a failure. 


W agner-Jauergg  in  1909  reported  success 
with  tuberculin  and  mercury.  Tuberculin 
every  second  day  to  produce  recurring  fever. 
He  later  used  typhoid  vaccine.  These  are  but 
imperfect  substitutes  for  infectious  diseases  by 
which  nature  sometimes  effects  the  cure  of 
paresis. 

In  1917.  he  first  used  tertian  malaria  as  a 
febrifacient.  Of  nine  cases  treated  in  1917. 
three  were  still  doin<r  their  normal  work  in 
1921. 

It  is  of  interest  to  note  that  Rosenblaum.  in 
Russia,  inoculated  a small  number  of  paretics 
with  malaria,  and  possibly  with  some  other 
infectious  diseases,  and  reported  his  good  re- 
sults in  1876.  But  he  feared  to  admit  inten- 
tional inoculation  and  at  that  time  claimed 
that  natural  infection  had  occurred. 

Malarial  treatment  of  general  paralysis  is  in 
general  favor  in  Austria.  Germany.  England, 
and  America.  The  French  have  not  taken 
readily  to  this  measure. 

Theory 

The  mechanism  is  unknown.  There  may  be 
an  antagonism  between  the  plasmodium  and 
the  spirochete:  maybe  malarial  antibodies  are 
antagonistic  to  the  spirochete  of  syphilis:  may- 
lie  fever  increases  the  speed  of  syphilitic  anti- 
body production?  The  plasmodium  of  malaria 
has  a predilection  for  the  brain  capillaries, 
perhaps  it  increases  the  vessel's  permeability 
to  syphilitic  antibodies.  Another  theory  is  in- 
dicated by  the  fact  that  the  spirochete  is 
paralyzed  by  slight  elevation  of  temperature 
whereas  leucocytes  are  stimulated.  The  more 
bacteria  leucocytes  ingest,  the  greater  the  pro- 
duction of  alexins  inimical  to  the  bacterium. 

Animal  experimentation  by  Schamberg  and 
Rule  has  shown  that  spirocheta  pallida  is  very 
susceptible  to  moderate  elevations  of  tempera- 
ture. The  organism’s  thermal  death  point  is 
41°  C for  six  hours.  If  rabbits  are  given  hot 
baths  (4°  F.  rise  in  body  temp.)  for  short 
periods  each  day  for  a few  days  after  inocula- 
tion. syphilis  will  not  appear. 

Very  malarious  countries  conspicuously  lack 
General  Paralysis  and  tabes.  Will  malaria  re- 
duction increase  these  diseases? 

Even  if  malaria  cures  the  paresis  the  spinal 
fluid  retains  its  pleocytosis  and  the  spinal  fluid 
Wassermann  is  not  changed.  To  clear  this  up 
one  must  give  Salvarsan  and  spinal  canal  in- 
jections of  salvarsanized  serum. 
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Technique 

The  greatest  difficulty  is  encountered  in 
transporting  viable  malaria  for  inoculation. 
Malarious  blood  may  be  defibrinated,  cooled, 
and  packed  in  sawdust  or  shipped  in  a ther- 
mos bottle.  It  may  be  kept  for  twenty-four 
hours  at  30°  C;  has  been  kept  for  seventy-five 
hours. 

The  usual  method  of  inoculation  is  to  in- 
ject 2 or  3 c.c.  of  blood  from  a malarious  pa- 
tient, subcutaneously  or  intramuscularly,  into 
the  paretic.  Tertian  malaria  is  used  (P.  vivax). 
Malaria  develops  in  three  to  ten  days.  Permit 
ten  to  tewelve  attacks,  then  give  quinine  (30 
gr.  daily  for  three  days)  followed  by  15  gr. 
daily  for  two  weeks. 

Statistics  seem  to  show  of  all  cases  treated 
with  malaria,  that  about  30  per  cent  are  cured 
and  return  to  their  former  usual  occupations. 
Good  results  are  to  be  expected  in  early  cases, 
maniacal  cases,  in  cases  of  simple  dementia,  in 
seizure  cases  and  in  tabetic  cases.  Poor  results 
are  seen  in  advanced,  senile,  and  juvenile  cases. 

Quinine  easily  controls  the  induced  malaria. 
We  must  use  only  pure  strains  of  benign  ter- 
tian. 

The  common  experience  of  a number  of 
workers  shows : 

Thirty  per  cent  complete  remission. 

Twenty  per  cent  incomplete  remission. 

Twenty  per  cent  slight  improvement. 

Twenty  per  cent  unchanged. 

Ten  per  cent  dead. 

In  untreated  cases  about  10  per  cent  show 
remission;  the  rest  die  rather  soon. 

The  parasite  has  been  ‘carried  through 
eighty  hosts  without  resort  to  the  Anopheles. 
James  says  if  inoculation  is  by  infected  mos- 
quito that  results  are  better  than  by  injection 
of  malarious  blood. 

Many  authors  herein  report  on  their  cases 
of  General  Paralysis  treated  with  malaria.  In 
all  well  over  1,500  cases  have  been  carefully 
studied  and  reported.  Nearly  all  agree  that 
malaria  therapy  is  the  only  hopeful  treatment 
and  that  generally  good  and  lasting  results 
may  be  expected  in  favorable  cases,  that  is, 
early  cases  and  in  persons  not  otherwise  de- 
bilitated. Many  combine  arsenic  treatment 
with  the  malarial,  usually  following  it.  Some 
authorities  point  out  various  contradictions, 
usually  advanced  heart  disease,  jaundice,  great 
weakness,  and  advanced  renal  involvement. 

All  state  that  the  course  of  malaria  must  be 
followed  by  daily  blood  examination  and  the 


course  of  the  attack  terminated  if  the  parasites 
increase  suddenly  in  numbers.  Intensification 
of  paretic  symptoms  or  even  coma  are  not 
necessarily  contraindications. 

All  seem  to  find  induced  malaria  very  easy 
to  treat,  responding  promptly  to  very  small 
doses  of  quinine  continued  sometimes  for  as 
short  as  two  days  and  apparently  never  over 
two  weeks.  Relapses  seem  to  be  very  few. 

Other  experiments  have  been  tried.  Ahls- 
wede  injects  an  albumin  compound  which  has 
been  split  into  polvpeptids  and  Amino  acids. 
Fischer  uses  sodium  nucleinate — he  reports  ex- 
tremely good  results. 

Others  have  variously  used  vaccines,  toxins, 
and  proteins,  but  without  results  as  good  as 
with  malarial  therapy.  The  nearest  conten- 
der seems  to  be  with  another  infection,  recur  - 
rens,  which  is  caused  by  spirochaete  duttoni. 
Recurrent  fever  needs  no  treatment  being 
self  limited,  is  not  as  severe  as  malaria,  hut 
does  not  seem  to  produce  lasting  results. 
Typhus,  however,  is  reported  to  have  cured 
completely  one  case  of  syphilis. 

Anyone  contemplating  the  treatment  of  Gen- 
eral Paralysis  of  the  Insane  with  malarial  at- 
tacks would  do  well  to  read  this  compilation 
of  articles  by  13G  authors. 


Bibliotheca  Obstetrica 

Pare. 

Pare  (Ambroise)  [1510-90]  Deux  livres  de 
chirurgie.  I.  De  la  generation  de  rhomme,  et 
maniere  d'extraire  les  enfans  hors  du  ventre  de 
la  mere,  ensemble  ce  qu'il  faut  faire  pour  la 
faire  mieux,  et  plus  tost  accoueher,  avec  la 
cure  de  plusieurs  maladies  qui  luv  peuvent  sur- 
venir.  II.  Des  monstres  taut  terrestres  que 
marins,  avec  leurs  portraits.  Plus  un  petit 
traite  des  plaies  faites  aux  parties  nerveuses. 
11  p.  1.,  019  pp.  port.  8°  Paris , A,  Wechel. 
1573. 

This  is  a much  more  elaborate  treatise  on 
obstetrics  than  the  little  book  that  he  published 
in  1550,  as  is  shown  not  only  in  the  more  thor- 
ough treatment  of  the  subject  matter,  but  also 
in  the  appearance  of  the  book.  The  96  double 
pages  (only  the  riyht  hand  pages  were  num- 
bered) of  the  “Briefve  Collection’’  included 
some  entirely  blank  pages,  and  the  text  re- 
flected inexperience  or  careless  proof  reading. 
For  instance,  he  spells  his  fellow  barber  sur- 
geon's name,  Thierry  de  Herv.  with  small  let- 
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ters.  The  "Deux  Livres”  on  the  other  hand 
shows  evident  regard  for  appearances.  Each 
page  is  boxed  in  with  a double  line  above  and 
a single  line  below  and  to  either  side,  as  Avas 
quite  common  in  gift-books  of  poems  a genera- 
tion ago.  The  type  is  very  pretty  Italic . and 
gives  one  the  impression  of  carefidly  executed 
manuscript.  The  book  is  well  illustrated  Avith 
cuts  showing  the  instruments  in  use  at  the 
time.  The  part  on  monsters  is  "embellished 
with  pictures  of  many  strange,  hypothetic 
creatures  which  emanated  from  the  brain  of 
Aristotle."  This  part  of  the  work  is  especially 
interesting  in  that  it  shows  the  reaction  of  a 
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The  nearest  approach  to  obstetrical  forceps  in  Pare's  time. 


practical  and  scientific  mind  that  is  just  emerg- 
ing from  the  mediaeval  sea  of  ignorance  and 
superstition.  Thus,  among  the  causes  of  mon- 
sters. he  enumerates  the  glory  of  God,  His  ire, 
and  the  activities  of  demons  and  deA'ils.  He 
had  no  doubt  but  that  there  were  demons  in 
the  air.  on  earth  and  in  man  himself.  He  him- 
self saAv  a sorcerer,  possessed  of  a deA'il,  do 
marvelous  things  in  the  presence  of  Charles 
IX  and  his  nobles.  He  writes  with  awe  of 
suceubi  and  incubi.  although  in  the  1585  edi- 
tion he  adds  a note  that  he  believes  “this  co- 
habitation is  imaginery.  proceeding  from  an 
illusory  impression  of  Satan.*’  ’Yet  he  de- 
scribes two  specimens  of  monstrous  births  that 
came  under  his  own  observation  in  a Aery 
modern  way  without  any  reference  to  super- 
natural etiology. 

Pare  was  a very,  practical  man,  full  of  com- 


mon sense,  and  was  more  impressed  by  results 
than  he  was  by  the  opinions  of  authorities.  In 
"The  ApologAT  and  Treatise”  in  which  he  re- 
plies to  Gourmelen’s  condemnation  of  his  use 
of  ligatures  in  amputations,  while  he  cites 
authorities  to  show  that  bleeding  vessels  should 
be  tied,  he  relies  chiefly  on  re-citing  success- 
ful cases  to  prove  the  correctness  of  his  opera- 
tion. His  zeal  in  the  quest  for  successful  reme- 
dies is  shown  in  the  puppy  fat  episode.  At 
Turin  he  met  a surgeon  who  claimed  to  have 
an  invaluable  remedy  for  arquebus  wounds, 
and  it  Avas  two  A’ears  before  he  could  o;et  from 
him  the  secret  recipe,  which  consisted  of  neAv- 
born  puppies  boiled  in  oil  of  lilies,  mixed  with 
earthworms,  prepared  with  oil  of  Venice. 
Arabian  ideas  in  therapeutics  were  still  domi- 
nant throughout  Europe.  Bezoar  stones  were 
thought  to  be  universal  antidotes.  Charles  IX 
had  such  a concretion  of  which  he  Avas  very 
proud,  and  Pare  persuaded  the  king  to  try  it 
on  a criminal  who  Avas  condemned  to  death. 
Accordingly,  the  criminal  was  given  a poison 
and  immediately  the  bezoar  stone,  but  died  in 
seven  hours.  At  the  autopsy  Pare  showed  that 
he  died  of  corrosive  sublimate  poisoning.  His 
opinion  of  mummy  and  unicorn’s  horn.  tAvo 
remedies  held  in  the  highest  esteem,  is  inter- 
esting. Both  were  costly  remedies,  and  as  the 
result  mummies  were  sometimes  made  in 
France.  Pare  says,  “XeA'ertheless  I belieA’e 
that  they  are  as  good  as  those  brought  from 
Egypt;  because  they  are  none  of  them  of  any 
A'alue.  Thereupon  we  will  send  them  back  to 
Egypt,  as  we  will  the  unicorn  to  inaccessible 
deserts.” 

Pare’s  practical  nature  is  further  shown  by 
his  clinical  observations.  He  was  the  first  to 
suggest  that  syphilis  was  the  cause  of  aneu- 
rysm. ’When  alopecia  is  due  to  this  disease, 
the  patient  is  to  be  rubbed  with  mercurial  oint- 
ment “until  he  enters  the  kingdom  of  Bavaria” 
a pun  on  the  French  word  haver . to  salivate. 
Pare  was  the  first  to  discover  at  autopsy  met- 
astatic abscesses  of  the  internal  organs  follow- 
ing wounds.  Finally,  as  an  evidence  of  Pare’s 
common  sense  is  his  experience  during  the 
massacre  of  St.  Bartholomew.  He  pursued  his 
calling  with  such  singleness  of  purpose,  and 
was  withal  so  useful,  that  his  religion  was  un- 
noticed. Charles  IX  is  said  to  have  com- 
manded Pare  to  come  to  the  king's  chamber 
and  not  to  budge  from  it.  saying  that,  “it  was 
not  right  that  one  who  could  save  so  many 
poor  people  should  be  thus  massacred.” 

ir.  p.  r. 
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Correspondence 

A Warning. 

April  11,  1927. 

To  The  Editor: 

I wish  to  call  the  doctors’  attention,  through 
your  Journal,  to  a matter  which  I believe  in- 
terests them  to  quite  a degree.  It  has  been 
customary  with  me,  and  I am  sure  with  a large 
number  of  the  profession,  to  give  subscriptions 
to  popular  magazines  to  solicitors,  who  come 
around  periodically. 

I have  been  victimized  twice  in  this  manner. 
Only  recently  I gave  a check  for  $7.80  to  a 
solicitor  who  had  been  coming  around  for  quite 
a number  of  years,  and  I presumed  was  O.  Iv.. 
but,  after  waiting  two  months  for  my  maga- 
zines, I was  notified  by  the  publishers  that  the 
man  had  forged  the  name  of  the  publishing- 
house;  cashed  the  check;  and  I am  out  the 
magazines  and  money. 

The  name  of  this  solicitor  is  H.  E.  Mac- 
Cartney,  of  Richmond,  who  has  made  a special- 
ity of  soliciting  doctors  for  Colliers , Judge , 
Scribner's , etc. 

I trust  you  will  publish  this  letter  so  that, 
the  profesion  will  be  warned. 

g.  c.  w. 


Proceedings  of  Societies 

The  Rockbridge  County  Medical  Society 

Held  its  regular  bi-monthly  meeting  at  Jack- 
son  Hospital,  Lexington,  Va.,  April  the  1st. 
In  spite  of  bad  Weather  there  was  a good  at- 
tendance and  an  unusually  interesting  pro- 
gram. Drs.  A.  F.  Robertson  and  M.  J.  Payne, 
Staunton,  attended  as  visitors  in  an  effort  to 
arouse  interest  in  the  Valley  Medical  Associa- 
tion. Papers  were  presented  by  Dr.  H.  F. 
Giesen,  of  Brownsburg,  on  “Acute  Tetanus: 
Report  of  a Case  with  Recovery”;  by  Dr.  M. 
T.  Vaden,  of  Buena  Vista,  on  “Management  of 
the  Third  Stage  of  Labor”,  and  by  Drs.  C.  H. 
Davidson  and  Reid  White,  of  Lexington,  on 
“Tularemia:  Symptoms,  Diagnosis  and  Treat- 
ment.” 

Dr.  E.  P.  Tompkins,  Lexington,  is  president 
of  this  Society  and  Dr.  Howard  L.  Mitchell, 
also  of  Lexington,  secretary-treasurer. 

The  paper  on  Tularemia  was  of  unusual  in- 
terest, especially  in  view  of  the  fact  that  Dr. 
Davidson’s  case  antedated  any  case  so  far  re- 
ported as  occurring  along  the  Atlantic  Coast. 


In  connection  with  the  paper  by  Drs.  David- 
son and  White,  it  is  interesting  to  publish  the 
following  letter  to  Dr.  Davidson  from  the 
Office  of  the  Director  of  the  Hygienic  Labora- 
tory, Washington. 

Treasury  Department 
United  States  Public  Health  Service 
Office  of  the  Director 
Hygienic  Laboratory 

March  30,  1927. 

Dr.  C.  H.  Davidson, 

Lexington,  Va. 

Dear  Dr.  Davidson: 

Serum  of  Mrs.  J.  M.  D.,  white,  female,  age  50,  col- 
lected March  28,  1927,  and  forwarded  with  red  slip, 
arrived  March  29th,  and  was  found  to  agglutinate 
Bacterium  Tularense  in  dilutions  of  1:10,  20  and  40, 
but  not  in  higher  dilution?,  thus  confirming  your 
diagnosis  of  Tularaemia. 

In  your  letter  of  March  26th,  you  inquire  whether 
the  two  D — cases  (Nov.  11,  1920,  and  Nov.  12,  1920), 
are  among  the  earliest  recorded  cases  in  the  East. 

They  are  actually  the  earliest,  by  one  year,  of  any 
in  the  East  that  have  come  to  my  notice.  I have 
been  carrying  a case  of  Dr.  J.  Lawn  Thompson, 
Washington,  D.  C.,  as  the  first  to  be  recognized  in 
the  East.  His  case  was  a market  man  of  this  city 
who  became  ill  while  dressing  rabbits  in  November- 
December,  1921,  with  enlarged  axillary  glands  and 
fever.  In  June,  1922,  his  physician,  looking  back, 
called  my  attention  to  the  case,  which  was  then  posi- 
tive, 1:320. 

The  next  earlier  cases  east  of  the  Mississippi  River 
are  three  patients  of  three  ophthalmologists  of  Cin- 
cinnati, (Vail,  1914);  (Sattler,  1915);  (Lamb,  1917). 

I will  get  your  case  into  my  articles  in  the  future. 
I congratulate  you  on  your  observations. 

Sincerely  yours, 

Edward  Francis,  Surgeon. 

Nottoway-Dinwiddie-Prince  George  County 

Medical  Society. 

Doctors  from  Dinwiddie,  Prince  George  and 
Nottoway  Counties  met  in  Petersburg  on  the 
evening  of  April  28th  and  organized  a society 
to  be  known  as  the  Nottoway-Dinwiddie- 
Prince  George  County  Medical  Society.  This 
organization  plans  to  return  their  individual 
charters  to  the  Medical  Society  of  Virginia 
and  request  a new  charter  to  include  the  three 
counties  named.  This  seems  an  ideal  plan  as 
both  Nottoway  and  Prince  George  Counties 
have  been  inactive  for  a long  time.  Dr. 
Wright  Clarkson,  Petersburg,  was  appointed 
a committee  of  one  to  draft  suitable  Consti- 
tution and  By-Laws.  These  were  presented 
and  adopted  as  amended,  at  this  meeting.  The 
fiscal  year  is  to  coincide  with  the  calendar 
year.  Meetings  will  be  held  bi-monthly. 

The  following  officers  were  elected  to  com- 
plete the  current  year : President,  Dr.  E.  W. 
Young,  Petersburg;  vice-presidents,  Dr.  W. 
W.  Bennett,  Blackstone,  and  Dr.  S.  E.  Gunn, 
Hopewell ; and  secretary-treasurer,  Dr.  W.  C. 
Powell,  Petersburg. 
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The  Bedford  County  Medical  Society, 

At  its  regular  meeting  on  April  the  25th, 
elected  the  following  officers  for  the  ensuing 
year : President.  Dr.  Thomas  P.  West,  Bed- 
ford; vice-president.  Dr.  M.  W.  Gibbs,  Goodes: 
secretary-treasurer,  I)r.  R.  A.  Bennett.  Bed- 
ford. At  this  meeting,  the  Society  endorsed  the 
resolutions  adopted  by  the  Medical  Society  of 
Virginia  at  its  1926  session  with  regard  to 
•‘Public  Information  and  Periodic  Health  Ex- 
aminations” and  appointed  a committee  to  co- 
operate with  Dr.  R.  K.  Flannagan.  chairman 
in  charge  of  this  work. 

The  Amelia  County  Medical  Society 

Held  its  regular  meeting  at  Amelia,  Va.,  on 
April  7.  1927.  After  dispensing  with  the  usual 
business  and  discussing  important  medical 
matters,  the  following  officers  were  elected  for 
the  ensuing  year:  President.  Dr.  George  A. 
Arhart.  Amelia;  vice-president,  Dr.  H.  Cowles 
Rucker.  Mattoax;  and  secretary-treasurer.  Dr. 
James  L.  Hamner,  Mannboro. 

The  Warren-Rappahannock-Page  Medical 
Society 

Held  its  regular  meeting  in  Front  Royal. 
Va.,  April  19th.  There  was  a large  attendance 
of  members  and  invited  guests  and  this  meet- 
ing was  one  of  the  most  interesting  in  the  his- 
tory of  the  Society.  A banquet  was  tendered 
the  visitors  at  the  Afton  Inn.  Dr.  E.  L. 
Grubbs,  of  Front  Royal,  is  president,  and  Dr. 
D.  M.  Kipps,  also  of  Front  Royal,  is  secre- 
tary-treasurer. 

Woman’s  Auxiliary, Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 


Washington  Program — Woman’s  Auxiliary 
to  the  American  Medical  Association. 

Monday,  May  10th  will  be  the  beginning  of 
the  activities. 

Monday,  May  16th 

Morning — 

Will  be  devoted  to  visiting:  Corcoran  Art 


Gallery;  Pan-American  Building;  The  Me- 
morial Continental  Hall,  N.  S.  D.  A.  R.. 
and  placing  wreaths  on  the  statues  of  noted 
physicians — Benjamin  Rush,  Samuel  Gross, 
V illiam  Crawford  Long,  W.  C.  Gorgas  and 
Walter  Reed. 

A fternoon — 

Visit  to  Surgeon-General's  Library  and  a 
visit  to  the  Navy  Yard  and  Gun  Factory, 
concert  by  the  U.  S.  Navy  Yard  Band.  In- 
spection of  President’s  yacht  “Mayflower” 
and  the  hospital  ship  “Relief".  Visit  to 
Marine  Barracks  and  a concert  by  U.  S. 
Marine  Band.  Pilgrimage  to  Mount  Ver- 
non. 

Evening — 

A isit  to  Library  of  Congress  where  the 
ladies  will  especially  want  to  see  the  shrine 
of  the  Declaration  of  Independence  and  the 
Constitution  of  the  United  States. 

Tuesday 

Morning — 

Visit  to  Washington  Monument,  Bureau 
of  Printing  and  Engraving  and  the  Capitol 
of  the  United  States. 

Afternoon — 

Trip  to  Arlington  National  Cemetery  and 
the  old  home  of  General  Robert  E.  Lee. 
There  will  be  exercises  in  memory  of  mem- 
bers of  the  American  Medical  Association 
who  gave  their  lives  in  the  World  War. 

Evening — 

Opening  session  of  the  American  Medi- 
cal Association  in  Memorial  Continental 
Hall,  N.  S.  D.  A.  R. 

Wednesday 

This  is  the  most  important  dav  for  the 
ladies  and  the  Virginia  women  are  especially 
urged  to  make  every  effort  to  attend.  If  they 
can  only  be  in  Washington  one  day  do  try 
to  make  it  Wednesday.  May  18th.  All  ladies 
are  invited  whether  they  are  members  of  the 
Auxiliary  or  not. 

Morning — 

The  annual  meeting  of  Woman's  Auxiliary 
to  the  American  Medipal  Association  will  be 
held  in  the  American  Red  Cross  Building 
Wednesday  morning  from  9:30  to  12:00. 
Adjourn  for 

Afternoon — 

lunch  nearby,  meeting  again  from  2:00  to 
4:00  with  a “Working  Conference”.  Re- 
ports from  the  different  states  will  he  heard 
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and  plans  for  advancement  discussed. 
Georgetown  College  will  be  at  home  to  the 
doctors  and  their  wives  from  4 :30  to  6 :00. 

Evening — 

A special  program  and  Reception  at  Me- 
morial Continental  Hall  honoring  the  wife 
of  the  President  of  the  American  Medical 
Association,  the  wife  of  the  President-elect, 
the  President  of  the  Woman’s  Auxiliary  and 
the  incoming  President,  and  all  visiting 
ladies.  This  reception  is  given  by  the 
Woman's  Auxiliary  to  the  Medical  Society 
of  the  District  of  Columbia  and  all  ladies 
are  invited. 

Thursday 

Morning — 

Will  be  spent  visiting — New  National 
Museum:  Freers  Art  Gallery;  Smithsonian 
Institute;  Old  National  Museum,  and  Phil- 
lips Art  Gallery. 

Afternoon — 

Another  visit  to  the  Navy  Yard  and  the 
President’s  yacht  “Mayflower*'  and  the  hos- 
pital ship  "Relief'’.  The  President  and 
Faculty  of  George  Washington  University 
will  be  at  home  to  the  doctors  and  their 
wives  at  Corcoran  Hall. 

Evening — 

General  reception  to  the  President  and  offi- 
cers of  the  American  Medical  Association 
and  to  members  of  the  American  Medical 
Association  and  their  wives  at  the  Mayflower 
Hotel. 


Information  for  Ladif.s 

Ladies  Registration  Booth  open  continuously 
at  Headquarters.  Washington  Auditorium, 
19th  and  E Sts.,  N.  W. 

All  guests  of  the  Convention  whether  mem- 
bers or  not,  are  requested  to  register  at  the 
Woman’s  Auxiliary  Booth  in  the  lobby  of  the 
Washington  Auditorium.  (Headquarters). 

Committees  on  information  will  be  provided 
and  will  welcome  visitors.  These  committees 
will  be  stationed  at  all  the  public  buildings  at 
scheduled  visiting  times.  They  will  also  be  at 
the  Union  Terminal  Station,  the  Mayflower 
Hotel,  the  Willard  Hotel,  the  Washington 
Hotel,  the  Raleigh  Hotel,  and  at  the  Wash- 
ington Auditorium. 

Many  places  of  interest  to  the  visitors  are 
not  included  in  our  program  because  of  lack 
of  time.  Such  places  are  as  follows: 


National  Lincoln  Memorial,  in  Potomac 
Park;  Tomb  of  Woodrow  Wilson,  in  the  Na- 
tional Cathedral,  at  Mt.  Saint  Albans;  United 
States  Government  Printing  Office:  United 
States  Bureau  of  Standards;  Great  Falls  of 
the  Potomac  River;  Franciscan  Monastery; 
Washington  Zoo. 

Those  wishing  to  visit  any  of  these  places 
should  register  at  any  information  booth  and 
a trip  may  be  arranged. 


The  Truth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our  letter 
of  February  26th,  the  following  have  been  accepted: 

Abbott  Laboratories 

Abbott's  Mineral  Oil  Emulsion 
Ephedrine  Hydrochloride — Abbott 

Eli  Lilly  & Co. 

Ephedrine  Sulphate — Lilly 

Pulvules  Ephedrine  Sulphate — Lilly,  0.025  Gm. 

Pulvules  Ephedrine  Sulphate — Lilly,  0.05  Gm. 

Ampoules  Ephedrine  Sulphate — Lilly,  1 c.c., 
0.05  Gm. 

Solution  Ephedrine  Sulphate — Lilly,  3 per  cent. 

E.  R.  Squibb  & Sons 

Scarlet  Fever  Streptococcus  Toxin — Squibb,  1 c.c. 

Towt-Nolan  Laboratory 

Lactobacillus  Acidophilus  Milk  (Towt) 

Nonproprietary  Articles 
Ephedrine 

NEW  AND  NON-OFFICIAL  REMEDIES 

Concentrated  Pollen  Extracts — Swan-Myers. — In  ad- 
dition to  the  products  listed  in  New  and  Non-official 
Remedies,  1926,  p.  28,  the  following  have  been  ac- 
cepted: Cosmos  Concentrated  Pollen  Extract — Swan- 
Myers;  Dandelion  Concentrated  Pollen  Extract — 
Swan-Myers;  Palmer's  Amaranth  Concentrated  Pollen 
Extract — Swan-Myers.  Swan-Myers  Co.,  Indianapolis. 
(Jour.  A.  M.  A.,  March  5,  1927,  p.  7S8. 

Ephedrine. — Ephedrine  is  an  alkaloid  first  obtained 
by  Nagai  in  1887  from  ma  liuang  ( Ephedra  equiset- 
ino).  Chemically,  ephedrine  is  a-hydroxy-b-methy- 
lamino-propylbenzene.  Structurally,  it  is  closely  re- 
lated to  epinephrine.  Its  salts  are,  in  general,  solu- 
ble in  water  and  in  alcohol,  and  the  solutions  are 
stable.  Ephedrine  produces  effects  similar  to  those 
produced  by  epinephrine.  It  also  has  been  found  to 
exert  a direct  depressant  action  on  smooth  and  car- 
diac muscle.  It  produces  a rather  lasting  rise  of 
blood  pressure,  on  intravenous  or  intramuscular  in- 
jection, due  mainly  to  vasoconstriction.  Thus  far, 
the  most  definite  indications  for  the  usefulness  of 
ephedrine  are  for  its  local  use  on  the  turbinates  and 
for  ophthalmic  examinations.  Ephedrine  has  proved 
effective  in  some  cases  of  asthma. 

Ephedrine  Hydrochloride. — The  hydrochloride  of 
an  alkaloid  obtained  from  Ephedra  rquisetina.  For 
a discussion  of  its  actions  and  uses,  see  preceding  ab- 
stract “Ephedrine." 

Ephedrine  Hydrochloride — Abbott. — A brand  of 
ephedrine  hydrochloride — N.  N.  R.  Abbott  Labora- 
tories, North  Chicago,  111. 

Ephedrine  Sulphate. — The  sulphate  of  an  alkaloid 
obtained  from  Ephedra  eqniseti-na.  For  a discussion 
of  its  actions  and  uses,  see  preceding  abstract  “Ephe- 
drine.’’ 
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Ephedrine  Sulphate — Lilly— A brand  of  ephedrine 
sulphate — X.  N.  R.  Ephedrine  Sulphate — Lilly,  is 
also  marketed  in  the  form  of  Pulvules  Ephedrine 
Sulphate— Lilly,  0 025  Gm.;  Pulvules  Ephedrine  Sul- 
phate— Lilly,  0.05  Gm.;  Ampoules  Ephedrine  Sul- 
plate — Lilly,  1 cc.,  0.05  Gm.;  and  Solution  Ephe- 
drine Sulphate — Lilly,  3 per  cent.  Eli  Lilly  & Co., 
Indianapolis.  (Jour.  A.  M.  A.,  March  19,  1927,  p. 
925). 

Lactobacillus  Acidophilus  Milk  (Towt). — A milk 
culture  of  B.  acidophilus  which  contains  not  less 
than  250  millions  of  viable  organisms  (B.  acido- 
philus) per  c.c.  at  the  time  of  sale.  For  a discus- 
sion of  the  actions  and  uses  of  bacillus  acidophilus 
preparations,  see  New  and  Xon-official  Remedies, 
1926,  p.  211,  “'Lactic  Acid-Producing  Organisms  and 
Preparations.”  Towt-Nolan  Laboratory,  Oakland, 
Calif. 

Scarlet  Fever  Streptococcus  Toxin — Squibb  (New 
and  Xon-official  Remedies,  1926.  p.  368). — This  pro- 
duct is  also  marketed  in  packages  of  three  1 c.c. 
vials,  each  containing  30,000  skin  test  doses.  E.  R. 
Squibb  & Sons,  Xew  York. 

Glaseptic  Ampoules  Sodium  Caeodylate — P.  D.  & 
Co.,  0.05  Gm.,  1 cc.;  Glaseptic  Amopules  Sodium 
Caeodylate — P.  D.  & Co.,  0.1  Gm.,  1 c.c.;  Glaseptic 
Ampoules  Sodium  Caeodylate — P.  D.  & Co.,  0.13  Gm., 
1 c.c. ; Glaseptic  Ampoules  Sodium  Caeodylate — P. 
D.  & Co.,  0.2  Gm.,  1 c.c.;  Glaseptic  Ampoules  Sodium 
Caeodylate — P.  D.  & Co.,  0.3  Gm.,  1 cc.;  Glaseptic 
Ampoules  Sodium  Caeodylate — P.  D.  & Co.,  0.45  Gm., 
1 cc.;  Glaseptic  Ampoules  Sodium  Caeodylate  P.  D. 
& Co.,  1 Gm.,  2 c.c.;  Glaseptic  Ampoules  Sodium 
Caeodylate — P.  D.  & Co.,  (for  Intravenous  Use),  0.2 
Gm.,  5 c.c.;  Glaseptic  Ampoules  Sodium  Caeodylate — 
P.  D.  & Co.,  (for  Intravenous  Use),  0.45  Gm.,  5 c.c.; 
Glaseptic  Ampoules  Sodium  Caeodylate — P.  D.  & Co. 
(for  Intravenous  Use),  1 Gm.,  10  c.c.  For  a discus- 
sion of  the  actions  and  uses  of  sodium  caeodylate,  see 
Useful  Drugs.  Seventh  Edition,  p.  113.  Parke,  Davis 
& Co.,  Detroit.  (Jour.  A.  M.  A.,  March  26,  1927,  p. 
1003). 

PROPAGAXDA  FOR  REFORM 

Desitin  Xot  Acceptable  for  X.  N.  R. — The  Council 
on  Pharmacy  and  Chemistry  reports  that  Desitin  is 
the  nondescriptive  name  applied  to  an  ointment 
manufactured  by  the  Chemische  Fabrik  Desitim 
Aktiengesellschaft,  Berlin-Tempelhof,  Germany,  and 
distributed  in  the  United  States  by  the  Desitin 
Chemical  Company,  Providence,  R.  I.  According  to 
the  distributor,  there  are  in  100  parts  of  Destitin, 
28  parts  zinc  oxide,  14  parts  ‘‘Bolus  alba”  (kaolin),' 
16  parts  “Adeps  lanae  treated  with  H,  POj  and 
neutralized  with  KOH,”  22  parts  “Cod-liver  oil  ex- 
tract, which  is  purified  in  a KM^O^  solution  and 
then  extracted.  This  extraction  is  subjected  to  a 
treatment  with  Cl,”  and  20  parts  “Natural  Vase- 
line.” Xo  information  was  furnished  the  Council 
in  regard  to  the  actual  composition  of  the  cod-liver 
oil  extract  and  an  analysis  by  the  “Rijks-Instituut” 
did  not  confirm  the  claimed  composition.  The  oint- 
ment is  recommended  for  all  sorts  of  skin  lesions 
and  extravagant  claims  are  made  for  its  effects.  The 
Council  found  Desitin  unacceptable  for  Xew  and 
Xon-official  Remedies  because  the  claims  made  for 
it  are  unwarranted.  (Jour.  A.  M.  A.,  Feb.  26,  1927, 

p.  666). 

Lukosine  Xot  Acceptable  for  X.  X.  R. — The  Council 
on  Pharmacy  and  Chemistry  reports  that  “Lukosine” 
is  an  “antiseptic  Vaginal  Douche  Powder”  manufac- 
tured by  The  Xational  Drug  Co.,  Philadelphia.  In  the 
advertising  the  preparation  is  said  to  contain  “the 
valuable  antiseptic  constituents  of  Thvne,  Peppermint, 
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Eucalyptus,  Wintergreen  with  Boric  Acid,  Alum,  Zinc 
Sulphate,  Hydrastine  Hydrochloride,  Sodium  Sali- 
cylate and  Phenol.”  Extravagant  claims  for  the 
efficiency  of  Lukosine  in  the  treatment  of  Leucorrhea 
and  other  conditions  are  contained  in  the  advertis- 
ing. Preparations  similar  to  Lukosine  have  been 
offered  to  the  medical  profession  and  to  the  public 
for  many  years.  The  Council  found  Lukosine  un- 
acceptable for  New  and  Non-official  Remedies  be- 
cause it  is  a semi-secret,  needlessly  complex,  and 
therefore  irrational  mixture,  marketed  with  a thera- 
peutically suggestive  name  and  with  unwarranted 
claims,  in  such  a way  as  to  lead  to  its  indiscriminate 
and  ill-advised  use  bv  the  public.  (Jour.  A.  M A., 
Feb.  26,  1927,  p.  667). 


Book  Announcements 


The  Medical,  Social,  Economic,  Moral  and  Religious 
Aspects  of  Birth  Control.  By  S.  ADOLPHUS 
KNOPF,  M.  D.  (Univ.  New  York  and  Paris),  New 
York.  Third  Edition.  Revised  and  enlarged. 
Based  upon  an  address  delivered  December  21, 

1925,  at  the  New  York  Academy  of  Medicine  be- 

fore the  Medical  Association  of  the  Greater  City  of 
New  York,  and  printed  in  the  Medical  Journal  and 
Record  of  January  6,  1926.  66  pages.  Price  25c 

paper  bound;  50c  cloth  bound.  For  sale  by  Amer- 
ican Birth  Control  League,  Inc.,  104  Fifth  Av„ 
New  York,  receipts  to  be  used  for  propaganda  work 
of  the  League  and  the  maintenance  of  birth  control 
clinics. 

International  Clinics.  A Quarterly  of  Illustrated 
Clinical  Lectures  and  Especially  Prepared  Original 
Articles  on  Various  Subjects,  by  Leading  Members 
of  the  Medical  Profession  Throughout  the  World. 
Edited  by  Henry  W.  Cattell,  M.  D.,  Philadelphia, 
and  others.  VOLUME  I.  Thirty-Seventh  Series, 
1927.  Philadelphia  and  London.  J.  B.  Lippincott 
Company.  1927.  Octavo  of  304  pages.  Illustrated. 

Mineral  Waters  of  the  United  States  and  American 
Spas.  By  WILLIAM  EDWARD  FITCH,  M.  D., 
Member  of  the  International  Society  of  Medical 
Hydrology,  etc.  Illustrated.  Lea  & Febiger. 

Philadelphia  and  New  York.  1927.  Octavo  of  799 
pages.  Cloth.  Price  $8.50. 

The  Fifth  Avenue  Hospital  Clinics.  First  Series 
Based  on  the  Material  from  the  Semi-Monthly 
Staff  Meetings,  MCMXXV.  Editorial  Board: 

JOSEPH  H.  FOBES,  M.  D.,  MILTON  J.  RAIS- 
BECK,  M.  D.,  D.  S.  D.  JESSUP,  M.  D.,  Secretary, 
and  CHARLES  F.  TENNEY,  M.  D.,  Chairman. 
Paul  B.  Hoeber,  Inc.,  Publishers.  New  York, 
1927.  336  pages,  Illustrated.  Cloth.  Price,  $5.00. 

Should  We  Be  Vaccinated.  A Survey  of  the  Contro- 
versy In  Its  Historical  and  Scientific  Aspects.  By 
BERNHARD  J.  STERN,  Instructor  of  Sociology, 
Columbia  University.  Harper  & Brothers,  Pub- 
lishers. New  York  and  London.  1927.  146  pages. 
Cloth.  Price  $1.50. 

Proceedings  of  the  Nineteenth  and  Twentieth  Con- 
ferences of  the  American  Association  of  Medical 
Milk  Commission,  in  Conjunction  with  The  Certi- 
fied Milk  Producers’  Association  of  America.  Nine- 
teenth Annual  Conference  held  at  Atlantic  City, 
N.  J.,  May  25  and  26,  1925.  Twentieth  Annual  Con- 
ference held  at  Dallas,  Texas,  April  19  and  20, 

1926.  Brooklyn,  N.  Y.  1926.  340  pages.  Cloth. 
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Editorial 

Adenomatous  Goiter. 

Practitioners  may  well  consider  carefully 
the  early  and  clinical  symptoms  of  toxic  ade- 
nomatous goiter.  It  appears  after  adoles- 
cence : it  is  relatively  rare  before  the  age  of 
thirty.  Seventy-eight  per  cent,  says  Plummer, 
are  in  persons  more  than  forty.  Asymmetry  of 
the  thyroid  suggests  adenoma  but  it  is  not 
possible  to  say  without  careful  study  whether 
or  not  it  is  one  in  which  hyperthyroidism  has 
developed.  But  it  is  a matter  of  importance 
to  the  practitioner  to  know  whether  or  not 
hyperthyroidism  is  present.  It  is  easy  to  sus- 
pect toxic  thyroid  in  patients  with  nodular  en- 
largement of  the  gland,  who  show  nervous 
symptoms  and  rapid  heart  action.  But  it  is 
equally  important  to  identify  adenomatous 
goiter  developing  hyperthyroidism  in  those  in 
whom  these  signs  are  not  so  obvious  or  at  the 
time  absent.  Single  or  multiple  adenoma  may 
exist,  submerged  from  view.  Only  a differen- 
tiating inquiry  into  the  status  of  the  thyroid 
by  physical  examination  often  reveals  the  pres- 
ence of  this  type  of  thyroid  enlargement. 
There  are  not  a few  cases  in  whom  the  nodular 
growth  of  the  thyroid  lies  on  one  or  both  clavi- 
cles. In  such  an  examination  is  revealed  an 
enlarged  thyroid-nodule  which  had  been  un- 
known to  the  patient.  This  sort  of  condition 
not  infrequently  exists  in  patients  who  seek  re- 
lief from  the  “nervous”  heart  or  in  patients 
who  suffer  from  palpitation,  and  tachycardia. 
Once  identified,  the  adenoma  of  the  thyroid  ex- 
plains the  cardio-vascular  symptoms  which  had 
been  confusing  in  the  matter  of  the  etiologic 


factor  at  work.  Adenoma  with  hyperthyroid- 
ism brings  about  fixed  cardio-vascular  symp- 
toms of  serious  import  and  the  longer  that 
state  obtains  in  the  body,  the  more  inexorable 
becomes  the  heart  disturbances.  All  enlarged 
thyroid  cases  past  thirty  should  be  tested  for 
hyperthyroidism.  The  basal  metabolic  rate 
should  be  made;  a number  of  such  tests  may 
be  required.  All  cases  of  fibrillation,  with  en- 
larged thyroid,  should  be  subjected  to  the  basal 
metabolism  test.  These  cases  may  show  few  if 
any  of  the  typical  signs  which  one  iinds  in 
exophthalmic  goiter.  There  may  be  no  evi- 
dence of  stare,  or  fine  tremor.  These  patients 
may  present  only  obscure  evidence  of  nervous 
tension  and  tenseness  of  expression,  with  an 
irritable  heart.  These  patients,  with  adenoma- 
tous goiter  and  hyperthyroidism,  often  give  a 
history  of  failure  of  strength,  a lack  of  pa- 
tience, a feeling  of  unrest  and  irascibility. 
The  heart  disturbs  them  on  slightest  excita- 
tions. They  sleep  badly.  Nervousness,  in- 
somnia, palpitation,  shakiness,  but  an  in- 
creased tolerance  for  cold,  characterizes  adeno- 
matous thyroids  with  hyperthyroidism. 

Toxemia  of  Pregnancy. 

When  a pregnant  woman  shows  any  of  the 
following  symptoms  one  may  say  that  she  has 
toxemia  : (1)  Pernicious  vomiting,  (2)  jaun- 
dice, (3)  hypertension,  (4)  albuminuria,  (5) 
edema,  (6)  severe  anemia,  (7)  convulsions,  (8) 
visual  disturbances.  These  grave  phenomena 
of  pregnancy  denote  the  presence  of  poison  of 
undetermined  origin  for  which  no  definite 
cause  has  been  found. 

In  this  connection  Corwin  and  Herrick 
have  recently  called  attention  to  the  relation 
of  “hypertensive  toxemia  of  pregnancy”  to 
chronic  cardio-vascular  diseases.  They  studied 
165  cases  and  74  per  cent  exhibited  cardiac 
hypertrophy,  sclerosis  of  the  brachial  or  radial 
arteries,  vascular  retinal  changes,  or  persistent 
hypertension  after  a period  of  from  six  months 
to  six  years  post  partum.  Of  fifty-two  patients 
who  had  shown  signs  of  toxemia,  when  first  at- 
tended, fifty  showed  hypertension  in  the  sub- 
sequent pregnancy.  They  suggest  that  patients 
who  manifest  this  type  of  disturbance  should 
be  carefully  observed  over  a period  of  years 
for  evidence  of  cardio-vascular  disease. 

Keratitis  in  Congenital  Syphilis. 

Pathologically  in  keratitis  of  congenital 
syphilis  there  is  a round  cell  infiltration  in 
the  deeper  layers  of  the  cornea;  occasionally, 
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poiymorphonuelears,  epithelial  cells,  and  giant 
cells.  A like  process  is  found  in  the  ciliary 
body  anti  iris.  The  cells  in  the  center  under- 
go necrosis,  but  rarely  ulcerate.  The  impair- 
ment of  visif>n  through  opacity  depends  upon 
the  amount  of  this  necrosis.  There  is  quite  an 
unanimity  of  opinion  that  there  is  an  absence 
of  spirochaeta  pallida  in  the  cornea  in  this  con- 
dition. Various  opinions  have  been  expressed 
in  explaining  this  pathologic  change.  Elsch- 
ing  thought  it  was  due  to  toxins  which  reach 
the  cornea  by  way  of  its  limbus.  Reis  and 
others  felt  that  toxins  came  in  by  the  amniotie 
fluid  and  produce  cell  infiltration  bv  chemo- 
taxis.  However,  some  have  found  spirochaetes 
in  the  cornea  in  interstitial  keratitis. 

It  is  felt  that  one  is  dealing  here  with  a 
rather  gummatous  type  as  found  in  the  third 
stage  of  syphilis  and  that  the  permanent  scar- 
ring varies  with  the  promptness  and  thorough- 
ness of  the  treatment. 

Pernicious  Anemia.* 

Pernicious  anemia  has  been  for  a long  time 
one  of  the  most  perplexing  medical  problems. 
Its  causation,  and  its  treatment  have  been  sub- 
jects over  which  much  discussion,  investiga- 
tion and  inquiry  have  been  carried  on.  Recent 
observers  in  this  disease  have  called  attention 
to  a special  form  of  dietary  treatment.  This 
dietary  program  has  apparently  benefited  some 
patients  suffering  from  pernicious  anemia. 
Minot  and  Murphy  have  used  this  diet  which 
contains  a large  quantity  of  complete  proteins 
in  the  form  of  liver.  These  patients,  in  their 
hands,  showed  marked  symptomatic  improve- 
ment excepting  in  spinal  cord  symptoms.  Re- 
cently. Murphy  and  others,  have  studied  the 
changes  in  the  composition  of  blood  in  perni- 
cious anemia  patients  who  have  been  treated 
by  this  special  diet.  They  observed  ten  cases 
of  pernicious  anemia.  These  patients  were 
given  the  original  diet  as  described  by  Minot 
and  Murphy.  This  consisted  in  a daily  allow- 
ance of  120  to  240  grams,  and  sometimes  more, 
of  cooked  calf  or  beef  liver.  Sometimes  an 
equal  amount  of  lamb  kidney  was  substituted. 
To  this  was  added  120  grams  of  beef  or  mut- 
ton muscle  meat.  300  grams  of  vegetables,  es- 
pecially lettuce  and  spinach;  250  to  500  grams 
of  fruit:  40  grams  of  fat,  merely  to  make  the 
food  attractive;  an  egg  or  240  grams  of  milk: 
dry  or  crusty  bread,  potato  and  cereals  to  make 
a caloric  allowance  of  2.000  to  3.000 

The  patients  continued  the  use  of  this  for 


several  months  and  were  given  no  medicine  ex- 
cept 4 to  8 c.c.  of  diluted  hydrochloric  acid 
V.  S.  P.  three  times  a day. 

This  diet  treatment  appeared  to  cause  the 
formation  of  new.  young  red  blood  cells  from 
the  bone  marrow.  These  appeared  in  the  gen- 
eral circulation.  About  the  same  time  that 
there  Avas  a marked  reaction  in  bone  marroAv, 
a decrease  of  bile  pigment  concentration  in 
the  serum  Avas  noted.  There  Avas  an  increase 
of  red  blood  cell  count,  hemoglobin  concen- 
tration. accompanied  by  a progressive  groAvth 
"in  the  blood  tissue  as  a whole  as  estimated 
by  blood  A'olume  determinations". 

It  is  worthy  of  note  that  there  Avas  no  change 
in  the  non-protein  nitrogen  of  the  plasma  or 
plasma  protein:  hoAvever.  there  Avas  a notable 
increase  protein  of  the  corpuscles,  and  hemo- 
globin concentration. 

Dr.  Joseph  A.  White’s  Birthday  Party. 

“The  withering  type  of  Time  and  Care 
Hath  nothing,  sure,  to  do  with  thee.” 

A notable  gathering  on  a notable  occasion, 
to  do  honor  to  a notable  man ! Such  Avas  the 
gathering  assembled  at  the  old  Common- 
wealth  Club  in  Richmond,  Virginia,  on  April 
19.  1927.  the  birthday  of  Dr.  Joseph  A.  White. 

Which  birthday  ? See  him  in  the  ball-room 
you  might  guess  tAventy:  on  the  golf  course, 
tAventy-four : in  the  operating  room,  forty- 
five.  Choose  what  number  you  wish. 

It  Avas  a wonderful  sight;  a great  banquet 
hall  beautifully  decorated,  containing  more 
than  a hundred  and  fifty  guests,  all  chatting 
happily  about  the  tables.  The  music  strikes  a 
lilting  march,  and  down  through  the  corridor, 
comes  the  procession:  Dr.  White  escorted  by 
Dr.  Robert  C.  Bryan  and  Dr.  Stuart  Michaux; 
and  after  these,  the  notable  guests  of  honor 
from  other  states  and  cities.  ayIio  were  to  be 
the  speakers  of  the  evening.  These  were : Dr. 
George  E.  DeSchweinitz.  former  president  of 
the  American  Medical  Association,  and  of  the 
American  Ophthalmological  Society:  Dr.  J. 
Wilkinson  Jeiwey.  of  Greenville,  S.  C.:  Dr. 
Dave  T.  Taylor,  of  Washington.  N.  C..  former 
president  of  the  Tri-State  Medical  Society: 
Dr.  Thomas  R.  HolloAvay,  of  Philadelphia, 
professor  of  Ophthalmology  of  the  University 
of  Pennsylvania ; Dr.  EdAvard  A.  Looper, 
laryngologist,  of  Baltimore:  Dr.  Lewis  H. 
Taylor,  of  Wilkes-Barre.  Pa.,  and  Dr.  Hiram 
Woods,  of  Baltimore,  former  president  of  the 
American  Ophthalmological  Society. 
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Dr.  White  was  acclaimed  with  a great  burst 
of  enthusiastic  applause.  Dr.  Bryan  intro- 
duced Dr.  W.  T.  Oppenheimer  as  toast-master, 
and  when  the  delightful  repast  was  over  Dr. 
Oppenheimer  in  his  attractive  and  inimitable 
way  introduced  the  speakers. 

Not  in  many  years  have  there  been  in  Rich- 
: mond  so  many  charming  and  graceful  speak- 
ers. There  was  a play  of  wit,  wisdom  and 
humor,  with  a deep  throbbing  under-current 
of  affectionate  esteem  that  made  this  unique 
occasion  one  long  to  be  remembered.  Follow- 
ing the  speakers  Dr.  Emory  Hill  read  selec- 
tions from  a great  pile  of  letters  and  telegrams 
of  distinguished  specialists  and  friends  who 
were  unable  to  attend.  Someone  should  codify 
these  in  a memory  book  for  seldom  does  one 
see  such  a delicate  play  of  wit  and  humor 
compressed  in  so  small  a space.  One  of  these 
writers,  who  evidently  knows  Dr.  White  as 
intimately  as  his  Maker,  in  just  one  sentence 
said  all  that  ever  need  be  said  about  him.  If 
Dr.  White  ever  has  a tombstone  and  anyone 
else  is  left  in  the  world  to  carve  upon  it,  and 
if  Dr.  White  doesn't  stop  him  or  change  it,  I 
know  of  no  more  appropriate  sentiment  epito- 
mizing the  life  of  this  wonderful  man  than  the 
words  this  writer  used:  “Panting  Time  toils 
slowly  after  him  !” 

In  a speech  filled  with  feeling,  with  all  the 
little  niceties  of  expression  of  deep  personal 
regard  of  which  only  Dr.  John  Dunn  is  capa- 
ble, a silver  service  was  presented  to  Dr. 
White. 

The  evening  closed  with  Dr.  White’s  speech 
of  acceptance  in  which  he  tried  to  tell  his 
hearers  of  his  deep  appreciation  of  their  affec- 
tion and  esteem.  It  must  have  been  a hard 
speech  to  make.  But  Dr.  White  is  noted  for 
doing  the  hard  things  well  and  though  deeply 
affected  did  this  one  splendidly. 

w.  L.  P. 


Besides  the  foregoing  description  of  Dr. 
White's  birthday  party  it  seems  appropriate 
to  comment  briefly  upon  the  man  himself.  His 
accomplish  mentis  are  worthy  of  note.  His 
personality  and  his  charm,  likewise,  invite  a 
word,  at  least.  Few  men  have  stood  out  as 
distinguished  as  Dr.  Joseph  A.  White.  He 
has  occupied  in  professional  opinion  a high 
place  in  his  chosen  field  of  ophthalmolgy.  Dr. 
White,  in  1879.  established  himself  in  Rich- 
mond as  a specialist  in  the  disease  of  the  eye, 
ear,  nose  and  throat;  and  his  work,  his  suc- 


cessful practice,  his  leading  positions  in  the 
medical  organizations,  from  that  time  to  the 
present,  have  placed  him  in  the  foremost  rank 
of  American  specialists.  He  is  known  parti- 
cularly, however,  as  an  ophthalmologist  the 
country  over.  He  stands  well  with  other  dis- 
tinguished American  ophthalmologists.  This 
was  strikingly  brought  out  at  his  birthday 
party,  by  the  large  number  of  telegrams  and 
letters,  which  were  read,  from  foremost 
ophthalmologists  of  distant  cities.  This  was 
further  attested  to  by  the  fact  that  busy  and 
distinguished  ophthalmologists,  from  Phila- 
delphia, Baltimore,  and  other  cities  journeyed 
to  Richmond  in  order  that  they  might  be  pres- 
ent on  the  occasion  of  this  birthday  celebration. 
The  praise  expressed  by  these  and  other  speak- 
ers, evinced  the  high  position  he  occupies  in 
the  esteem  of  his  professional  fellow-workers. 

As  a teacher  Dr.  White  has  attained  a well 
deserved  high  place.  As  professor  of  ophthal- 
mology (and  one  of  the  founders)  in  the  Uni- 
versity College  of  Medicine,  and,  later,  in  the 
Medical  College  of  Virginia,  Dr.  White  has. 
since  his  early  professional  career,  taught  hun- 
dreds of  medical  students  the  diseases  of  the 
eye.  Dr.  White’s  “eye-clinic”  has  been  ever  a 
popular  place  with  the  students:  all  admiring 
the  wide  knowledge  as  well  as  the  striking 
personality,  of  their  teacher.  His  alert  mind, 
his  dexterous  hand,  his  bright  and  apt  com- 
ments, his  interesting  and  unique  personality 
have  been  the  admiration  and  wonder  of  his 
pupils.  The  precision  and  exactness  of  his 
eye  operations,  likewise,  challenged  their  in- 
terest, as  well  as  instructed  them. 

Many  honors  have  come  to  Dr.  White 
through  the  partiality  of  his  medical  asso- 
ciates. Among  others  he  has  been  President 
of  the  American  Ophthalmological  Society: 
President  of  the  Tri-State  Medical  Associa- 
tion; and  President  of  the  Medical  Society  of 
Virginia;  and  President  of  the  Richmond 
Academy  of  Medicine. 

During  the  course  of  his  long  career  Dr. 
White  has  done  a large  volume  of  daily  rou- 
tine practice,  and  has  performed  hundreds  of 
operations  upon  the  eye.  His  reputation 
throughout  the  South,  brought  to  his  offices 
through  the  years,  a large  number  of  clients 
from  remote  sections.  For  many  years,  with 
his  assistants,  he  did  a large  practice.  Many 
of  the  specialists  in  Richmond  and  other 
places,  have  served  their  noviciate  under  Dr. 
White.  No  man  left  his  service,  without  feel- 
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ing  a strong  sense  of  obligation  to  him.  He 
was  always  esteemed  by  those  who  served  un- 
der him.  Some  of  his  greatest  admirers  todav 
are  his  office  assistants  of  former  years. 

Dr.  White  possesses  something  besides  scien- 
tific knowledge  and  skill.  He  has  a certain 
charm  of  personality.  In  this  possession  he 
is  ever  striking  and  engaging:  a personality 
quite  unique,  and,  withal,  most  likeable. 
Richmond  doctors,  Virginia  doctors,  and  doc- 
tors the  country  over,  who  come  under  the 
influence  of  his  companionship,  like  him.  He 
makes  a friend  when  he  meets  a stranger.  The 
warmth  and  cordiality  of  his  greeting,  the  con- 
vivial and  ingratiating  influence  of  his  manner, 
his  quality  of  good  fellowship  for  all  ages, 
makes  Dr.  White  known  and  beloved  every- 
where he  may  be.  He  is  ever  ready  with  a 
story;  he  is  ever  telling  some  yarn;  he  is  ever 
willing  to  listen — but  not  for  long. 

And  he  is  such  a sport.  Some  men  excel  in 
one  sport,  and  some  in  another,  but  he  is  a 
“sport"  who  excels  in  all.  Some  sports  have 
their  day  and  become  “has  beens”,  but  here  is 
a “sport”  who  is  not  a “has  been”  and  never 
will  be.  He  golfs,  he  dances,  he  rides.  He 
fox-hunts;  he  gives  exhibitions  of  horseman- 
ship (only  last  year)  over  the  jumps  at  public 
horse  shows.  He  works,  he  plays,  and  he  never 
tires.  He  goes  to  social  functions,  dances  late 
in  the  night  and  is  up  bright  and  early  next 
morning,  seeing  patients  in  his  office.  Was 
there  ever  such  a man? 

But  one  can  not  go  on  extoling  Dr.  White. 

We  have  here  a reproduction  of  a photo- 
graph of  him.  which  we  present  to  his  many 
friends  of  the  Medical  Society  of  Virginia. 
His  distinguished  career  as  doctor,  a teacher, 
a social  and  friendly  man,  has  been  adorned, 
it  seems  to  us,  by  one  lofty  virtue  worthy  of 
mention,  in  conclusion  of  this  appreciation. 
In  this  moral  quality,  with  its  fine  shades  of 
influence,  may  be  found,  at  least  in  part,  the 
source  of  his  long  and  useful  career,  as  well 
as  of  the  winning  charm  of  his  personality ! 

To  All.  He  Adds  Charitt. 

a.  G.  B. 


News  Notes 

On  To  Washington! 

Very  few  Virginia  doctors  know  much  about 
the  American  Medical  Association  and  the  pro- 
fession of  the  state  is  losing  many  of  the  good 


things  that  come  to  the  doctors  of  other  states 
by  keeping  in  close  contact  with  the  National 
Association. 

Organized  medicine  can  do  much  for  us  if 
we  would  but  avail  ourselves  of  it. 

The  Association  meets  May  16th  to  20th  at 
our  very  doors,  and  conveniently  accessible  to 
all  by  rail,  boat  or  motor. 

Such  an  opportunity  should  be  seized  upon 
by  every  doctor  of  the  state.  He  should  visit 
the  meetings  of  the  House  of  Delegates,  the 
various  sections  in  which  he  is  interested,  and 
the  extensive  scientific  exhibits. 

If  this  is  his  first  meeting,  he  will  be  tre- 
mendously interested  and  benefited  to  see  the 
magnitude  of  the  work  the  National  organiza- 
tion is  doing  for  the  profession  and  the  pub- 
lic, and  he  will  return  home  greatly  broadened 
in  his  views  and  determined  to  do  his  full  part 
in  developing  his  local  society  and  through  it 
the  State  Society,  both  of  which  are  integral 
parts  of  the  American  Medical  Association. 

In  the  past  the  attendance  from  Virginia 
has  been  small  and  especially  disappointing  to 
your  delegates.  In  Texas,  California  and  other 
states  the  local  profession  took  a pride  in  mak- 
ing their  attendance  as  near  100  per  cent  as 
possible. 

Let  us  follow  suit  and  arrange  for  every 
doctor  of  the  state  to  go  on  to  Washington  for 
a part  or  the  whole  of  the  meeting. 

It  will  pay  you  to  go. 

s.  L. 

Virginia  Doctors! 

You  cannot  afford  to  miss  the  meeting  of 
the  American  Medical  Association  in  Wash- 
ington, the  middle  of  May.  Thirty-six  years 
have  elapsed  since  the  A.  M.  A.  last  met  in 
Washington  and  so  this  may  be  an  oppor- 
tunity to  come  to  us  only  once  in  a lifetime. 
We  have  good  motor  roads,  attractive  boat 
trips  and  numerous  railroad  facilities  for  get- 
ting to  Washington  and  this  occasion  will  be 
as  interesting  as  any  can  be.  Arrangements 
have  been  made  for  reduced  railroad  fares  on 
the  Certificate  plan.  Secure  certificate  from 
the  ticket  agent  when  you  buy  your  straight 
ticket  to  Washington  and  have  this  certified 
at  the  Registration  Bureau  after  reaching 
there. 

A big  program  has  been  prepared,  socially 
as  well  as  scientifically — one  that  could  only 
be  staged  in  the  Nation’s  capital.  The  Presi- 
dent of  the  United  States  has  consented  to 
address  the  opening  meeting  and  the  Presi- 
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dent  and  Mrs.  Coolidge  will  receive  fellows 
and  their  wives  in  the  South  Grounds  of  the 
White  House  on  Wednesday,  May  the  18th, 
at  12:30  P.  M.  There  will  be  exhibits,  alumni 
reunions,  scientific  meetings  and  social  gather- 
ings, as  well  as  sight  seeing  and  reunions  with 
friends. 

Our  Society  has  three  delegates  in  the  House 
of  Delegates:  Dr.  Southgate  Leigh,  Norfolk, 
Dr.  Stuart  McGuire,  Richmond,  and  Dr.  J. 
W.  Preston,  Roanoke.  All  three  expect  to  at- 
tend the  meeting. 

Standards  of  Prenatal.  Care. 

Two  pamphlets  published  in  1926  by  the 
U.  S.  Department  of  Labor  should  be  read  by 
every  doctor  in  the  State  of  Virginia  who  prac- 
tices obstetrics. 

In  one  of  the  pamphlets  two  articles  appear, 
one  entitled  “The  Physician’s  Part  in  a Prac- 
tical State  Programme  of  Prenatal  Care”  by 
Fred  L.  Adair  and  the  other  “Standards  of 
Prenatal  Care”  by  Robert  L.  DeNormandie. 
The  other  has  the  title  “How  to  Make  a Study 
of  Maternal  Mortality”  by  Robert  L.  DeNor- 
mandie. 

The  objects  of  these  articles  is  to  call  atten- 
tion to  the  frightful  mortality  among  the  preg- 
nant and  delivered  women  and  to  make  an  ef- 
fort to  arouse  the  profession  to  better  and 
cleaner  prenatal  and  obstetrical  work. 

Dr.  Adair  starts  his  prenatal  care  in  the 
anti-conceptional  and  pre-embryonic  times  and 
would  seem  to  call  to  our  aid  the  pediatrists 
to  watch  over  the  kidneys  of  the  girls  follow- 
ing scarlet  fever  and  diphtheria.  He  further 
indicates  the  importance  of  the  recognition  of 
rachitis  and  its  importance  upon  the  develop- 
ment of  the  pelvis. 

In  this  article  as  well  as  in  Dr.  DeNorman- 
die’s,  stress  is  laid  upon  a careful  history  both 
general  and  obstetrical. 

In  the  standards  of  prenatal  care  it  is 
franklly  acknowledged  that  the  plan  of  pre- 
natal care  is  a compromise  that  has  been  ar- 
rived at  because  of  the  various  views  of  the 
committee  that  was  appointed  to  draw  up  these 
standards.  While  the  standard  is  a good  aver- 
age, still  one  could  vary  rather  markedly  from 
the  plan  laid  down  without  being  out  of  the 
march  of  progress.  Our  own  ideas  would 
differ  from  the  standard  only  in  non-essential 
details  and  would  hardly  be  important  enough 
to  mention  in  this  review.  The  standard  is  in 
our  opinion  not  too  high,  in  fact  I would 
rather  say  too  low. 


The  essence  of  prenatal  care  is  a careful  his- 
tory, frequent  visits  to  the  office,  where  urin- 
alyses, blood  pressure  readings,  weight,  pelvi- 
mitries,  foetometries  and  careful  mapping  out 
of  presentation  and  position  can  be  made. 

As  to  how  to  make  a study  of  maternal  mor- 
tality, Dr.  DeNormandie  puts  the  blame  for 
rising  maternality  where  it  rightly  belongs, 
upon  the  doctor.  The  pity  is  that  it  had  to  be 
written  at  all. 

Obstetrics  is  a very  poorly  paid,  nerve 
racking  affair.  Often  a decision  as  to  what 
to  do  in  a case  comes  after  a night  of  broken 
rest  and  hard  work.  That  might  be  an  excuse 
for  poor  operative  work,  but  there  is  really 
no  excuse  for  poor  prenatal  work  except  that 
the  patient  will  not  co-operate. 

These  pamphelts  may  be  obtained  from  the 
State  Board  of  Health  and  will  repay  ampty 
the  trouble  of  writing  for  them.  They  may 
stimulate  the  man  who  is  trying  to  do  better 
work  and  will  probably  make  the  slovenly 
man  mad.  That  might  do  him  good  too. 

Greer  Baughman. 

Dr.  Hunter  H.  McGuire, 

Winchester,  Va.,  recently  addressed  the 
Eastern  Panhandle  Medical  Society,  at  Mar- 
tinsburg,  W.  Va.,  his  subject  being  “Incipient 
Cataract.” 

Dr.  George  S.  Silliman, 

Formerly  with  the  LT.  S.  Veteran’s  Hospital 
at  Aspinwall,  Penna.,  is  now  with  the  Johns- 
ton Willis  Memorial  Clinic  at  Abingdon,  Va., 
as  roentgenologist  and  urologist.  Dr.  Silliman 
served  the  Veterans’  Bureau  in  this  specialty 
for  eighteen  months  and  has  had  eight  years’ 
experience  in  this  work  in  Northern  hospitals. 

New  Hospital  in  South  Boston,  Va. 

Dr.  R.  H.  Fuller,  until  recently  in  charge 
of  Little  Retreat  Hospital,  at  Clover,  Va.,  has 
closed  this  place  and  expected  to  open  a hos- 
pital in  South  Boston,  Va.,  about  May  the 
1st.  The  new  hospital  will  be  able  to  care  for 
about  twenty-four  patients  and  will  be  known 
as  the  South  Boston  Hospital.  Much  of  the 
equipment  from  the  hospital  at  Clover  has 
been  transferred  to  the  new  place. 

The  National  Tuberculosis  Association 

Will  hold  its  annual  meeting  in  Indian- 
apolis, Ind.,  May  23-26,  under  the  presidency 
of  Dr.  Henry  Sewall,  of  Denver,  Col.  Head- 
quarters will  be  at  Claypool  Hotel.  Infor- 
mation about  the  meeting  may  be  obtained 
from  the  headquarters  of  the  National  Tuber- 
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culosis  Association  at  370  Seventh  Avenue, 
New  York  City. 

Dr.  J.  L.  Hamner 

Has  returned  to  his  home  at  Mannboro.  Va., 
after  a visit  to  West  Virginia. 

Summer  Clinics. 

The  Chicago  Medical  Society,  25  East 
Washington  St.,  Chicago,  111.,  announces  that 
it  will  have  summer  clinics  this  year  for  two 
courses.  The  first  will  be  from  June  13th 
through  June  24th,  and  the  second  from  June 
27th  through  July  8th.  Registrations  will  be 
open  to  all  reputable  physicians  from  any  state, 
as  far  as  they  may  be  accommodated,  in  order 
of  registration. 

Dr.  R.  T,  Givens, 

Glen  Wilton,  Va.,  has  returned  home  after 
attending  the  Post-Graduate  Clinics  held  at 
the  University  of  Virginia  Hospital. 

Dr.  S.  E.  Hughes, 

Danville,  Va.,  has  been  on  a visit  to  Ashe- 
ville, N.  C. 

Report  of  Commission  on  Medical  Educa- 
tion. 

Any  of  our  readers  interested  in  the  general 
questions  of  medical  education  and  practice 
may  obtain  a copy  of  the  "Preliminary  Report 
of  the  Commission  on  Medical  Education" 
without  charge,  by  addressing  the  Commission 
on  Medical  Education,  215  Whitney  Avenue, 
New  Haven,  Connecticut. 

Dr.  L.  E.  Cockrell, 

Reedville,  Va..  was  a recent  visitor  in  Balti- 
more. having  gone  there  on  professional  busi- 
ness. 

Pavilion  Opened  at  Blue  Rigde  Sanatorium. 

The  George  W.  Wright  Memorial  pavilion 
was  opened  at  Blue  Ridge  Sanatorium.  Char- 
lottesville, Va.,  April  26th.  Beds  in  this  pavi- 
lion are  intended  for  the  use  of  Masons  in  good 
standing  and  dependent  members  of  their 
families.  In  case  all  the  beds  are  not  in  use 
by  the  Masons,  they  may  be  had  by  others  de- 
siring to  enter  the  Sanatorium. 

Medical  Director  at  French  Lick  Springs 

Hotel. 

Dr.  A.  H.  Harold,  an  experienced  physician 
of  Indianapolis,  has  recently  accepted  the  po- 
sition as  medical  director  at  French  Lick 
Springs  Hotel.  French  Lick  Springs,  Ind.,  suc- 
ceeding Dr.  Dunning  Wilson,  who  was  killed 
last  winter  in  an  automobile  wreck  in  Cuba. 
Dr.  Harry  Sutelan, 

Of  the  class  of  ?24,  University  of  Texas,  De- 


partment of  Medicine,  has  located  in  Norfolk, 
^ a.,  for  the  practice  of  medicine.  Just  after 
graduating,  Dr.  Sutelan  interned  at  St.  Vin- 
cent s Hospital.  Norfolk,  and  later  at  the  New 
1 ork  Lying-In  Hospital,  and  at  Kingston 
Avenue  Hospital  for  Contagious  Diseases  in 
Brooklyn,  N.  Y. 

Dr.  J.  C.  Cutler, 

Newport  News,  Va.,  was  a recent  visitor  in 
Richmond,  having  come  up  on  business. 

A Nursing  Mother  Needs  Sunlight  and  Green 
Vegetables. 

Experiments  recently*  made  by  physicians 
seem  to  prove  that  if  a nursing  mother  has 
plenty  of  direct  sunlight  or  is  treated  by  arti- 
ficial violet  rays,  she  will  be  able  to  give  her 
baby  what  is  needed  to  prevent  rickets  and 
also  escape  for  herself  the  breaking  down  of 
the  teeth  which  so  often  follows  the  bearing 
and  nursing  of  children.  Other  experiments 
have  shown  that  the  ricket-preventing  vitamin 
A is  associated  with  the  green  color  of  the  vege- 
tables in  which  it  occurs,  so  that  the  ordinary 
garden  variety  of  lettuce  is  a far  better  source 
of  energy  than  head  lettuce. 

Dr.  R.  T.  Akers, 

Alum  Ridge,  Va..  is  at  home  and  at  work 
again,  after  spending  three  months  in  the  hos- 
pital for  blood  poisoning  in  his  right  leg. 

Dr.  B.  C.  Keister, 

Washington.  D.  C.,  left  the  last  of  April  for 
a visit  to  his  daughter  in  Minneapolis,  Minn. 
On  his  way  West,  he  expected  to  visit  some 
of  the  hospitals  and  post-graduate  schools  in 
Chicago.  Dr.  Keister  planned  this  trip  for 
last  winter  but  on  account  of  unexpected  busi- 
ness was  compelled  to  defer  it  to  this  time. 
Dr.  Raymond  D.  Kimbrough, 

Of  the  class  of  '24.  University  of  Virginia, 
Department  of  Medicine,  has  located  in  Char- 
lotte, N.  C.,  where  he  is  connected  with  the 
Nalle  Clinic,  in  the  department  of  internal 
medicine.  His  offices  are  in  the  Professional 
Building. 

Dr.  William  E.  Warren, 

Williamston.  N.  C.,  was  recently  elected 
president  of  the  Second  District  Medical  So- 
ciety of  North  Carolina  for  1927. 

Chile  Takes  Important  Steps  for  Child 

Health. 

Chile  has  recently  reorganized  its  National 
Health  Service,  instituting  periodic  physical 
examinations  of  all  school  children,  to  be  re- 
ported on  official  examination  blanks;  a school 
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for  instructing  visiting  public  health  nurses: 
and  a course  of  training  for  sanitary  inspec- 
tors. It  lias  also  worked  out  plans  for  a sani- 
tary type  of  house  which  can  be  quickly  con- 
structed from  native  materials  at  relatively 
small  cost. 

Dr.  Frank  McCutchan, 

An  alumnus  of  the  University  of  Virginia, 
Department  of  Medicine,  for  sometime  House 
Surgeon  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital,  of  New  York  City,  has  lo- 
cated in  Roanoke,  Va.,  where  he  is  a member 
of  the  staff  of  the  Gill  Memorial  Eye,  Ear  and 
Throat  Hospital. 

Dr.  Tom  A.  Williams, 

Formerly  of  Washington,  D.  C.,  will  spend 
the  summer  in  Florence,  Italy,  and  will  not 
return  to  Miami,  Fla.,  where  he  is  now  located, 
until  late  in  the  Fall.  He  will  spend  the  early 
part  of  June  at  the  Royal  Society’s  Club  in 
London,  to  which  correspondence  should  be 
addressed. 

During  his  absence,  the  Child’s  Guidance 
Clinic,  of  which  Dr.  Williams  is  psychiatrist, 
will  be  directed  by  Dr.  Agos. 

The  Hospital  Clinical  Congress  of  North 

America 

Will  be  held  June  20th  to  24th,  in  the  Mil- 
waukee Auditorium,  Milwaukee,  Wis.,  under 
the  auspices  of  the  College  of  Hospital  Ad- 
ministration of  Marquette  University. 

The  twelfth  annual  convention  of  the  Catho- 
lic Hospital  Association  of  the  United  States 
and  Canada  will  be  held  coincident  with  the 
Hospital  Clinical  Congress.  All  communica- 
tions relative  to  either  meeting  should  be  ad- 
dressed to  the  College  of  Hospital  Adminis- 
tration, 124  Thirteenth  Street,  Milwaukee, 
IV  isconsin. 

All  persons  engaged  in  any  phase  of  modern 
hospital  work  should  be  interested  in  the  clinic 
and  exposition  and  sessions  are  open  to  all  in- 
terested. While  the  clinical  idea  will  predomi- 
nate, the  Congress  will  emphasize  the  most 
modern  ideals  and  standards  in  hospital 
equipment,  organization  and  planning.  The 
department  of  Industrial  Hospitalization  will 
be  especially  important  for  it  will  demonstrate 
the  preventive,  curative  and  alleviative  work 
being  done  by  the  industries  and  large  cor- 
porations of  the  country.  Compensation  and 
the  work  of  insurance  companies  will  also  be 
demonstrated. 


Dr.  and  Mrs.  Arthur  S.  Brinkley, 

Richmond,  returned  home  about  the  middle 
of  April  after  a visit  to  New  York. 

Great  Britain’s  New  Legitmacy  Act. 

Until  the  beginning  of  this  year  no  child 
born  out  of  wedlock  in  Great  Britain  could  be 
later  legitimated  by  the  marrige  of  the  par- 
ents. On  January  1,  1927,  an  act  came  into 
force  making  this  possible,  except  in  cases 
where  either  parent  was  married  to  a third 
person  at  the  time  the  child  was  born.  Legiti- 
mation dates  only  from  the  time  the  act  came 
into  force  even  though  the  marriage  occurred 
earlier.  Legitimated  children  are  to  have  the 
same  rights  of  inheritance  as  children  born  in 
wedlock,  and  they  have  the  right  to  have  their 
births  re-registered. 

Added  to  Teaching  Staff. 

The  New  York  Polyclinic  Medical  School 
and  Hospital,  New  York,  N.  Y.,  announces 
that  the  following  names  have  been  added  to 
its  faculty : 

Dr.  Frederic  W.  Bancroft,  as  Professor  of 
Surgery ; 

Dr.  Harold  E.  Santee,  as  Professor  of 
Surgery; 

Dr.  Charlton  Wallace,  as  Professor  of  Or- 
thopedic Surgery; 

Dr.  Percy  H.  Williams,  as  Professor  of 
( xynecology ; and 

Dr.  John  H.  Carroll,  as  Professor  of  Inter- 
nal Medicine. 

The  Abbott  Laboratories, 

North  Chicago,  111.,  announce  that  at  their 
annual  meeting  held  on  March  the  17th,  the 
following  officers  were  elected:  President,  Dr. 
Alfred  S.  Burdick;  vice-presidents,  E.  H. 
Ravenscroft,  Henry  B.  Shattuck,  James  W. 
Ranson;  treasurer,  C.  O.  Brown,  secretary,  S. 
DeWitt  Clough ; general  counsel,  Alfred  W. 
Bays. 

Dr.  Alfred  S.  Burdick  sailed  on  the  Cedric, 
April  9th.  for  a two  months  trip  in  Europe. 
He  is  accompanied  by  Mrs.  Burdick.  Mrs.  H. 
B.  Shattuck  and  Mr.  H.  B.  Shattuck.  manager 
of  the  New  York  branch  of  the  Abbott  Labora- 
tories. England,  France,  Germany.  Switzer- 
land and  Italy  will  be  visited. 

Dr.  and  Mrs.  S.  E.  Weymouth 

HaA*e  returned  to  their  home  at  Callao,  Va., 
after  a visit  to  Florida. 

Dr.  J.  S.  Horsley,  Jr., 

Richmond,  Va.,  attended  the  annual  meeting 
of  the  Southern  Society  of  Clinical  Surgeons, 
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which  was  held  in  Cleveland  and  Cincinnati, 
O.,  April  1-8,  inclusive,  and  was  elected  sec- 
retary-treasurer of  the  Society  for  the  coming 
year. 

The  American  Gynecological  Society 

Will  hold  its  annual  meeting  at  Hot  Springs, 
Va.,  May  23-25,  under  the  presidency  of  Dr. 
Arthur  H.  Curtis,  of  Chicago.  Dr.  Floyd  E. 
Keene,  of  Philadelphia,  is  secretary. 

Changes  in  Medical  Department,  University 
of  Virginia. 

At  the  April  meeting  of  the  Board  of  Visi- 
tors of  the  University  of  Virginia,  the  follow- 
ing changes  in  the  Medical  Department  were 
announced : Dr.  Stephen  H.  Watts  resigned 
as  professor  of  surgery  and  gynecology,  as  he 
is  retiring  from  active  service:  Dr.  I.  A.  Big- 
ger resigned  as  assistant  professor  of  surgery 
to  be  on  the  staff  of  Vanderbilt  University,  at 
Nashville.  Tenn. ; Dr.  Cuthbert  Tunstall  was 
named  instructor  in  diseases  of  the  ear.  nose 
and  throat:  Dr.  James  C.  Flippin  was  pro- 
moted from  acting  dean  to  dean  of  the  Medi- 
cal Department. 

Dr.  and  Mrs.  Wm.  Edward  Smith, 

Farmville,  Va.,  left  the  latter  part  of  April 
for  Boston,  Mass.,  where  Dr.  Smith  will  take 
post-graduate  work  at  the  Massachusetts  Gen- 
eral Hospital,  until  September  the  1st. 

Dr.  and  Mrs.  M.  H.  Watson, 

Of  McRoberts.  Ivy.,  have  been  on  a visit  to 
relatives  at  their  former  home  in  Chatham. 
Va. 

Dr.  and  Mrs.  I.  Keith  Briggs, 

South  Boston,  Va.,  have  returned  from  a 
motor  trip  through  the  Valley  of  Virginia 
where  they  went,  with  a party  of  friends,  to 
witness  the  Apple  Blossom  Festival. 

Hospitals  to  Care  for  Patients  With  Moder- 
ate Means. 

The  Journal  of  the  A.  M.  A.  states  that 
plans  have  been  made  to  raise  $500,000  to  build 
a hospital  at  Warwick.  N.  Y.,  to  care  for  pa- 
tients who  are  unable  to  pay  for  private  treat- 
ment but  Avho  are  unwilling  to  accept  charity. 
The  hospital  is  to  have  rooms  costing  from 
$17.50  to  $25.00  a week. 

It  is  stated  in  the  same  issue  that  the  trus- 
tees of  Mt.  Sinai  Hospital  have  likewise  de- 
cided to  make  provision  for  private  patients 
with  moderate  means  who  cannot  afford  the 
present  price  of  private  rooms  and  yet  do  not 
wish  to  be  placed  in  the  wards. 


Dr.  and  Mrs.  O.  J.  Henderson 

Have  returned  to  their  home  in  Mont- 
gomery, W.  Va.,  after  spending  the  winter  in 
San  Diego,  California. 

Dr.  Garnett  Nelson, 

Richmond,  is  much  improved  and  has  re- 
sumed his  work  after  spending  several  weeks 
in  St.  Luke’s  Hospital. 

Married. 

Dr.  Rvland  Atwood  Blakey,  Fayetteville, 
N.  C.,  and  Miss  Catherine  Hagood,  of  Easley, 
S.  C.,  April  14th. 

Children  Who  Work  Outside  School  Hours. 

The  National  Child  Labor  Committee  has  re- 
cently published  a study  of  673  working  school 
children  under  16  years  of  age  in  certain 
smaller  cities  and  towns  of  Missouri.  One- 
fifth  of  the  children  worked  twenty  hours  or 
more  a week.  Added  to  the  required  thirty 
hours  of  school  work  this  made  a working  week 
of  fifty  hours  of  more.  The  forty-eight  hour 
week  is  generally  recognized  as  a standard  for 
adults.  This  is  not  the  worst  of  the  story,  for 
nearly  8 per  cent  of  the  673  children  worked 
thirty  hours  or  more  per  week,  and  over  a 
fourth  of  them  worked  at  night. 

Correspondence  Course  and  Teaching  In- 
stitutes for  Nurses. 

The  Metropolitan  Life  Insurance  Company 
has  adopted  the  plan  of  keeping  its  visiting 
nurses  abreast  of  the  times  by  means  of  cor- 
respondence courses  and  teaching  institutes. 
So  popular  has  this  plan  proved  in  the  three 
years  since  it  was  inaugurated  that  it  promises 
to  be  far-reaching  in  its  effects.  Correspond- 
ence courses  have  been  arranged  and  teaching 
institutes  are  now  being  held  twice  a year  in 
each  of  the  Company’s  nine  territories.  Invi- 
tations are  extended  the  Red  Cross.  State  De- 
partments of  Health  and  Visiting  Nurse  As- 
sociations to  have  representatives  attend  the 
teaching  institutes. 

In  addition  to  these  advantages  available  to 
staff  nurses  already  in  the  employ  of  the  com- 
pany. the  Metropolitan  has  experimented  with 
a system  for  teaching  nurses  about  to  enter  the 
company’s  service.  A center  for  this  work 
was  started  in  Jersey  City  about  three  years 
ago.  Here  the  nurses  spend  six  weeks  being 
taught  proficiency  in  their  new  duties.  So  suc- 
cessful has  this  feature  proven  that  two  ad- 
ditional centers  will  be  organized  in  New  Or- 
leans and  Atlanta. 
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Dr.  and  Mrs.  James  M.  Moser, 

With  a party  of  friends  from  Washington, 
D.  C.,  recently  visited  in  Tappahannock,  Va. 

Dr.  Herbert  C.  Jones, 

Petersburg,  Va.,  left  the  last  of  April  for 
New  York,  where  he  will  take  up  post-grad- 
uate work  in  surgery.  Before  returning  to 
his  home,  he  will  also  visit  the  Mayo  Clinic 
at  Rochester,  Minn. 

Dr.  and  Mrs.  Jeter  R.  Allen, 

Marshall,  Va.,  returned  home  the  latter  part 
of  April,  after  a northern  tour,  which  included 
visits  to  a number  of  interesting  places,  among 
which  were  New  York,  Philadelphia,  Balti- 
more and  Washington. 

Dr.  E.  L.  Sutherland, 

Recently  of  Charlottesville,  Va.,  has  moved 
to  Lynchburg,  Va.,  where  he  will  have  offices 
at  811  Church  Street.  He  will  continue  to 
sjjecialize  in  diseases  of  the  eye,  ear,  nose  and 
throat. 

The  West  Virginia  State  Medical  Associa- 
tion 

Is  to  hold  its  annual  meeting  at  White  Sul- 
phur Springs,  W.  Va.,  June  21-23,  under  the 
presidency  of  Dr.  Chester  R.  Ogden,  of 
Clarksburg.  Mr.  Sterrett  O.  Neale,  Charles- 
ton, is  executive  secretary. 

Influenza  on  the  Wane  in  Europe. 

According  to  report  given  out  by  the  League 
•of  Nations  Non-Partisan  Association,  there  is 
now  a marked  decline  in  deaths  from  influ- 
enza in  Europe,  where  the  disease  has  been 
so  prevalent  for  the  past  few  months.  The 
highest  point  in  the  outbreak  was  reached  in 
January  and  the  highest  death  rate  was  re- 
ported in  Geneva,  Switzerland,  where  there 
were  129  influenza  deaths  per  100,000  inhabi- 
tants between  December  5 and  February  12. 
This  figure  is  almost  equal  to  Geneva’s  an- 
nual tuberculosis  mortality  rate. 

There  was  a marked  incidence  of  influenza, 
in  varying  degrees  of  intensity,  during  the 
winter  season  in  all  of  the  European  coun- 
tries. In  the  United  States,  however,  there 
seemed  no  unusual  prevalence  of  the  disease. 
Dr.  Stuart  McGuire 

Has  just  returned  to  his  home  in  Rich- 
mond from  a visit  to  California,  where  he  gave 
an  address  by  invitation  before  the  California 
Medical  Association  at  Los  Angeles. 

Dr.  J.  A.  Tyree, 

Danville,  Va.,  has  been  elected  vice-presi- 
dent of  the  Rotary  Club  of  that  city  for  the 
•ensuing  year. 


Petersburg  Hospital  to  be  Enlarged. 

Plans  are  being  made  to  enlarge  the  Peters- 
burg Hospital,  Petersburg,  Va.,  to  meet  the 
needs  of  the  surrounding  country  as  well  as 
the  city.  The  committee  of  doctors  in  charge 
of  planning  for  the  larger  hospital  is  com- 
posed of  Dr.  Wright  Clarkson,  chairman,  and 
Drs.  W.  C.  Powell,  William  B.  Mcllwaine, 
and  George  H.  Reese.  The  annex  being  con- 
sidered will  furnish  greatly  enlarged  facili- 
ties and  will  be  modern  in  every  respect. 

Dr.  Charles  R.  Robins, 

Richmond,  Va.,  has  been  elected  vice-presi- 
dent of  the  Richmond  Rotary  Club  for  the 
year  beginning  May  1st. 

Dr.  John  P.  Munroe, 

Charlotte,  N.  C.,  has  been  elected  president 
of  the  New  Charlotte  Sanatorium,  in  that  city, 
for  the  current  year,  and  Dr.  Silas  R.  Thomp- 
son has  been  elected  chairman  of  the  staff. 

Dr.  I.  A.  Bigger, 

Assistant  professor  of  surgery  in  the  Uni- 
versity of  Virginia,  Department  of  Medicine, 
recently  tendered  his  x-esignation,  and  left  the 
first  of  May  for  Nashville,  Tenn.,  where  he 
has  accepted  the  position  of  associate  profes- 
sor of  surgery  in  Vanderbilt  University,  Medi- 
cal School. 

The  Walter  Reed  Medical  Society 

Will  hold  its  annual  meeting  at  Yorktown, 
Va.,  May  26th  and  27th,  and  the  usual  attrac- 
tive program  is  anticipated.  Dr.  J.  W.  C. 
Jones,  of  Newport  News,  is  president,  and  Dr. 
L.  E.  Stubbs,  also  of  Newport  News,  is  secre- 
tary. There  will  be  several  papers  by  in- 
vited guests  in  addition  to  voluntary  papers 
by  members. 

The  Crippled  Preschool  Child. 

The  Wisconsin  Association  for  the  Disabled 
reports  that  78  per  cent  of  the  crippled  chil- 
dren found  in  its  survey  of  Fond  du  Lae 
County  were  disabled  before  the  age  of  seven 
years.  This  fact  seems  to  emphasize  the  need 
for  physical  examination  of  the  preschool 
child. 

Dr.  Southgate  Leigh, 

Norfolk,  Va.,  delivered  an  address  in 
Atlanta,  last  month,  before  the  Commission 
on  Interracial  Co-operation,  his  talk  dealing 
with  a solution  of  the  high  death  rate  in  the 
negro  race. 

Dr.  P.  L.  Hill, 

Of  the  class  of  ’17,  Medical  College  of  Vir- 
ginia, who  was  connected  with  the  Mission 
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Hospitals  in  Wonsan  and  Choonchun,  Korea, 
under  the  direction  of  the  Southern  Methodist 
Board  of  Missions,  from  November.  1917  to 
December.  19*26.  returned  to  the  States  the  last 
of  December  and  has  located  in  Petersburg. 
Ya.,  with  offices  at  Franklin  and  Sycamore 
Streets. 

On  Staff  of  Medical  College  of  Virginia. 

Dr.  Sidney  S.  Negus,  professor  of  organic 
chemistry  at  the  University  of  Richmond,  has 
been  appointed  to  a similar  position  in  the 
Medical  College  of  Virginia.  Richmond. 

The  Medical  Society  of  Virginia,  Maryland 
and  District  of  Columbia 

Will  hold  its  regular  semi-annual  meeting 
in  Alexandria,  Ya..  June  8.  1927.  at  8 P.  M. 
Dr.  G.  Bache  Gill,  of  Washington.  D.  C.  is 
president,  and  Dr.  Joseph  D.  Rogers,  also  of 
Washington,  corresponding  secretary. 

Dr.  Robert  P.  Cooke. 

Recently  with  the  Accomac  County  Health 
Unit,  has  located  in  Lexington.  Ya..  where  he 
is  in  charge  of  the  Rockbridge  County  Healtli 
Department. 

Wanted. 

Relief  work  leading  to  permanent  location 
in  Virginia.  West  Virginia  or  Kentucky. 
Twenty-three  years’  practice,  fifteen  in  indus- 
trial work.  Will  consider  any  good  location. 
Best  of  health  and  recommendations.  Small 
family.  Available  immediately.  Can  make 
a small  investment  but  prefer  place  with  much 
work  and  proper  compensation  for  my  ef- 
forts. Address  answer  to  "No.  50*'.  care  this 
journal.  [Adv.) 

Wanted. 

We  have  several  well-trained  practical 
laboratory  technicians  graduating  from  our 
school  of  public  health  Mav  15.  Physicians, 
hospitals  and  health  departments  desiring  such 
service  can  secure  it  by  writing  immediately: 
first  come,  first  served.  Address  Dr.  L.  H. 
South,  State  Bacteriologist.  532  West  Main 
Street.  Louisville,  Ivy.  (Adr.) 


Obituary 

Dr.  Harry  M.  Tayloe, 

Of  Hague,  Ya..  died  at  his  home  in  that 
place.  April  21st.  after  a short  illness  with 
pneumonia.  Dr.  Tayloe  was  born  in  Fauquier 
Countv.  Virginia,  fiftv  years  ago  and  received 


his  early  education  at  Bethel  Military 
Academy.  Upon  completion  of  his  studies 
there,  he  entered  the  Medical  Department  of 
George  Washington  University,  Washington, 
I).  C.,  and  took  his  diploma  in  medicine  from 
that  school  in  1908.  He  had  been  a member 
of  the  Medical  Societ}*  of  Virginia  since  1909. 

Br.  McMinn  M.  Pearson, 

For  nearl}'  a quarter  of  a century  a member 
of  the  Medical  Society  of  Virginia,  died  at  his 
home  in  Bristol,  Ya.-Tenn.,  April  9th,  death 
being  due  to  angina  pectoris.  Dr.  Pearson  was 
a native  of  Tennessee  and  sixty-three  years  ol 
age.  He  graduated  from  the  Hospital  College 
of  Medicine,  Louisville,  Ivy.,  in  1889.  Dr. 
Pearson  was  at  one  time  an  associate  editor 
of  the  former  Virginia  Medical  Semi-Monthly 
and  was  for  a term  one  of  the  councilors  from 
the  State-at-large  in  the  Medical  Societv  of 
Virginia. 

Dr.  John  E.  Mapp, 

Retired  physician  of  Iveller,  Ya.,  died  at  his 
home  in  that  place  on  April  30th,  after  an  ill- 
ness which  extended  over  several  months.  He 
was  eighty  years  of  age  and  had  graduated 
from  the  College  of  Physicians  and  Surgeons. 
Baltimore,  in  1S68.  He  then  located  in  Acco- 
mac County.  Virginia,  where  he  practiced  con- 
tinuously for  about  fifty  years.  He  was  an 
honorary  member  of  the  Accomac  County 
Medical  Society  and  took  an  active  part  in  the 
civic  enterprises  of  his  county. 

Dr.  Samuel  Westray  Battle, 

Prominent  physician  of  Asheville.  N.  C . 
died  in  a hospital  in  Raleigh.  N.  C..  April 
29th.  He  suffered  a stroke  of  paralysis  and 
never  regained  consciousness.  He  was  edu- 
cated at  the  University  of  Virginia  and  later 
at  University  and  Bellevue  Hospital  Medical 
College.  New  York,  graduating  from  the  lat- 
ter in  1875.  Dr.  Battle  served  for  twenty 
years  with  the  North  Carolina  National 
Guard,  and  retired  several  years  ago  with 
the  rank  of  brigadier  general.  His  widow  and 
three  children  survive  him. 

Mrs.  Elizabeth  Potts  Ryder. 

Wife  of  Dr.  O.  A.  Ryder,  of  Alexandria. 
Ya.,  died  April  the  14th.  after  a short  illness. 
Mrs.  Ryder  was  an  alumnus  of  Randolph- 
Macon  Woman’s  College  and  a daughter  of 
Dr.  R.  H.  Potts,  prominent  Methodist  minis- 
ter in  Virginia.  Her  husband  and  two  young 
children  survive  her. 
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SOME  DEVELOPMENTS  IN  PUBLIC 
HEALTH.* 


By  R.  W.  GARNETT,  M.  D.,  Danville.  Va. 
Health  Officer  of  Danville. 


That  phase  of  the  science  of  medicine  which 
deals  specifically  with  the  prevention  of  dis- 
ease is  of  very  recent  growth.  It  took  its  be- 
ginning from  those  epoch-making  discoveries 
of  the  19th  century  in  which  the  great  French 
scientist,  Louis  Pasteur,  was  the  leader.  Up  to 
his  time  the  theory  of  medicine  was  based 
largely  upon  ages-old  conceptions  as  to  the 
etiolog^y  of  disease,  and  the  practice  of  medi- 
cine was  characterized  more  as  a speculative 
philosophy  than  by  the  spirit  of  experimental 
investigation.  As  some  of  you  will  recall. 
Pasteur  was  a chemist  and  not  a physician. 
It  was  through  his  studies  on  wines  and  vine- 
gars that  he  first  demonstrated  to  the  world 
the  i:>art  played  in  the  process  of  fermentation 
by  minute  forms  of  life  and  thus  succeeded  in 
refuting  the  generally  accepted  idea  of  “spon- 
taneous generation.”  From  his  demonstration 
of  the  widespread  presence  in  nature  of  these 
minute  organisms,  his  next  step  was  to  show 
that  a certain  disease  which  was  playing  havoc 
with  silk-worms  was  caused  by  minute  forms 
of  parasitic  life,  and  by  teaching  the  peasants 
how  to  control  this  pest  through  the  proper 
selection  of  uninfected  breeding  stock,  he  saved 
France  and  other  silk-growing  countries  un- 
told loss.  Later,  in  the  study  of  anthrax, 
which  was  proving  to  be  a great  scourge  to 
the  live  stock  industry  of  his  beloved  France, 
he  discovered  the  microbic  cause  of  that  dis- 
ease and  succeeded  in  working  out  an  atten- 
uated virus  by  means  of  which  animals  could 
be  inoculated  against  the  disease.  The  result 
of  these  studies  had  a tremendous  effect  on  the 
thinking  of  the  scientific  world  and  struck  the 
final  death  blow  to  the  old  spontaneous  genera- 
tion theory  of  the  causation  of  disease.  Pas- 
teur thus  laid  the  foundation  for  the  modern 
science  of  bacteriology  which  has  during  the 
last  half  century  completely  revolutionized 
medical  and  surgical  thinking  and  procedure. 

•Address  of  President  delivered  before  the  Virginia  Public 
Health  Association,  at  Richmond,  February  16,  1927. 


The  most  practical  outgrowth  of  this  new 
teaching  has  been  the  science  and  art  of  pre- 
ventive medicine  and  public  health  work. 
That  the  growth  of  public  health  knowledge 
has  been  astonishing  may  be  illustrated  by  the 
well-known  fact  that  the  average  sixth  grade 
pupil  in  our  modern  public  school  system 
knows  more  about  the  causes  of  the  communi- 
cable diseases  and  their  control  than  did  the 
most  noted  physicians  of  100  years  ago.  Dr. 
Royal  S.  Copeland,  former  Health  Commis- 
sioner of  New  York  City  and  now  a member 
of  the  United  States  Senate,  made  the  official 
statement  in  1921  that  “generally  speaking, 
where  two  persons  died  fifty  years  ago  out  of 
every  1,000  population,  only  one  died  in  1920.” 
It  is  pointed  out  in  a recent  report  of  the 
United  States  Public  Health  Service  that  the 
average  length  of  human  life  in  the  16th  cen- 
tury was  estimated  to  be  between  eighteen  and 
twenty  years.  At  the  close  of  the  18th  cen- 
tury it  was  still  less  than  twenty-five  years, 
and  as  late  as  1900  it  was  between  forty-five 
and  forty-eight  years.  Comparing  with  these 
figures  the  present  average  length  of  life  esti- 
mated at  56  years  in  the  United  States,  it  is 
recalled  that  approximately  fifteen  years  has 
been  added  to  our  span  of  life  in  this  country 
since  1870.  Fifty  years  ago  we  were  losing 
during  the  first  year  of  life  nearly  200  out  of 
every  1.000  babies  born.  Diphtheria  was  kill- 
ing forty-five  out  of  every  100  children  who 
contracted  the  disease.  The  tuberculosis  death- 
rate  has  been  almost  cut  in  half  in  the  last 
quarter  of  a century.  Typhoid  fever  is  fast 
becoming  a rare  disease. 

Within  two  generations  the  newer  medicine 
and  its  offspring,  the  public  health  movement, 
have  become  important  factors  in  our  Ameri- 
can life.  There  are  indications  that  further 
gains  will  be  made  as  the  program  of  disease 
prevention  and  life  extension  is  developed 
through  the  co-operation  of  the  medical  profes- 
sion, the  public  and  civil  authorities.  With 
every  year  that  is  added,  the  suffering  and 
misery  that  accompany  illness  are  minimized. 
These  added  years  are  productive  and  mean 
increased  prosperity  and  well-being.  At  pres- 
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ent  our  average  life  span  is  twice  that  of  the 
people  of  British  India  and  of  certain  other 
backward  countries.  The  gains  to  the  public 
welfare  resulting  from  the  work  done  by  the 
medical  and  public  health  professions  during 
the  last  fifty  years  are  incalculable.  How  can 
the  medical  profession  and  the  public  be  taught 
to  co-operate  in  the  largest  service  to  the  com- 
munity ? The  most  outstanding  single  achieve- 
ment in  the  past  has  been  the  reduction  of  in- 
fant mortality.  As  more  and  more  emphasis 
is  placed  on  prenatal  care,  on  the  discovery 
and  treatment  of  syphilis  in  parents  and  on 
better  obstetrical  service,  even  greater  gains 
will  be  made. 

The  communicable  diseases,  affecting  chil- 
dren principally,  are  gradually  coming  under 
the  control  of  the  newer  medical  practice.  The 
application  of  recently  acquired  knowledge  re- 
garding positive  immunity,  developed  so  suc- 
cessfully for  diphtheria,  is  being  extended  to 
protect  against  scarlet  fever  and  possibly 
against  other  children's  diseases,  and  holds  out 
great  promise  for  the  future. 

In  its  beginning,  organized  public  health 
work  had  to  do  almost  entirely  with  measures 
designed  to  control  the  great  panic  producing 
epidemics  through  quarantine  measures.  In 
its  next  stage  of  development,  the  greatest  em- 
phasis was  placed  upon  man’s  environment  and 
much  was  said  about  the  baneful  effects  of 
“miasms”  and  of  breathing  “night  air”,  much 
of  which  is  still  with  us,  e.  g.,  in  the  now  mis- 
nomer, malaria.  It  is  during  the  evolution  of 
this  stage,  however,  when  we  find  the  civil  en- 
gineer coming  to  be  an  important  factor  in 
the  working  out  of  the  great  sanitary  prob- 
lems of  drainage  to  prevent  mosquito  breed- 
ing, and  of  providing  for  a safe  water  supply 
and  for  the  safe  disposal  of  deleterious  ma- 
terial.— problems  made  more  difficult  and  cost- 
ly by  the  rapid  growth  of  American  cities. 

Today  we  find  ourselves  in  a period  when 
the  emphasis  is  again  shifting,  for,  although 
the  importance  of  a good  water  supply  and  of 
sewage  disposal  must  never  be  minimized,  yet 
the  health  worker  today  is  finding  a most  fer- 
tile field  in  personal  hygiene,  where  the  stress 
is  placed  not  so  much  on  man’s  environment 
as  it  is  upon  man  himself.  Therefore,  with 
this  direct  rather  than  indirect  approach,  this 
stress  upon  human  values,  we  find  ourselves 
concerned  today  with  not  only  a program  of 
public  health  sanitation,  but  with  public  health 
clinics,  public  health  nursing,  the  public  health 
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laboratory  and  public  health  education.  In 
the  development  of  this  program  during  the 
past  decade,  the  process  has  been  quickened  by 
our  war-time  experience  which  served  to  focus 
National  attention  on  certain  startling  facts, 
bo,  in  recent  years,  much  thought  has  been 
given  to  the  correction  of  physical  handicaps 
and  defects  of  childhood,  among  which  under- 
nourishment is  one  of  the  chief, — conditions 
which  are  now  known  to  be  largely  responsi- 
ble for  the  fact  that  nearly  one-third  of  the 
young  men  of  our  country  were  found  to  be 
unfit  for  military  service.  It  may  be  truth- 
fully said  that,  Avhile  this  significant  process 
of  evolution  has  been  going  on  in  the  thinking 
processes  of  the  medical  profession,  progress 
almost  equally  significant  has  been  going  on 
in  the  minds  of  the  people  generally  who  are 
more  and  more  seeing  the  truth  of  the  maxim 
that  “prevention  is  better  than  cure  and  far 
cheaper.” 

During  recent  years  we  have  seen,  too.  a 
tendency  toward  greater  socialization  in  medi- 
cine, as  much  as  this  term  is  disliked  by  many 
members  of  the  medical  profession.  Contem- 
poraneous with  and  partly  as  a result  of  this 
process,  we  find  today  so-called  industrial 
medicine  as  a distinctly  modern  development. 
The  best  elements  of  the  medical  profession  in 
any  community  are  really  interested  in  the  pre- 
A ention  of  disease  and  have  always  rendered 
valuable  altruistic  service  in  adA'ice  and  in 
teaching  the  families  who  look  to  them  for 
guidance. 

But,  in  the  face  of  these  remarkable  achieA’e- 
ments,  there  remain  certain  conditions  against 
which  medicine  seems,  to  date,  to  ha\-e  been 
well  nigh  powerless.  These  are  the  diseases  of 
middle  life — heart  disease,  the  diseases  of  the 
kidney  and  the  blood  vessels.  They  are  usually 
comprehended,  because  of  their  inter-relation- 
ship.  under  the  general  term  of  eardio-vascu- 
lar-renal  diseases.  They  reflect  the  tjTpe  of 
personal  hygiene  practiced  b}T  individuals. 

The  first  years  of  this  century  gave  clear  in- 
dications of  increasing  rather  than  declining 
death  rates  from  these  conditions.  Fortunately, 
however,  in  the  years  following  the  war,  some 
interest  appears  to  haA’e  developed  in  these  con- 
ditions as  causes  of  death,  and  there  now  seems 
to  be  a distinct  possibilit}’-  for  a material  re- 
duction in  their  incidence.  This  is  a great 
opportunity  for  the  preventhe  medicine  of 
the  immediate  future. 

The  first  step  is  to  develop  an  extenshe  plan 
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for  detecting  diseases  which  prey  on  persons 
in  middle  life,  before  they  can  do  the  damage 
which  results  in  premature  old  age  and  death. 
The  periodic  medical  examination  is  the  most 
promising  effort  toward  this  end.  Already 
thousands  of  persons  are  regarding  such  phy- 
sical examinations  in  much  the  same  way  as 
the  periodic  examination  of  their  teeth.  Every 
day  physicians  have  it  in  their  power  to  aid 
their  patients  in  adding  years  to  their  lives. 
Among:  17,000  adult  white  males  recentlv  ex- 
amined,  some  13  per  cent  were  found  to  be 
over-weight  by  more  than  20  per  cent  above 
the  usual  standards  for  height  and  age,  and 
over-weight  is  the  most  fruitful  source  of  pre- 
mature break-down  of  the  heart,  blood  vessels 
and  kidneys.  Suspected  focal  infection  was 
found  in  42  per  cent  of  these  cases ; more  than 
a quarter  of  them  had  enlarged  or  septic  ton- 
sils. These  are  but  samples  of  the  findings, 
and  suggest  what  a fertile  field  exists  for  sub- 
stantial improvement  in  the  life  prospects  of 
persons  apparently  in  good  health.  Most  of 
these  persons  became  aware  of  their  defects  for 
the  first  time  at  these  examinations.  Fortu- 
nately, we  have  illustrations  to  show  that  the 
periodic  health  examinations  do  actually  re- 
duce sickness  and  mortality.  For  example,  in 
1914,  the  Metropolitan  Life  Insurance  Co.  in- 
augurated a system  of  free  periodic  health  ex- 
aminations for  its  ordinary  policy  holders. 
Six  years  later  the  after-history  of  the  first 
6,000  persons  examined  was  studied.  Accord- 
ing to  prevailing  mortality  tables,  303  deaths 
should  have  occurred  in  this  group;  and  yet 
only  217  actually  took  place.  This  means  a re- 
duction of  28  per  cent  in  the  death  rate,  more 
than  enough  in  reduced  claim  payments  to  pay 
for  the  cost  of  the  examinations. 

The  situation,  then,  is  at  once  a challenge 
and  an  opportunity  for  the  medical  profession. 
More  and  more  must  medical  practice  rely  on 
the  efficacy  of  thorough  physical  examinations. 
More  and  more  these  should  become  a routine 
for  doctors  at  the  request  of  the  patient.  Phy- 
sicians will  thus  become  counselors  of  their 
clientele,  showing  their  patients  how  to  avoid 
over-weight,  how  to  conserve  energy,  and  how 
to  follow  simple  hygienic  rules  of  living.  But, 
to  accomplish  these  ends,  it  will  be  necessary 
for  the  medical  profession  to  develop  generally 
better  and  more  standardized  technic  for  the 
physical  examination. 

The  public  must  also  co-operate,  turning  in 
larger  measure  to  the  family  physician  for  ex- 


aminations while  well,  not  waiting  for  illness 
as  an  excuse  for  the  first  visit.  The  preven- 
tion of  sickness  is  becoming  rapidly  a most  im- 
portant service  which  the  public  can  receive 
and  should  expect  from  the  family  physician. 

One  of  the  outstanding  public  health  states- 
men of  our  country  has  said  that  all  physi- 
cians may  be  divided  into  three  groups:  first, 
leaders;  second,  those  who  follow  the  leadei's; 
third,  those  who  absolutely  commercialize 
their  profession  and  see  in  it  only  a means 
of  making  money.  He  added  that  the  public 
health  worker  must  have  the  sympathy  and 
support  of  the  first  two  groups  and  that  he 
must  expect  to  always  have  the  opposition  of 
the  last  named  group.  In  the  minds  of  this 
latter,  the  question  is  constantly  arising  as  to 
the  encroachment  of  public  health  work  upon 
the  field  of  the  private  physician.  As  a mat- 
ter of  fact,  while  the  public  health  movement 
has  neceessarily  meant  a reduction  of  the  need 
for  private  medical  service  along  certain  lines, 
as,  for  example,  in  typhoid  fever,  it  has,  on  the 
other  hand,  proven  to  be  a positive  means  of 
promoting  the  work  of  high  class  physicians 
and  of  teaching  the  public  to  appreciate  more 
than  ever  their  service.  Stress  upon  periodic 
physical  examinations  and  the  importance  of 
seeking  advice  early  before  the  break-down 
comes  are  today  being  given  much  emphasis. 
This  means  that  teaching  health  truths,  es- 
pecially to  the  young,  will  serve  to  offset  many 
of  those  hurtful  influences  of  our  modern  liv- 
ing conditions  and  tend  to  promote  a more 
vigorous  type  of  manhood  and  womanhood. 
By  that  it  will  also  mean  the  building  up, 
rather  than  diminishing,  the  work  of  those 
physicians  whose  ideals  are  high  and  who  are 
prepared  to  co-operate  with  the  spirit  and 
practice  of  preventive  medicine. 

The  progress  that  Virginia  has  been  mak- 
ing during  recent  years  in  Public  Health 
work,  as  well  as  along  other  lines,  should  en- 
courage us  to  look  hopefully  forward  to  the 
time  when  all  of  our  counties  as  well  as  our 
cities  will  see  the  importance  and  the  value 
of  adequately  financed  and  properly  organized 
health  work, — a time  when  every  child  born 
in  Virginia  shall  have  a fair  chance  of  being 
well  born  and  a fair  chance  to  enjoy  his  birth 
right  of  unhampered  mental  and  physical  de- 
velopment. 

Have  we,  the  health  workers  of  Virginia, 
then  the  courage  and  the  vision  to  enable  us 
to  “carry  on”  patiently  and  persistently,  and 
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perhaps  ploddingly,  looking  to  the  consumma- 
tion of  that  far  off  divine  event  toward  which 
the  whole  creation  moves,  holding  with  Ten- 
nyson that : 

“Through  the  ages  one  increasing  purpose  runs, 
And  the  thoughts  of  men  are  widened  with  the  pro- 
cess of  the  suns.” 


THE  CORRECTION  OF  NASAL 
DEFORMITIES.* 

By  J.  EASTMAN  SHEEHAN,  M.  D„  F.  A.  C.  S., 

New  York,  N.  Y. 

Professor  of  Plastic  Surgery,  New  York  Post-Graduate  Medical 
School  and  Hospital. 

Before  proceeding  to  the  diagnosis  of  par- 
ticular cases  or  describing  the  surgical  pro- 
cedures that  have  been  devised  for  the  correc- 
tion of  the  more  familiar  deformities,  it  may 
be  as  well  to  be  clear  in  our  minds  what  is  in- 
volved in  a case  of  facial  disfigurement.  There 
are  some  in  the  profession  who  agree  that  the 
surgeon  has  the  right  to  do  what  may  be  needed 
for  the  restoration  of  function  but  who  claim 
that  he  oversteps  his  duty  if  he  goes  beyond 
the  strict  necessities.  However,  it  is  a sound 
surgical  principle  to  diagnose  in  terms  of  loss, 
and  the  principle  ought  to  be  applied  with 
understanding. 

As  the  patient  sees  it,  the  loss  here  is  three- 
fold. There  is  loss  of  function;  there  is  de- 
traction from  his  appearance;  there  may  be 
loss  of  earning  power.  He  is  entitled  to  re- 
cover all  three. 

That  dysfunction  is  a menace  to  health  is 
conceded.  The  depression  resulting  from  con- 
sciousness of  a bad  appearance  is  also  injuri- 
ous. The  ability  to  find  work  is  largely  de- 
pendent upon  others,  and  they  are  not  in- 
variably charitably  minded.  To  be  refused 
the  opportunity  to  earn  a living,  to  be  de- 
barred from  the  prospect  of  marriage,  to  be 
shut  out  from  desirable  social  contacts,  all  are 
very  serious  matters.  They  must  be  taken  into 
account  when  the  correction  is  planned  and  at 
every  stage  of  the  procedure.  It  is  the  con- 
cern for  these  factors  that  has  compelled  the 
elaboration  of  those  surgical  methods  which 
distinguish  plastic  from  other  surgery. 

That  is  why  it  is  a law  of  plastic  surgery 
to  avoid  making  new  disfigurements.  That  is 
what  underlies  the  devising  of  a whole  range 
of  expedients  in  suturing.  That  is  what  ac- 
counts for  the  constant  effort  to  simplify  the 
procedures.  And  for  the  same  reason  we  have 

•An  address  delivered  al  Gill  Memorial  Hospital,  Roanoke, 
Va„  March  18,  1927. 
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been  obliged  to  give  intensive  study  to  the 
skin-graft  in  terms  of  its  physiology. 

The  whole  tendency  at  present,  as  you  will 
note  during  the  clinical  demonstrations,  is  to 
utilize  the  tissues  of  the  nose  itself,  as  much  as 
possible,  in  effecting  the  correction,  and  to  re- 
duce to  the  minimum  the  use  of  materials  from 
other  parts.  It  is  surprising  how  much  can 
be  done  in  this  way  in  those  cases  where  the 
disfigurement  has  been  produced  by  a blow  or 
other  injury  of  like  character.  The  flattened 
nasal  bones  are  detached  from  the  maxillae 
and  raised  and  straightened.  The  cartilages 
are  readily  manipulated  to  give  the  bridge  and 
alae  their  normal  shape.  Very  often  there  can 
be  taken  from  the  distorted  and  swollen  lateral 
cartilages  enough  material  to  fill  any  remain- 
ing depression  on  the  bridge.  If  not,  a bit  of 
ear  cartilage  can  be  taken  for  the  purpose.  If 
the  septum  has  been  dislocated  from  its  moor- 
ings by  the  force  of  the  blow,  something  in- 
variably followed  by  retraction  of  the  colu- 
mella and  distortion  at  the  tip  of  the  nose,  it 
can  be  re-established  as  a buttress  for  the 
bridge  and  made  to  support  the  columella  by 
means  of  sutures  placed  obliquely  and  after- 
wards drawn  straight,  raising  or  lowering  the 
tip  as  the  case  may  be.  By  a slight  angular 
excision  from  the  septum  the  nose  at  the  tip 
can  be  retracted  and  so  shortened;  or  by  ad- 
vancing the  strip  so  excised  and  enmeshing  it 
in  the  columella  the  nose  can  be  lengthened  to 
normal. 

It  is  not  necessary,  despite  opinions  to  the 
contrary,  to  have  two  operations  where  it  is 
required  to  resect  the  septum.  The  preferable 
method,  both  for  the  operator  and  the  pa- 
tient, is  to  correct  any  deflection  of  the  sep- 
tum at  the  same  time  as  the  rest  of  the  repair. 
If  the  physical  laws  are  respected  in  the  re- 
moulding of  the  nose  there  is  no  added  dan- 
ger, no  increase  in  the  period  of  hospitaliza- 
tion, and  the  patient  is  spared  the  repeated 
operations  which  he  rightly  dreads.  This  ap- 
plies to  young  children  as  well  as  to  others. 
It  has  been  held  by  many  that  in  case  of  injury 
to  the  nose  at  say  five  to  seven  years  the  sep- 
tum ought  not  to  be  resected  until  about  the 
age  of  thirteen,  at  which  period  the  vomer  is 
supposed  to  have  attained  its  growth.  The 
reasoning  is  not  sound,  for  with  the  septum 
left  in  the  distorted  state  the  vomer  does  not 
normally  develop. 

In  those  cases  where  the  methods  of  re-ad- 
justment within  the  nose  can  be  applied  as  de- 
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scribed,  patients  leave  the  hospital  in  from 
three  to  four  days,  instead  of  ten  days  to  two 
weeks  as  formerly. 

Naturally  there  are  cases  that  cannot  be  sim- 
plified to  this  extent.  In  those  instances  where 
the  upper  nose  has  been  flattened  by  the  blow 
while  the  lower  parts  have  been  left  normal, 
there  can  be  no  recourse  to  the  lateral  cartil- 
ages for  material  to  fill  the  depression  on  the 
bridge.  Costal  cartilage  may  have  to  be  em- 
placed to  restore  the  contour,  unless  the  open- 
ing of  the  chest  can  be  averted  by  the  use  of 
ear  cartilage,  which  is  not  serviceable  except 
in  small  depressions. 

Similarly,  where  there  is  a defect  on  the  sur- 
face, or  one  has  to  be  made  for  the  elimination 
of  scar,  it  is  evident  that  skin  must  be  brought 
from  somewhere.  If  the  area  to  be  covered  is 
not  too  large  the  preferable  method  is  to  ad- 
vance the  skin  from  the  adjacent  cheek.  Be- 
sides being  the  most  easily  accessible  and  the 
most  adequately  supported  in  the  matter  of 
blood  supply,  the  skin  of  the  cheek  is  the  most 
perfect  match  available  for  the  skin  of  the 
nose,  a factor  whose  importance  is  increas- 
ingly recognized  because  of  the  influence  upon 
the  ultimate  aesthetic  result.  If  one  must  look 
elsewhere  for  the  means  of  covering  a small 
defect,  the  first  recourse  is  to  the  skin  of  the 
upper  eyelid,  Always  provided  there  is  no 
pigmentation,  as  there  often  is  in  the  eyelid 
skin,  that  would  cause  a blemish  in  the  new 
position.  The  upper  eyelid  can  spare  a sur- 
prisingly large  proportion  of  its  skin  surface 
without  injury,  and  a free  graft  from  that 
area  “takes”  better  than  a similar  graft  from 
any  other  part.  Secondary  recourse  is  to  the 
prepuce,  or  to  the  ear.  Color  is  also  to  be 
considered  in  the  first  case;  otherwise,  the  thin 
integument  is  very  effective  as  a free  graft. 

If  there  is  nothing  for  it,  because  of  the 
size  of  the  defect  to  be  covered,  but  to  bring 
down  a pedicle  flap  carrying  forehead  skin, 
then  the  law  against  making  new  disfigure- 
ments dictates  that  the  actual  pedicle  be  lifted 
from  the  scalp,  and  that  it  carry  no  more  of 
the  hair-free  forehead  skin  than  is  actually 
needed.  In  this  way  the  scarring  of  the  fore- 
head is  reduced  to  the  minimum,  and  the  hair 
covers  any  wound  edges  on  the  scalp  after  the 
pedicle  is  returned. 

Notwithstanding  that  the  lessons  taught  by 
experience  are  very  definite,  it  is  still  neces- 
sary to  insist  that  if  any  material  is  introduced 
among  the  nose  tissues  to  support  them  in  the 


normal  position,  that  material  must  be  from 
the  patient’s  own  body.  All  foreign  bodies  are 
treated  as  enemies  by  the  tissues  and  their  cer- 
tain expulsion  is  accompanied  by  abscess,  in- 
fection, and  the  making  of  new  disfigurements. 
Even  when  taken  from  the  body  of  another 
there  is  danger,  for  it  would  seem  that  dif- 
ferences, chemical  or  cellular,  assert  them- 
selves, under  the  slightest  stress,  with  disas- 
trous results.  Costal  cartilage  is  better  than 
any  other  material  for  such  implants.  Its 
presence  is  not  resented;  it  lives,  and  it  does 
not  disintegrate  or  absorb. 

On  no  account  whatever  should  paraffin  be 
introduced  into  the  tissues  of  the  human  body. 
Even  the  initial  risks  are  startling,  as  was 
shown  from  the  beginning  of  the  practice 
thirty  years  ago,  when  blindness  and  embo- 
lisms gave  warnings  that  ought  to  have  been 
heeded.  If  this  stage  is  passed  in  safety  it  is 
still  positively  certain  that  any  paraffin  in- 
jected will  have  to  be  surgically  removed  sooner 
or  later — if,  indeed,  it  can  be. 

If  the  paraffin  is  in  one  mass  under  the  skin, 
there  follows  a low  grade  pressure  inflamma- 
tion, the  mass  becomes  encapsulated  with  fibro- 
tic  tissue,  and  this  condition  may  last  for  a 
long  time.  Sometimes  the  paraffin  dissemi- 
nates by  divers  pathways,  the  film  of  fibrous 
tissue  around  it  undergoing  change  and  set- 
ting up  inflammation,  which  inflammation  may 
cause  a further  spread  of  the  material.  From 
this  condition  it  may  go  into  a third  stage,  the 
material  breaking  up  into  pulverized  and  in- 
visible particles  which  invade  the  meso-ecto 
derm,  replacing  the  structures  with  fibrous 
tissues,  devitalizing  the  skin,  and  resulting  in 
inflammation,  abscess,  ulcer,  and  in  some  in- 
stances malignant  degeneration.  In  the  late 
stages  embolism  may  occur.  On  exposure,  if 
the  paraffin  is  found  to  be  encapsulated  in  one 
place  it  can  be  shelled  out.  But  in  the  later 
stages  the  skin  is  seen  to  be  changed  to  a dirty 
yellow  color  and  an  odd  globule  of  oil  may  be 
noticed.  Even  before  exposure  the  skin  may 
be  seen  to  be  red  or  cyanosed  as  the  result  of 
circulation  disturbance.  As  the  skin  has  been 
destroyed,  there  is  no  good  to  be  done  bv  mere- 
ly closing  the  incision;  this  will  only  produce 
inverted  scar.  The  only  course  is  to  get  rid 
of  the  dead  skin  and  cover  the  defect  so  made 
with  skin  from  another  part. 

Paraffinoma  is  appallingly  on  the  increase. 
It  is  a disease  artifically  produced  for  which 
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there  is  not  the  slightest  excuse  to  be  offered 
by  those  who  produce  it. 

A word  about  the  incisions  by  means  of 
which  access  is  gained  to  the  interior  of  the 
nose.  The  intra-nasal  incision  favored  by 
some  European  schools  is  open  to  two  objec- 
tions. It  obliges  the  operator  to  apply  force 
on  other  than  direct  lines,  which  in  practice 
has  many  disadvantages;  and  the  location  of 
the  incision  is  needlessly  favorable  to  infec- 
tion, while  making  needlessly  difficult  its  con- 
trol. Much  greater  satisfaction  is  to  be  had 
by  adopting  a more  direct  method  of  approach. 
There  are  four  available,  according  to  the 
degree  of  operative  difficulty.  If  the  lateral 
cartilages  are  to  be  exposed  and  shifted,  an 
incision  within  the  nostril,  following  the  curve 
of  the  alar  rim  and  a little  back  of  it,  best 
serves  the  purpose.  For  somewhat  more  ex- 
tensive separation,  the  columella  is  freed  by 
an  incision  along  its  vertical  axis  interiorly 
and  retracted  to  one  side  or  the  other.  This 
allows  the  exercise  of  force  on  direct  lines  and 
leaves  no  visible  scar.  Or  the  incision  may  be 
from  the  surface  through  the  vertical  mid-line 
of  the  columella;  with  proper. care  in  the  su- 
turing the  scar  here  is  negligible  and  tends  to 
disappear.  Or  in  special  cases  the  columella 
may  be  completely  disengaged  at  the  philtrum 
and  lifted  out  of  the  way.  Here  also  the  scar 
is  negligible.  With  access  to  the  nose  effected 
in  any  of  these  ways  the  tissues  can  be  manip- 
ulated safely  and,  a matter  of  much  import- 
ance, speedily. 

The  syphilitic  nose  calls  for  special  and 
separate  mention.  We  all  know  the  character- 
istic appearance.  In  the  first  stage  the  cor- 
rective procedure  does  not  differ  from  that 
used  for  ordinary  “saddle”  nose.  It  is  the 
second  stage  that  has  defied,  until  recently,  all 
efforts  to  provide  correction.  With  the  mem- 
brane eroded  by  the  disease  and  replaced  by 
scar,  contractile  forces  have  had  free  play, 
with  resulting  distortion  of  the  nose  itself  and 
invasion  of  the  adjacent  tissues,  producing  the 
characteristic  facies,  with  the  familiar  hope- 
less expression.  The  key  to  the  correction  was 
found  in  the  war  hospitals,  where  the  necessity 
of  a lining  was  recognized,  as  before  it  had 
not  been.  Previous  failure  had  been  due  to 
the  non-observance  of  the  importance  of  the 
function  of  the  lining  membrane.  The  prob- 
lem was  to  replace  it,  and  this  has  been  done 
by  means  of  the  Thiersch  graft,  held  in  place 
by  a prosthesis  after  elaborate  preparation  of 


the  bed  to  receive  it.  It  may  be  a long  and 
tedious  process,  but  it  constitutes  nevertheless 
one  of  the  real  triumphs  of  plastic  surgery. 
The  third  degee  of  the  syphilitic  condition  in- 
volves the  loss  of  all  the  elements,  and  the  cor- 
rection is  equivalent  to  total  rhinoplasty. 

Skin-grafting  is  inseparable  from  the  cor- 
rection of  nasal  disfigurements.  The  subject 
is  broad  enough  to  take  by  itself  more  time 
than  we  have  at  disposal.  It  will  be  sufficient 
for  the  present  purpose  to  indicate  some  con- 
siderations that  press  upon  the  notice  of  the 
operator  in  practice.  There  is  some  contro- 
versy as  to  the  suitability  of  the  epidermic 
(Thiersch)  graft  as  a substitute  for  mucous 
membrane.  Briefly,  it  is  suitable  within  the 
nose,  in  the  buccal  cavity,  in  the  antrum,  and 
as  a lining  for  the  eye-socket,  if  it  is  cut  so 
thin  as  really  to  be  an  epidermic  graft.  The 
appearance  of  hair,  excessive  desquamation, 
exudation  of  sebaceous  excretions  which  become 
rancid  and  evil  smelling,  are  signs  that  the 
graft  has  been  cut  too  thick  and  includes . a 
layer  of  the  corium.  Otherwise,  the  substitu- 
tion for  mucous  membrane  is  well  nigh  per- 
fect. It  is  not  used,  however,  for  replacement 
of  the  conjunctiva  when  the  eye  is  in  place; 
there  a mucous  membrane  graft  from  the  lip 
or  from  within  the  mouth  is  indicated.  On 
the  surface  its  two  limitations  are  a contractile 
tendency  and  the  development  of  a prune  juice 
tint.  But  the  “take”  of  the  Thiersch,  when 
its  use  is  indicated,  is  100  per  cent. 

The  full-thickness  graft  is  favored  more 
and  more  because  it  can  be  taken  from  unex- 
posed parts,  thus  conforming  to  the  rule 
against  making  new  disfigurements.  At  first 
there  was  only  partial  assurance  of  its  “take”, 
the  average  not  much  exceeding  50  per  cent. 
Ferris  Smith  demonstrated  that  this  was  due 
to  the  application  of  improper  amounts  of 
pressure,  and  out  of  his  experiments  was 
evolved  a method  of  maintaining  the  proper 
pressure,  which  he  also  determined  (30  mm. 
mercury).  Since  then,  especially  with  thin 
skin  like  that  of  the  upper  eyelid,  uniform 
success  can  be  confidently  looked  for.  The 
drawback  is  that  the  skin  of  unexposed  parts 
does  not  match  that  of  the  face,  either  in  color 
or  in  texture.  The  red  element  in  skin  is  deter- 
mined by  the  amount  of  arterial  blood  held 
in  the  capillaries,  obviously  not  the  same  in 
exposed  and  unexposed  parts.  The  skin  from 
covered  areas  never  does  quite  assimilate:  the 
habit  of  the  tissue  is  not  easily  overcome. 
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If  in  all  these  particulars  the  method  is  dic- 
tated by  regard  for  the  ultimate  aesthetic  re- 
sult, it  follows  that  in  suturing,  so  readily  con- 
ducive to  scar  formation,  the  utmost  refinement 
of  method  must  be  sought  with  a view  to  the 
optimum  result.  The  extreme  delicacy  of 
some  of  the  methods  can  best  be  appreciated 
in  actual  demonstration.  The  fact  is,  how- 
ever, that  in  moderately  favorable  conditions 
it  is  difficult,  after  even  a few  days,  to  dis- 
cern the  line  of  organization. 

Finally,  it  has  been  amply  proved  that  the 
open  wound  condition  should  be  reverted  to 
just  as  soon  as  possible  after  the  operation. 
The  healing  is  quicker  and  better,  the  danger 
from  infection  less.  Just  as  soon  as  may  be, 
we  dispense  with  the  bandage  and  substitute 
the  screened  bed.  Incidentally,  it  may  be  men- 
tioned that  the  screen  is  very  popular  with 
patients,  affording  them  a sense  of  semi-priv- 
acy by  which  they  set  great  store.  Treatments 
by  real  and  artificial  sunlight  and  other  de- 
vices of  light  therapy  are  useful  aids  in  pres- 
ence of  refractory  conditions  during  the  stage 
of  after-treatment. 

As  to  the  bandage,  in  nasal  operations  such 
as  have  been  described,  the  function  assigned 
to  it  is  to  hold  the  parts  in  their  new  setting 
for  48  hours.  By  that  time  the  processes  of 
re-organization  have  been  established,  and  the 
nose  will  maintain  its  position.  The  bandage 
can  therefore  be  discarded,  not  to  be  renewed. 
Owing  to  the  care  exercised  in  separating  the 
tissues  in  these  procedures,  and  particularly 
in  freeing  the  skin  from  the  vessel-bearing  tis- 
sues, there  is  so  little  ecchymosis  that  the  pa- 
tient can  usually  leave  the  hospital  on  the  third 
or  fourth  day. 

636  Fifth  Avenue. 


THE  IMPORTANCE  OF  THE  APPLICA- 
TION OF  VITAMIN  KNOWLEDGE 
DURING  INFANCY  AND  CHILD- 
HOOD.* 

By  W.  AMBROSE  MCGEE,  B.  S„  M.  D„  Richmond,  Va. 

The  general  practitioner  and  pediatrician  of 
today  owe  much  to  the  science  of  biochemistry 
for  the  progressive  increase  in  good  results  in 
the  feeding  of  infants  and  children.  Without 
the  excellent  achievements  in  research  by  bio- 
chemists, the  progress  of  successful  nutrition 
would  still  be  in  its  infancy. 

The  knowledge  that  the  newborn  need  cer- 

•Read  before  the  Richmond  Pediatric  Society,  December 
2,  1926. 


tain  constituents  in  their  food,  namely,  car- 
bohydrates, fats,  proteins,  salts  and  water  in 
their  proper  relation,  has  been  known  for 
more  than  two  decades.  However,  even  with 
the  different  types  of  food  present  in  the  diet, 
scientists  realized  that  something  was  fre- 
quently lacking  in  order  for  an  individual  to 
take  advantage  of  what  he  or  she  had  in- 
gested. This  something  that  was  known  to 
be  lacking  may,  for  sake  of  illustration,  be 
compared  with  the  proper  function  of  an 
automobile. 

An  automobile  may  have  plenty  of  oil  and 
gasoline  in  the  proper  places  and  a com- 
petent driver  at  the  wheel,  but  without  a 
properly  timed  spark,  the  motor  will  run  im- 
properly and  in  so  doing  it  will  not  func- 
tion for  its  good.  It  is  universally  known  that 
sparks  accurately  regidated  are  needed  to 
make  use  of  the  automobile  food.  Likewise, 
a child  may  have  enough  carbohydrate,  fat, 
protein,  salt  and  water  even  in  a purified  state 
and  in  a well  balanced  proportion  and  yet  his 
metabolism  will  not  function  properly.  The 
factor  lacking  may  be  likened  to  the  automo- 
bile, and  like  it,  this  deficient  something  could 
be  termed  the  spark  needed  for  proper  meta- 
bolism. Just  as  bread  is  spoken  of  as  the 
“staff  of  life,”  the  deficient  substance  could 
be  termed  the  “spark  of  life”  or  the  spark 
needed  for  body  construction. 

The  vast  amount  of  publicity  concerning 
these  deficient  substances  or  vitamins,  as  they 
are  now  termed,  has  led  to  an  eager  desire  by 
the  public  for  concentrated  vitamin-rich 
foods.  This  popular  interest  has  led  to  a 
commercial  exploitation  and  unfortunately 
much  capital  has  been  realized  since  vitamins 
are  now  in  fad.  No  indiscriminate  use  should 
be  made  of  vitamin  knowledge,  nor  should 
vitamins  be  considered  the  chief  cause  of 
chronic  malnutrition.  We  should  only  use 
them  when  indicated  and  wait  for  further  re- 
search and  time  to  determine  their  real  place 
in  nutrition. 

For  several  years,  three  vitamins  have  been 
known  of  and  have  had  an  important  posi- 
tion in  the  daily  diets  of  different  nations. 
These  three  vitamins  are  classified  according 
to  their  solubility  and  they  are  designated  by 
the  first  three  letters  of  the  English  alphabet, 
namely,  fat  soluble  A,  water  soluble  B,  and 
water  soluble  C.  In  more  recent  years  (since 
1922)  two  more  vitamins  have  been  added  to 


142 


VIRGINIA  MEDICAL  MONTHLY 


[June, 


the  list, — fat  soluble  D.  and  vitamin  E or  X.: 
The  knowledge  that  there  are  definite  vitamins, 
even  though  their  chemical  nature  is  not  defi- 
nitely known,  has  led  the  human  race  to  begin 
to  realize  the  necessity  of  a variety  of  food, 
and  has  solved  many  problems  in  nutrition 
which  formerly  were  considered  obscure  or 
were  unsolved. 

After  the  discovery  of  America,  sailors  be- 
itan  taking  loner  vovages.  and  the  death  rate 
among  them  rose  to  a large  figure  due  to  a 
condition  in  which  there  was  hemorrhage  and 
fragility  of  bones  and  hemorrhage  of  the 
gums.  This  disease  was  given  the  name  of 
scurvy  and  was  greatly  feared  by  navigators. 
The  diet  of  the  sailors  affected  usually  was 
abundant  in  salted  meats  and  lacking  in  vege- 
tables. Even  as  late  as  the  World  War  this 
disease  was  prevalent  among  German  naval 
men  who  spent  months'  preying  upon  Allied 
Nations’  vessels.  The  last  of  the  German 
raiders  was  forced  to  come  ashore  for  fresh 
foods  as  they  had  developed  scurvy.  The  high 
death  rate  among  men  taking  long  sea  voy- 
ages led  to  much  investigation  by  medical 
authorities  to  find  the  cause  of  scurvy.  In 
1536.  Jacques  Cartier2  suspicioned  something 
lacking  in  the  ship's  diet  and.  after  losing  a 
large  number  of  his  party  from  scurvy,  saved 
the  remainder  by  use  of  an  infusion  of  pine 
needles.  It  was  not  until  1747  that  orange 
and  lemon  juice  were  found  to  be  specific  for 
scurvy.  This  specific  was  discovered  by  James 
Lind,3  a British  Naval  Surgeon,  who  also  ob- 
served the  beneficial  effect  of  cows’  milk  in 
scurvy.  Even  though  the  use  of  orange  and 
lemon  juices  has  been  known  since  Lind's 
time,  there  was  a large  death  rate  in  the 
World  War  from  scurvy  due  to  the  lack  of 
knowledge  of  the  dietary  properties  of  foods 
among  army  and  naval  officers  and  mothers, 
especially  among  the  latter  in  such  countries 
as  Russia  and  Armenia.  Infantile  scurvy  was 
rarely  mentioned  before  the  use  of  artificial 
food,  namely,  cows’  milk,  in  1793,  by  Under- 
wood.4 Experimental  work  has  shown  that 
not  all  animals  or  fowls  are  subject  to  scurvy, 
for  rats  and  pigeons  appear  immune  even  on 
a diet  that  is  known  to  be  scurvy  producing  in 
other  animals. 

Another  condition  well  known  among  cer- 
tain nations,  particularly  countries  in  which 
rice  furnishes  a major  part  of  the  diet,  is  a 
deficiency  disease  called  beri-beri.  Cuerva3 


(1923)  says  that  as  far  back  as  2600  B.  C. 
the  Chinese  knew  of  this  condition,  and  in 
the  second  century  A.  D.  the  Japanese  de- 
scribed it  as  Ivak-ki.  Many  theories  have  been 
advanced  as  to  the  etiology  of  beri-beri.  but  it 
was  due  to  the  untiring  efforts  of  Eijkman.6 
at  Batavia  (Dutch  East  Indies),  in  1889,  that 
the  large  consumption  of  polished  rice  was 
the  food  responsible  for  the  condition.  He 
found  beri-beri  could  be  cured  by  adding  sil- 
verskin  (the  pericarp  and  germ  or  embryo  of 
rice)  to  white  rice.  In  experimental  work  it 
has  been  found  that  rats  and  pigeons  can  be 
protected  from  beri-beri  or  cured  of  the  dis- 
ease by  feeding  them  the  concentrated  urine 
of  man  or  dog.  Carnivorous  animals,  such 
as  lions  and  tigers,  do  not  get  beri-beri  for, 
after  killing  their  prey,  they  eat  its  liver  and 
kidneys  which  serve  as  sources  of  the  some- 
thing that  prevents  polyneuritis. 

At  present  there  seem  to  be  two  forms  of 
beri-beri,"  namely,  the  dry  and  wet  types.  In 
the  former  there  usually  is  some  emaciation, 
whereas,  in  the  latter,  dropsy  is  prominent, 
in  fact  so  prominent  that  unfortunately  that 
form  is  not  sufficiently  recognized  from  a 
standpoint  of  severity,  for  those  affected  are 
in  imminent  danger  of  immediate  death.  There 
is  no  kidney  or  heart  disease  and  consequently 
the  chemistry  of  the  blood  is  negative. 
With  the  dry  form  there  is  an  associated 
paralysis  or  polyneuritis  and  anorexia.  The 
onset  is  rapid  in  wet  beri-beri.  Dry  beri-beri 
seems  to  be  due  to  a single  deficient  substance, 
namely,  vitamin  B.  while  the  wet  form  ap- 
pears to  be  due  to  a double  deficiency,  namely, 
vitamin  B associated  with  a protein  starvation. 
It  is  possible  that  maybe  what  is  called  and 
known  as  vitamin  B might  be  more  than  one 
vitamin  or  that  the  vitamin  responsible  for 
wet  beri-beri  has  not  been  definitely  deter- 
mined. Maybe  the  protein  starvation  is  due  to 
insufficiency  of  some  of  the  eighteen  or  twenty 
amino  acids  (end  products  of  protein  diges- 
tion) rather  than  a real  protein  starvation. 
When  certain  of  the  amino  acids  are  insuffi- 
cient or  absent8  (e.  g.,  tryptophane),  main- 
tenance of  life  is  impossible,  while,  when 
others  are  insufficient  or  lacking  (e.  g..  lysin), 
maintenance  is  allowed,  but  growth  is  not  per- 
mitted. Wet  beri-beri  is  known  by  several 
names,  dropsical  beri-beri  and  war  or  famine 
or  nutritional  edema. 

It  was  much  later  that  another  condition — 
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xerophthalmia — was  discovered  to  belong  to 
the  class  of  deficiency  diseases.  In  1857,  Liv- 
ingston.9 during  an  exploration  in  Africa,  de- 
scribed the  hardships  that  his  party  endured 
while  living  on  sugarless  coffee,  manioc  roots 
and  meal,  and  from  exposure  to  the  weather. 
He  stated  that  the  eyes  of  the  party  became 
affected.  Spicer,10  in  1892,  stated  that  follow- 
ing measles  or  whooping  cough  with  bron- 
chitis, when  there  had  been  a serious  exhaus- 
tion, there  not  infrequently  occurred  large 
corneal  ulcers.  He  also  mentioned  sponta- 
neous sloughing  of  the  cornea  among  nurslings 
where  mothers  practiced  long  religious  diets. 
To  overcome  this  eye  condition  and  the  dry- 
ing and  hardening  of  the  eyeballs  in  those 
children  and  also  night  blindness,  Spicer  fed 
a high  nitrogenous  diet  and  cod-liver  oil. 

The  brief  historical  references  of  scurvy, 
beri-beri  and  xerophthalmia,  illustrate  the  need 
of  certain  food  substances  which,  when  de- 
ficient or  absent,  give  rise  to  severe  or  mod- 
erately severe  conditions.  These  three  sub- 
stances. or  vitamins  A,  B and  C,  have  been 
mentioned  before. 

Since  1922  two  additions  have  been  made 
to  the  class  of  vitamins,  namely,  vitamin  D 
and  vitamin  E or  X,1  both  of  which  have  been 
discovered  to  be  of  value ; especially  is  this 
true  of  vitamin  D.  The  conditions  with  which 
its  absence  or  deficiency  is  concerned  have 
been  known  for  many  years.  The  large  num- 
ber of  infants  and  children,  especially  those 
of  the  temperate  zone,  who  have  had  poorly 
developed  bones  and  teeth  have  been  men- 
tioned repeatedly  in  old  medical  literature. 
The  skeletal  development  of  those  affected  is 
slow  and  imperfect  and  the  bones  bend  and 
break  easily.  For  this  condition  the  name 
rickets  lias  been  selected  (this  being  derived 
from  an  old  English  word — wrikken,  meaning 
to  bend  or  twist).  Associated  with  the  im- 
perfect skeletal  structure  there  usually  is 
found  abnormality  in  size  and  shape  of  the 
cranium,  chest  and  abdomen ; a delay  or  im- 
perfect formation  of  teeth  and  a frequency  of 
dental  decay.  Likewise,  it  has  been  long 
known  that  rachitic  children  stand  respira- 
tory infections  poorly.  Much  investigation 
for  the  correction  and  prevention  of  rickets 
and  its  associated  conditions  has  been  done 
and  in  the  past  few  years  the  importance  of 
another  vitamin,  namely,  fat  soluble  D,  has 
been  brought  to  light. 
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Very  little  information  has  been  published 
concerning  vitamin  E or  X,1  but  studies  by 
Evans  and  Bishop  seem  to  show  that  this  un- 
known substance  is  essential  for  reproduction. 

Each  vitamin  appears  to  have  a more  or 
less  definite  physiological  action;  fat  soluble 
A is  growth  promoting  and  anti-xeroph- 
thalmic,  and  seems  to  stimulate  digestion  and 
absorption  of  fats;  water  soluble  B is  also 
growth  promoting  and  in  addition  is  anti- 
neuritic;  water  soluble  C is  antiscorbutic;  fat 
soluble  D is  antirachitic;  and  vitamin  E or 
X is  concerned  with  reproduction.  In  many 
instances,  while  a diet  may  be  lacking  or  de- 
ficient in  a certain  vitamin,  there  will  arise 
certain  conditions  or  symptoms  which  cause 
more  or  less  chronic  disturbances.  If  in  these 
cases  the  trouble  is  recognized  and  the  specific 
vitamin  given,  a correction  of  the  trouble  will 
result. 

When  there  is  a deficiency  of  vitamin  A, 
the  individual  seems  predisposed  to  respira- 
tory infections  (“colds,”  bronchitis,  pneu- 
monia, etc.),  and  growth  is  retarded  or  de- 
layed, and  in  some  instances  there  is  an 
associated  loss  of  weight.  Too  little  vitamin 
B gives  rise  to  digestive  disturbances  (an- 
orexia, indigestion,  constipation),  debility, 
cardiac  hypertrophy,  and  a slightly  subnormal 
blood  pressure.  A continued  insufficiency  of 
vitamin  B may  give  rise  to  colitis,  appendicitis, 
or  gastro-intestional  ulcers,  so  Plimmer  and 
Plimmer11  advise.  A shortage  of  vitamin  C re- 
sults in  a sallow,  muddy  complexion,  rheu- 
matic like  pains,  headache,  fatigue,  irritabil- 
ity, and  spongy  painful  gums.  The  mental 
attitude  can  well  be  illustrated  by  an  occur- 
rence in  a large  English  preparatory  school 
where  Professor  Hopkins12  related  an  interest- 
ing story  about  the  pupils  in  his  school.  It 
happened  that  his  boys,  who  had  been  well 
behaved,  became  gradually  irritable  and  list- 
less and  affected  with  other  minor  complaints. 
The  cause  was  diligently  sought,  but  could  not 
be  found.  Careful  examination  of  the  boys 
and  their  surroundings  revealed  nothing  and 
their  food  seemed  adequate.  However,  it  was 
soon  discovered  that  the  diet  was  lacking  in 
uncooked  foods  and  contained  practically  no 
greens.  A near  by  store  had  closed  just  about 
the  time  the  mental  symptoms  began,  and  this 
cut  off  the  only  source  the  boys  had  of  ob- 
taining any  additional  foods.  The  whole  af- 
fair cleared  up  upon  the  addition  of  liberal 
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amounts  of  fresh  fruits  to  the  diet.  The 
school  apparently  had  been  suffering  from  a 
mild  form  of  scurvy.  When  vitamin  D is  in- 
adequate in  amount,  the  bones  are  poorly  calci- 
fied (and  consequently  abnormality  of  shape 
is  prominent),  the  teeth  ai'e  softer  than  normal 
and  have  a tendency  to  decay  easily,  and  the 
metabolism  of  calcium  and  phosphorus  is 
thrown  way  out  of  balance,  giving  rise  to 
tetany  and  allied  spasmophilia  tendencies  as 
the  result  of  the  unbalanced  calcium — phos- 
phorus ratio.  A shortage  of  vitamin  E or  X 
results  in  degenerative  changes  in  the  repro- 
ductive organs. 

Fortunately,  when  there  is  a variety  of  food 
(even  though  the  individual  is  grossly  ig- 
norant of  the  existence  of  vitamins)  no  ill 
effect  from  absence  or  insufficiency  results  be- 
cause the  great  majority  of  natural  foods  con- 
tain an  abundance  or  sufficient  supply  of 
vitamins.  Some  articles  of  our  diet  are  known 
to  contain  more  than  one  vitamin,  while  a few 
others  contain  two  or  more  of  these  substances. 
"While  no  one  has  yet  been  able  to  isolate  a 
single  vitamin  or  measure  it  quantitatively, 
experiments  on  rats,  guinea  pigs,  birds,  cows, 
and  other  animals,  give  a comparative  value 
of  the  richness  of  the  commoner  foodstuffs  in 
the  different  vitamins.  In  some  instances, 
particularly  with  cod-liver  oil,  the  vitamin- 
rich  foodstuffs  are  assayed  biologically,  simi- 
larly to  the  manner  in  which  the  potency  of 
digitalis  is  determined,  namely,  by  the  cat  or 
frog  method.  The  units  of  vitamin  content 
are  based  upon  the  amount  of  the  substance 
in  question  that  is  necessary  to  prevent  signs 
of  the  vitamin  deficiency  in  such  animals  as 
rats. 

In  a joint  report  of  a committee  from  the 
Lister  Institute  and  the  Medical  Research  Com- 
mittee,13 the  following  approximate  vitamin 
values  were  given.  A 1 indicates  a fair  source 
of  the  vitamin  in  question,  while  2 means  a 
good  source,  and  3 an  excellent  one.  Only  a 
few  of  the  foods  are  listed  below,  but  these 
will  give  a fair  idea  of  the  vitamin  content 
of  the  commoner  articles  of  our  diets. 


Name  of  Food 

Vitamin  A 

Vitamin  B Vitamin  C 

Butter 

3 

Cream 

2 

Cod-liver  Oil 

3 

Mutton  Fat 

2 

Lean  Meat 

1 

1 

Liver 

2 

2 

Kidneys 

2 

1 

Fresh  Fat 

2 

Milk,  whole  cow’s  raw  2 

1 

1 

Milk,  condensed, 

1 

l 

1? 

sweetened 

1 

1 

1? 

Milk,  dried 

2 

1 

1 

Milk,  boiled 

1? 

l 

1? 

Milk,  skimmed,  raw 
Cheese,  whole  milk 

1 

1 

l 

Eggs,  fresh 

2 

3 

Eggs,  dried 

Wheat,  maize,  rice, 

2 

3 

whole  grain 

1 

1 

Wheat,  germ 

2 

3 

Wheat,  maize,  bran 

2 

Vegetables: 

Cabbage,  fresh,  raw 

2 

1 

3 

Lettuce 

2 

1 

Spinach,  dried 

2 

1 

Carrots,  fresh,  raw 

1 

1 

1 

Carrots,  dried 

1? 

Potatoes,  raw 

Potatoes,  cooked 

1 

1 

1 

Tomatoes,  canned 

2 

Beans,  fresh,  raw 

2 

Fruits: 

Orange  Juice 

3 

Lemon  Juice 

Bananas 

1 

1 

3 

Nuts 

1 

2 

Miscellaneous: 

Yeast,  dried 

Yeast,  extract  and 

3 

autolyzed 

3 

Malt  Extract 

1 

There  is  a close 

relation 

between 

vitamins 

A and  D:  whatever  foods  are  rich  in  A are 
usually  correspondingly  plentiful  in  D.  Foods 
containing  vitamin  E or  X are  cream,  whole 
wheat  grain,  lettuce,  meat  and  wheat  germ 
oil,  the  latter  being  especially  effective  in  re- 
lieving sterility. 

While  mentioning  foods  rich  in  vitamins,  it 
might  be  well  to  name  those  in  which  none  are 
found.  This  list  is  published  by  the  same 
joint  committee13  that  tabulated  the  vitamin- 
rich  food.  The  following  substances  contain 
no  vitamins: 

Lard. 

Olive,  cottonmeal,  cocoanut  or  linseed  oils. 

Coco  butter. 

Hardened  fats,  animal  or  vegetable  in  origin. 

Margarin  from  vegetable  fats  or  lard. 

Cheese  from  skim  milk. 

Polished  rice,  white  wheaten  flour,  pure 
corn-flour,  etc. 

Custard  powders,  egg  substitutes,  prepared 
from  cereal  products. 

Pea-flour  (kilned). 

Meat  extract. 

Beer. 

From  the  table  of  foods  containing  one  or 
more  vitamins,  we  can  see  that  heating  has 
some  effect  on  the  vitamin,  as  is  illustrated  by 
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condensed  milk.  In  addition,  the  list  reveals 
to  us  the  importance  of  using  butter  rather 
than  the  usual  butter  substitutes.  The  differ- 
ence in  vitamin  content  between  raw  and 
cooked  foods  is  well  demonstrated  by  the  list 


published  by  the  joint  committee  referred  to 
above.  This  brings  up  the  question  of  stability 
of  vitamins  in  regards  to  temperature,  acidity, 
and  alkalinity.  Rosenau1*  sumarizes  the  effect 
of  heat  upon  them  as  follows: 


Stability 


Fat  Soluble  A 


Water  Soluble  B 


Water  Soluble  C 


To  Temperature: 


To  Alkali: 


To  Acids: 


Stable  at  100  C. ; proba- 
bly stable  at  140  C. 


Stable  in  cold,  possibly 
in  hot. 

Probably  stable. 


Comparatively  stable  at 
100  C.;  slowly  destroy- 
ed at  120  C.  and  above. 

Slowly  destroyed  in  cold, 
rapidly  in  hot. 

Comparatively  stable. 


Gradually  destroyed 
above  50  C.;  rapidly 
destroyed  above  80  C. 

Rapid  destruction  even 
in  cold. 

Comparatively  stable  be- 
low 50  C. 


In  heating  foods,  it  appears  to  be  the  effect 
of  oxidation  rather  than  the  heat  which  deter- 
mines the  resulting  vitamin  value  of  the  food. 
Thus,  heating  foods  without  access  to  air  (as 
tomatoes  in  a sealed  can)  for  a few  minutes 
apparently  does  not  destroy  the  vitamin  con- 
tent. This  has  likewise  been  found  true  in 
heating  milk,  for  it  has  been  proven  that  it  is 
better  to  boil  milk  without  access  to  air  for  a 
few  minutes  rather  than  to  pasteurize  it  at 
a lower  temperature  for  a much  longer  period 
of  time. 

Besides  the  effect  of  temperature  or  acids 
or  alkalis,  one  must  consider  the  season  in 
which  the  food  is  secured.  It  has  been  proven 
that  summer  grown  cabbage  is  very  rich  in 
vitamin  C,  while  winter  cabbage  is  lacking  in 
the  same  vitamin.  Likewise,  it  has  been 
demonstrated  by  Reyher15  that  changing  in- 
fants from  milk  of  cows  fed  on  green  fodder 
to  milk  from  cows  fed  on  dry  fodder  results 
in  a cessation  of  gain  in  weight.  This  is  also 
apparently  the  result  of  an  absence  or  de- 
ficiency in  vitamin  C.  Possibly  this  may  be 
due  to  an  insufficiency  of  sunlight  (actinic 
rays)  in  winter  as  is  seen  in  the  case  of  rickets 
which  is  known  to  be  more  prevalent  in  the 
colder  months. 

Proprietary  foods  are  often  harmful  since 
they  may  be  lacking  in  one  or  all  three  of  the 
common  vitamins.  Diets  composed  largely  of 
fats,  sugar  and  proteins,  as  is  usually  found 
among  the  richer  classes,  is  usually  deficient 
in  vitamin  B.  The  diet  of  the  poorer  classes 
is  composed  largely  of  starch,  sugars  and  pro- 
tein with  a deficiency  usually  of  all  vitamins, 
especially  B and  C.  Where  there  is  an  im- 
proper diet  among  adults,  it  is  only  natural 
that  the  childrens’  diets  will  also  be  poor  in 
vitamins. 


The  graphic  representation  of  a “Square 
Meal,”  as  presented  by  R.  H.  A.  and  Violet  G. 
Plimmer11  is  an  excellent  practical  method  of 
presenting  the  idea  of  the  importance  of 
vitamins  in  the  diet  to  the  public.  They  place 
a circle  in  a square  and  designate  the  corners 
(outside  of  the  circle)  as  the  substances  con- 
taining vitamins  A,  B,  C and  D (vitamin  A 
and  D are  both  included  under  A)  and  pro- 
tein, while  in  the  circle  the  diet  is  composed 
of  carbohydrates,  fats,  salts  and  water.  By 
means  of  this  arrangement  they  cleverly  illus- 
trate and  state  what  happens  when  one  or 
more  vitamins  are  deficient  or  absent  and 
when  the  diet  is  excessive  in  fats  or  carbohy- 
drates. 

Nature,  realizing  that  the  diets  of  infants 
and  young  children  are  composed  largely  of 
milk,  incorporated  all  five  vitamins  in  this 
almost  perfect  food.  Since  so  many  cows  have 
been  found  to  have  tuberculosis,  pasteurization 
of  cows’  milk  has  become  very  common.  As 
mentioned  above,  oxidation  of  vitamins  (es- 
pecially vitamin  C in  case  of  milk)  tends  to 
destroy  them,  whereas  boiling  (in  a vessel 
away  from  air)  for  a few  minutes  does  not 
effect  the  whole  cows’  milk.  It  thus  seems 
reasonable  to  boil  cows’  milk  rather  than  to 
pasteurize  it.  Powdered  milk  seems  to  com- 
pare favorably  from  the  standpoint  of  vita- 
mins (and  also  from  food  viewpoint,  namely, 
breaking  of  fat  globules  and  preventing  large 
tough  curds)  with  boiled  milk.  Since  milk 
is  known  to  contain  only  a small  quantity  of 
vitamin  C,  it  is  wise  to  add  this  before  the 
onset  of  scurvy  (six  months  or  older).  Vita- 
min C can  be  given  with  advantage  to  an 
artificially  fed  child  as  well  as  one  nourished 
by  its  mother  as  early  as  the  first  month. 
The  foods  of  choice  that  are  rich  in  that 
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vitamin  are  orange,  lemon  and  tomato  juices. 
In  case  these  are  not  obtainable  or  tolerated, 
spinach,  carrots  (raw)  and  cabbage  (sum- 
mer) juices  may  be  substituted.16  It  is  on  ac- 
count of  these  juices  that  scurvy  is  now  almost 
rare  among  infants  and  young  children. 

Inasmuch  as  rickets  is  so  prevalent,  it  is 
wise  to  give  an  infant  vitamin  D at  an  early 
date,  for  rickets  appears  much  earlier  than 
was  formerly  believed:  especially  is  this  true 
among  prematures.  Italians  and  Negroes.  This 
substance  can  be  abundantly  supplied  by 
means  of  pure  unadulterated  standardized 
cod-liver  oil  as  manufactured  by  large  reputa- 
ble firms.  Cod-liver  oil  is  rich  in  vitamin  A 
as  well  as  D,  and.  in  addition  to  preventing 
rickets,  promotes  growth  and  prevents  carious 
teeth.  In  addition,  research  by  Cramer.  Drew 
and  Mottram17  (1922)  showed  vitamin  A in- 
creased the  number  of  platlets  in  the  circula- 
tion. A deficiency  or  absence  of  that  vitamin 
(A)  gave  rise  to  a thrombopenia.  It  is  pos- 
sible that  maybe  circulatory  disturbances  due 
to  low  platlet  count  (e.  g..  purpura)  may  be 
benefited  by  vitamin  A.  and  the  early  use  may 
serve  as  a prophalaxis  against  thrombopenia. 
Associated  with  rickets  are  respiratory  infec- 
tions, and  since  cod-liver  oil  is  antagonistic 
to  both  conditions,  it  seems  plausible  that  it 
would  lower  the  incidence  of  respiratory  in- 
fections if  begun  early.  At  present  the  oil  is 
advantageously  begun  when  the  infant  is  only 
a few  days  old ; this  is  especially  true  for  pre- 
matures. Negroes  and  Italians.  The  cod-liver 
oil  is  started  with  only  one  drop  three  times 
daily,  and  then  gradually  increased  one  or  two 
drops  a day  till  one-half  to  a whole  teaspoon- 
ful is  reached:  then  the  dose  is  not  increased 
further.  Infants  and  young  children  fed  the 
oil  have  excellent  type  of  teeth  and  enamel 
and  cavities  are  infrequent.  From  the  use  of 
cod-liver  oil  the  close  relation  between  vita- 
min A and  D is  observed.  The  latter  regu- 
lates calcium  and  phosphorus  metabolism,  and 
it  is  in  this  way  that  normal  bones  and  good 
teeth  result.  Of  course,  to  regulate  the  cal- 
cium and  phosphorus  metabolism  we  must 
select  food  rich  in  calcium  (e.  g..  milk,  cab- 
bage, carrots)  and  phosphorus  (e.  g.,  egg 
yolk.  fish). 

A diet  rich  in  vitamin  B is  highly  desired, 
for  the  substance  seems  to  be  associated  with 
an  increase  in  appetite  and.  if  absent,  appears 
to  result  in  lymphatic  atrophy,  as  shown  by 


Cramer,  Drew  and  Mottram,17  in  1921.  These 
men  found  that  hypothrepsia  and  athrepsia 
were  associated  with  an  absence  of  vitamin  B. 
Thus,  when  we  meet  with  subnormal  infants 
and  children,  it  would  be  worth  while  to  feed 
them  foods  rich  in  that  vitamin  and  then  ob- 
serve the  effects  on  the  malnutrition  as  well 
as  their  appetite.  It  is  unfortunate  that  peo- 
ple in  this  country  consume  so  small  a quan- 
tity of  whole  wheat  flour  and  other  whole 
grain  products,  for  these  foods  along  with 
eggs.  peas,  and  yeast  are  the  richest  source  of 
vitamin  B.  The  use  of  whole  grain  products 
and  natural  simple  foods  are  of  distinct  ad- 
vantage.11 as  has  been  observed  among  races 
whose  diets  consist  of  such  types  of  food,  for 
those  people  are  practically  free  from  the  dis- 
orders associated  with  a shortage  of  vitamin 
B.  namely,  digestive  disturbances. 

Among  nurslings  who  are  not  progressing 
favorably,  we  should  diligently  inquire  into 
their  mothers’  diets,  for  it  is  possible  and  prob- 
able that  she  is  getting  insufficient  vitamins. 
If  such  be  the  case,  an  addition  of  these  sub- 
stances will  not  only  improve  her  physical 
and  mental  condition,  but  also  that  of  her 
child.  The  mother  should  always  have  an 
ample  supply  of  green  and  leafy  vegetables, 
whole  grain  cereals,  and  dairy  supplies.  It 
might  be  that  an  inquiry  into  the  infant’s  or 
child’s  diet  may  reveal  an  insufficiency  of 
vitamins  and  bv  feeding  those  lacking,  we  will 
soon  see  a decided  improvement.  This  is  often 
seen  when  an  infant  who  has  been  fed  for  a 
long  while  on  skimmed  milk  is  given  cream 
(whole  milk)  or  cod-liver  oil.  for  the  addi- 
tion of  the  cream  or  oil  serves  as  a source  of 
vitamin  A and  there  is  a rapid  gain  in  weight 
and  a general  improvement. 

Closely  allied  with  deficiency  diseases  are 
two  conditions  which  appear  to  belong  to  that 
classification.  These  conditions  are  pellegra 
and  celiac  disease:  the  foi'mer  is  rather  un- 
common among  children,  whereas,  the  latter 
is  much  commoner  during  childhood.  Celiac 
disease  is  known  by  a number  of  different 
names,  the  commoner  ones  being,  chronic  in- 
testinal indigestion,  chronic  fat  intolerance, 
intestinal  infantilism,  intestinal  atrophy  with 
dilatation,  intestinal  insufficiency,  and  pan- 
creatic infantilism. 

Pellegra  has  been  cited  in  older  literature 
and  the  majority  of  cases  in  which  nursing 
mothers  have  suffered  with  the  disease  show 
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a small  incidence  among  their  infants.  Anal- 
ysis of  human  milk  in  those  having  pellegra 
does  not  show  any  toxic  substance.  As  a rule, 
the  mothers’  diet  is  poor  in  protein  and 
vitamins  and  comparatively  rich  in  carbohy- 
drates and  fats.  By  means  of  a diet  rich  in 
fresh  vegetables,  meats,  eggs,  milks  and  whole 
grain  products,  Goldberger18  (1914)  was  able 
to  prevent  or  cure  pellegra.  In  its  intestinal 
symptoms  (diarrhea,  enteritis,  ulceration  and 
hemorrhage)  pellegra  is  analogous  to  scurvy. 
Likewise,  there  is  a similarity  between  pellegra 
and  beri-beri  in  the  lesions  of  the  nervous  sys- 
tem (Roberts,19  1912),  namely,  a scattered  de- 
generation of  the  motor  cells  in  the  spinal 
cord.  Whether  the  good  results  in  treating 
pellegra  are  due  to  the  freshness  of  the  meats, 
milk  or  vegetables  or  to  the  increased  protein 
consumption  is  unsettled,  but  the  close  rela- 
tion it  bears  to  scurvy  and  beri-beri  leads  one 
to  believe  that  there  might  be  a vitamin  de- 
ficiency— possibly  B or  C,  or  a combination 
of  the  two  vitamins.  Then  it  is  also  possible 
that  it  may  later  be  proven  to  be  due  to  a 
deficiency  in  the  eighteen  or  twenty  known 
amino  acids  (end  products  of  protein  diges- 
tion) or  to  an  inability  of  the  individual’s 
intestines  to  absorb  or  assimilate  the  amino 
acids. 

The  other  possible  deficiency  disorder,  celiac 
disease,  has  not  been  properly  understood  un- 
til in  the  past  few  years,  and  even  now  just 
why  cases  respond  to  certain  routine  is  not 
definitely  known.  It  appears  to  be  absent  in 
infants  nursed  by  their  mothers  and  when 
present  in  those  fed  upon  cows’  milk,  celiac 
disease  begins  after  six  months — the  time 
when  the  milk  diet  is  usually  supplemented 
by  other  foods,  particularly  carbohydrates. 
The  fact  that  cases  of  celiac  disease  respond 
to  protein  therapy  suggests  similarity  to 
pellegra,  while  good  results  following  feed- 
ing with  bananas20  make  it  appear  as  if  there 
is  some  unknown  vitamin  present  in  that 
fruit,  and  since  it  is  known  to  contain  only 
vitamin  A and  B,  maybe  it  is  one  or  ‘both 
of  them  that  are  lacking  or  deficient.  It  is 
also  possible  that  a sixth  and  unknown  vitamin 
is  the  causative  factor,  and  in  keeping  with 
the  letters  of  the  English  alphabet  it  could 
be  referred  to  as  vitamin  F.  In  Vancouver,21 
Canada,  research  woi'k  is  being  done  to  see 
if  there  is  not  some  similarity  between  dia- 
betes mellitus  and  celiac  disease.  Results 


thus  far  seem  to  indicate  that  the  latter  con- 
dition responds  favorably  to  insulin  injections. 
While  no  doubt  very  hypothetical,  one  can- 
not help  being  carried  on  by  his  imagination 
in  wondering  if,  in  addition  to  its  effect  on 
carbohydrate  metabolism,  insulin  has  any 
vitamin  properties  or,  if  vitamins  act  in  any 
manner  similar  to  products  of  internal  secre- 
tion. The  fact  that  diabetics  are  unable  to 
take  care  of  the  carbohjMrates  in  the  body 
(like  a normal  person  can  do)  and  that  "celiac 
disease  usually  responds  fatally  to  a continua- 
tion of  a high  carbohydrate  and  low  protein 
diet,  seems  to  suggest  a possible  similarity  be- 
tween the  two  conditions.  Perhaps  vitamin 
enthusiasm  has  led  us  far  astray ; then,  on 
the  other  hand,  maybe  we  have  an  additional 
clue  for  further  investigation. 

Summary  and  Comment. 

The  introduction  of  vitamins  into  nutrition 
has  served  as  a stimulus  to  further  research 
work  in  foods,  and  the  science  of  nutrition 
has  thereby  been  placed  on  a higher  scientific 
basis.  The  recognition  of  conditions  due  to  a 
lack  or  deficiency  of  one  or  more  of  the  known 
vitamins  is  often  spectacular  after  applying 
the  therapeutic  test.  It  is  now  clearly  seen 
that  even  though  the  diet  contains  a sufficient 
quantity  of  carybohydrates,  fats,  proteins, 
salts  and  water,  nutrition  will  not  progress 
favorably  for  the  individual.  Fortunately, 
the  commoner  foodstuffs  contain  a sufficient 
supply  of  vitamins  to  prevent  deficiency  dis- 
turbances, but  among  infants  and  young  chil- 
dren where  there  is  not  much  variety,  the  ap- 
plication of  vitamin  knowledge  is  essential  for 
a better  race. 

Each  vitamin  has  a proper  place  and  an 
excess  of  one  does  not  make  up  for  a deficiency 
of  another.  The  education  of  the  public  by 
simple  tables  or  illustrations,  as  the  square 
meal  by  the  Plimmers,11  and  a variation  in  size 
and  health  of  animals  and  people  deprived  of 
vitamins  will  educate  them  sufficiently  to 
choose  proper  food  and  will  serve  to  defeat 
the  commercialization  of  vitamin  rich  food 
for  sake  of  capital.  Mothers  should  be  told 
why  different  substances,  such  as  orange  or 
tomato  juice,  cod-liver  oil,  fresh  green  vege- 
tables, etc.,  are  added  to  the  diet,  for,  know- 
ing the  reason,  they  will  probably  be  more 
careful  in  selecting  their  foods.  Vitamin 
knowledge  has  taught  us  the  necessity  of  se- 
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lectins  a variation  in  our  diets.  Conditions 
such  as  pellagra  and  celiac  disease  make  one 
appreciate  the  use  of  fresh  foods  and  diets 
containing  all  of  the  amino  acids.  The  prac- 
tical use  of  each  vitamin  is  important  for, 
without  vitamins  A and  B,  growth  is  retarded; 
without  B,  polyneuritis  results;  absence  of  C 
is  followed  by  scurvy;  a deprivation  of  D 
gives  rise  to  rickets  and  poorly  developed  and 
carious  teeth ; and  absence  of  E results  in 
sterility  or  degenerative  changes  in  the  re- 
productive organs.  Research  and  practical 
experience  with  vitamin  D has  brought  to  our 
attention  the  fallacy  of  thinking  oral  hygiene 
alone  will  result  in  better  teeth  and  less  decay. 
Vitamin  knowledge  has  shown  that  this  will 
only  result  from  use  of  vitamin  D,  but  the 
use  of  that  vitamin  with  a liberal  supply  of 
calcium  and  phosphorus  in  their  proper  rela- 
tions, and  oral  hygiene  is  a more  ideal  com- 
bination for  the  advancement  of  better  teeth 
and  less  decay.  Instead  of  appropriating 
large  sums  of  money  to  correct  dental  caries, 
why  not  invest  it  for  a more  rational  use, 
namely,  to  educate  the  public  concerning  the 
application  of  vitamin  knowledge  and  to  pro- 
mote further  research?  Vitamins  bear  the 
same  relation  to  the  known  deficiency  dis- 
eases. as  diphtheria  and  tetanus  antitoxins 
do  to  diphtheria  and  tetanus,  respectively. 

From  the  newer  knowledge  of  vitamins,  we 
learn  that  respiratory  infections  may  be  de- 
creased and  night  blindness  cured  by  the  use 
of  vitamin  A;  that  appetite  and  increase  of 
lymphocytes  results  from  the  employment  of 
vitamin  B;  that  irritability  may  be  lessened 
when  vitamin  C is  present;  and  that  better 
formed  bones  and  teeth  and  less  caries  fol- 
low the  use  of  vitamin  D.  The  old  idea  that 
if  we  let  our  appetite  be  our  guide  in  the 
selection  of  food  is  now  realized  to  be  erro- 
neous, for  when  human  beings  are  left  to  select 
their  own  diets,  such  factors  as  price,  attrac- 
tiveness. taste,  length  of  time  to  prepare,  etc., 
are  considered  rather  than  the  real  value  of 
the  foods.  Experience  with  children  as  well 
as  adults  has  shown  that  if  we  eat  everything 
that  appeals  to  us,  soon  nothing  will  tempt 
our  appetite. 

When  a man  decides  to  have  a home  built, 
he  does  not  select  his  own  materials  with 
which  to  construct  his  house, — that  he  leaves  to 
an  expert.  The  human  body  needs  materials 
to  build  it  and  keep  it  working  to  the  best  ad- 


vantage, but  usually  no  expert  is  employed  to 
select  the  articles  of  food  that  should  be  eaten. 
Likewise,  the  employment  of  energy  quotient 
or  calories  or  percentage  feeding  is  not  all 
that  is  needed  to  constitute  a balanced  diet; 
these  agencies  of  computing  theoretical  body 
needs  should  be  used  in  conjunction  with 
other  factors,  as  to  whether  or  not  there  is 
an  ample  supply  of  natural  simple  foods  or 
fresh  vegetables  or  dairy  products  or  of 
vitamins.  The  tendency  to  using  the  majoi'ity 
of  grains  in  their  unnatural  state  is  regret- 
table ; especially  is  this  true  in  the  use  of  white 
flour  in  place  of  whole  wheat.  Grains  are 
one  of  our  chief  sources  of  vitamin  B,  but 
after  the  products  are  refined  or  polished,  this 
virtue  is  lost.  Then  there  is  danger  in  a 
faddist  diet,  as  that  of  a vegetarian,  for  he 
cannot  consume  properly  balanced  foods  un- 
less a large  quantity  of  leafy  vegetables  are 
ingested  daily,  and  this  is  not  the  rule  with 
vegetarians. 

A knowledge  of  the  proper  constituents  of 
foods  is  necessary  for  a better  race,  and  if  the 
knowledge  is  applied  before  an  infant  is  born, 
his  chances  of  living  are  much  gi’eater,  and,  in 
turn,  the  mother  is  better  equipped  to  care 
for  her  child.  The  young  child’s  diet  is  con- 
trolled in  a great  measure  by  that  of  his  par- 
ents, and  if  they  eat  a monotonous  diet,  the 
chances  are  great  that  he  or  she  will  con- 
sume a similar  diet. 

Infants  and  children  are  more  concerned 
than  adults  about  the  proper  foods  and  vita- 
mins,22 for  they  are  more  likely  to  suffer,  since, 
during  that  stage  of  life,  human  begins  are 
more  susceptible  to  adverse  conditions  and 
since  growth  is  so  important  during  the  earlier 
years  of  life.  Besides,  infants  and  young 
children  necessarily  have  a limited  number  of 
foods  to  select  from;  so  it  is  all  the  more  im- 
portant that  their  diet  should  be  properly  bal- 
anced, especially  with  reference  to  all  of  the 
amino  acids  and  vitamins. 

The  information  gained  from  the  study  of 
vitamins  points  to  us  the  great  advantage  that 
lies  in  fresh  milk,  meat,  and  vegetables,  and 
fruits,  and  whole  grain  cereals,  especially  when 
these  foods  are  in  their  natural  state.  If  the 
daily  diet  contains  these  substances  in  ade- 
quate amounts,  we  are  in  no  danger  of  disease 
or  disturbances  from  lack  or  deficiency  of 
vitamins.  The  one  indispensable  food  is  milk,, 
for  it  is  this  food  that  contains  some  of  all 
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five  vitamins,  and  investigations,  by  McCollum 
and  Simmonds,7  have  shown  that  countries 
consuming  large  daily  quantities  of  milk  (pint 
to  a quart)  and  its  dairy  products  are  the 
strongest  races  both  intellectually  and  physi- 
cally. 
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AN  OUTLINE  OF  PRESENT-DAY  TREAT- 
MENT OF  TUBERCULOSIS." 

Bv  ''RANK  B.  STAFFORD,  M.  D., 

Blue  Ridge  Sanatorium,  Sanatorium,  Va. 

“The  Treatment  of  Tuberculosis”  is  a big 
subject,  and  to  deal  with  every  aspect  of  it 
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would  require  too  much  time  and  an  undue 
indulgence  of  your  patience.  Only  a brief  out- 
line will  be  presented  here. 

The  treatment  of  symptoms  and  complica- 
tions will,  therefore,  be  omitted  and  only  the 
pulmonary  form  of  the  disease  be  considered 
in  a general  way.  We  often  think  the  diag- 
nosis is  hard,  but  in  most  instances  the  real 
difficulty  comes  with  the  frank  talk  with  the 
patient  which  must  inevitably  follow  the  ex- 
amination. The  patient  wants  to  know,  and 
justly  so,  what  his  or  her  chances  are  for  re- 
covery; how  long  it  will  take;  how  much  it 
will  cost;  and  whether  he  should  seek  some 
other  climate  or  cast  his  lot  in  the  home  state. 
The  question  of  time  is  the  first  “bitter  pill” 
to  be  swallowed  by  the  patient.  He  must  be 
told  frankly  in  the  beginning  that  there  is  no 
“get-well-quick”  road  in  tuberculosis,  and  that 
there  is  no  choice  of  speed  in  the  process  of 
recovery.  If  the  treatment  is  to  be  conducted 
to  a successful  termination,  it  must  of  neces- 
sity be  over  a long  period  of  time.  This  dis- 
ease differs  from  those  which  are  more  acute 
in  their  course,  and  a clear  understanding  must 
be  established  in  the  beginning  between  physi- 
cian, nurse  and  patient.  Tuberculosis  is,  in 
most  instances,  a chronic  disease,  characterized 
by  alternating  periods  of  quiescence  and  ex- 
acerbations; and  often  just  when  the  patient 
thinks  he  has  about  recovered,  there  will  come 
a relapse  which  is  demoralizing,  and  will  shake 
the  faith  of  the  most  stable  individual.  Under 
such  conditions,  to  stimulate  the  reserve  vim 
and  will  power  is  not  an  easy  matter.  It  may 
be  safely  said  that  at  least  75  per  cent  of  the 
treatment  of  tuberculosis  depends  upon  the 
patient.  This  being  the  case,  the  patient  must 
be  impressed  in  the  very  beginning  with  the 
importance  of  will  power  and  determination; 
earnestness  of  purpose;  cheerfulness  and  pa- 
tience; intelligence  and  interest.  Surely  none 
of  these  are  so  difficult  of  understanding  or 
accomplishment  that  they  cannot  be  carried 
out  by  any  patient  who  is  anxious  to  recover. 

The  three  most  important  principles  in 
treatinof  tuberculosis  of  the  lungs  are : 

First. — The  steps  necessary  to  be  taken  for 
the  most  rapid  and  the  most  economical  re- 
covery from  the  disease. 

Second. — A thorough  knowledge  of  the  dis- 
ease which  includes  a knowledge  how  to  stay 
well  after  recovery,  and  how  to  avoid  the 
things  responsible  for  relapse. 
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Third. — Education  in  the  prevention  of  the 
spread  of  the  disease. 

When  the  patient  understands  that  his  in- 
fection is  the  direct  result  of  carelessness  on 
the  part  of  someone  suffering  from  the  disease, 
he  will  usually  gladly  welcome  instructions 
tending  to  prevent  further  transmission.  Too 
much  emphasis  cannot  be  placed  on  the  neces- 
sity of  covering  the  mouth  and  nose  with  a 
gauze  handkerchief  when  coughing  and  sneez- 
ing. and  of  expectorating  only  in  a sputum 
cup. 

After  explaining  to  the  patient  the  extent 
and  character  of  his  disease,  and  looking  after 
the  psychological  aspect,  as  mentioned  above, 
there  comes  the  duty  of  dealing  with  the  fun- 
damental and  long  considered  cardinal  factors 
in  treating  this  disease.  They  are  rest,  good 
food,  and  fresh  air.  Whether  the  treatment 
is  conducted  in  the  home  or  in  a sanatorium, 
the  importance  and  ultimate  results  are  the 
same,  if  the  patient  is  earnest,  determined  and 
co-operative  in  his  efforts.  All  three  of  these 
factors  are  important,  but  the  first  two  seem 
to  have  the  greatest  significance.  Let  us  con- 
sider them  in  order: 

Rest 

Rest-,  and  by  this  is  meant  both  physical 
and  mental  relaxation,  is  by  far  the  most  im- 
portant factor  in  the  treatment  of  tuberculo- 
sis. The  patient  must  feel  this  importance  in 
the  beginning.  The  body  is  overwhelmed  with 
tuberculous  toxins;  constitutional  impairment 
has  taken  place : and  if  recovery  is  going  to  be 
brought  about,  there  must  be  rest  and  all  that 
goes  with  it.  The  patient  who  habitually  in- 
sists that  he  can  keep  going  and  refuses  to  rest, 
will  never  regain  health.  It  is  a generally 
accepted  fact  today  that,  regardless  of  how 
slight  the  lesion,  and  how  few  the  symptoms, 
the  patient  with  tuberculosis  has  a greater 
chance  for  recovery  if  put  strictly  to  bed  for 
a period  of  from  three  to  four  months.  Symp- 
toms have  in  the  past  governed,  to  a great  ex- 
tent. the  amount  of  time  the  patient  has  to 
spend  in  bed.  Unless  he  runs  a fever  of  100, 
a pulse  rate  of  100  or  over,  or  is  spitting  blood, 
he  is  generally  permitted  to  get  up  and  go  to 
meals,  and  perhaps  take  exercise.  It  is  the 
standing  order  at  Blue  Ridge  Sanatorium  that 
anv  patient  with  a maximum  temperature  of 
99.6.  or  a pulse  rate  of  90  or  over,  must  be  in 
to  all  meals,  but  if  carrying  a temperature  of 
100,  he  must  be  made  a bed  patient.  We  have. 


however,  some  patients  who  have  no  fever  but 
who  are  required  to  remain  strictly  in  bed  be- 
cause of  the  t}Tpe  of  lesion  they  have.  We 
have  found  that  the  exudative  type  and  case- 
ous-broncho-pneumonic  forms  of  the  disease, 
seen  mostly  in  young  adults,  will,  if  the  pa- 
tient be  kept  in  bed,  often  undergo  resolution 
and  absorption,  with  good  recovery.  On  the 
other  hand,  the  chronic  fibro-caseous  types, 
usually  seen  in  people  past  middle  age.  have 
fewer  symptoms,  are  not  so  sick,  and  will  get  a 
fair  repair  without  so  much  time  spent  in  bed. 
We  may  infer  from  this  that  not  onlv  symp- 
toms, but  extent  and  type  of  pulmonary  dis- 
ease must  be  known  for  the  patient  to  be  suc- 
cessfully treated.  The  case  that  has  had 
marked  symptoms  and  extensive  pathology 
should,  we  believe,  have  several  weeks  complete 
rest  in  bed,  even  after  all  symptoms  have  dis- 
appeared and  there  is  a feeling  of  well  being 
on  the  part  of  the  patient.  It  must  be  re- 
membered that  the  tissues  of  the  body  have 
undergone  much  impairment  by  the  circulating 
toxins;  and  even  after  the  clinical  course  has 
abated,  more  time  is  required  for  their  reac- 
tion to  normalcy  if  relapse  is  to  be  avoided. 

Diet 

The  period  of  "stuffing”  raw  eggs,  pure 
cream  and  cod-liver  oil  has  fortunately  passed 
in  the  treatment  of  tuberculosis.  This  kind 
of  feeding  was  found  to  be  harmful,  and  more 
moderate  measures  are  now  employed.  The 
main  object  is  to  get  the  patient  a few  pounds 
above  the  standard  weight.  It  is  not  necessary 
to  get  excessively  fat  to  recover  from  this  dis- 
ease. Some  of  our  best  results  are  accom- 
plished in  cases  that  have  gained  only  a small 
amount  of  weight.  There  has  been  much  dis- 
pute over  the  articles  of  food  to  be  included 
in  the  diet  of  tuberculous  patients.  It  was 
first  thought  a diet  high  in  protein  was  neces- 
sary in  treating  tuberculosis  to  replace  tissue 
destroyed  by  the  disease.  The  theory  was  that 
much  protein  in  the  diet  stimulated  the  forma- 
tion of  scar  tissue,  and  in  this  way  walled  off 
the  diseased  areas.  We  now  know  this  idea  to 
be  incorrect,  because  the  best  way  for  tubercu- 
losis to  heal  is  not  by  the  formation  of  scar 
tissue,  or  calcification;  but  by  resolution  and 
absorption,  with  a complete  disappearance  of 
the  diseased  foci.  Thirty  to  forty  grams  of 
protein  in  the  diet,  according  to  Kellogg,  is 
sufficient  for  body  needs  in  the  average  case: 
and  anv  excess  above  this  amount  has  to  be 
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eliminated  by  the  kidneys,  thereby  overtaxing 
these  organs,  which  are  already  being  over 
worked  by  assisting  with  the  elimination  of 
the  tuberculous  toxins.  Autopsies  performed 
at  the  Phipps  Institute,  Philalephia,  on  people 
who  died  of  pulmonary  tuberculosis,  show  more 
than  80  per  cent  had  kidney  impairment.  Ani- 
mal proteins  are  more  irritating  than  vegetable 
proteins,  and  it  is  considered  advisable  for  the 
average  tuberculous  patient  to  eat  meat  only 
once  daily.  Carbohydrates  produce  heat  and 
energy,  are  relatively  easily  digested,  and  are 
the  body's  greatest  resource  in  replacing  lost 
weight.  Therefore,  it  would  seem  advisable 
that  the  bulk  of  the  diet  should  consist  of  this 
type  of  food.  Fats,  if  taken  in  excess,  irritate 
the  mucous  membrane  of  the  stomach  and  re- 
tard digestion.  Fats,  however,  in  emulsified 
form,  such  as  in  milk  and  egg  volk  are  most 
easily  handled.  Fruits  should  be  given  in 
abundance  since  they  require  little  digestion, 
and  the  nutrient  portion  consists  of  simple 
sugars.  One  of  the  chief  objects  in  treating 
tuberculosis  is  the  elimination  of  toxins,  and 
a diet  must  consist  of  foods  which  stimulate 
peristalsis  of  the  intestines  to  the  extent  of 
producing  at  least  two  bowel  movements  daily. 
Since  fruit  juices  have  a laxative  effect,  fruits 
will  be  of  much  assistance  in  this  respect. 
Vegetables,  high  in  cellulose,  also  help  to  over- 
come constipation  by  giving  bulk  to  the  ali- 
mentary canal.  Mineral  matter  and  the  es- 
sential vitamines  are  taken  into  the  body  in 
most  all  the  foods;  the  green  leafy  vegetables, 
milk,  fruits  and  eggs  probably  heading  the  list. 
With  the  average  patient  one  quart  of  milk 
daily  is  sufficient,  and  this  is  best  given  either 
with  the  meals  or  immediately  afterwards. 
Eggs  may  be  included  in  the  diet,  according 
to  the  patient’s  desires,  but  should  not  be 
given  raw  or  between  meals.  On  the  whole, 
then,  I would  say  that  the  diet  should  consist 
of  staple  foods,  not  so  rich  as  to  be  indigesti- 
ble, and  they  should  be  as  varied  as  possible, 
well  cooked,  and  attractively  served. 

Fresh  Air 

In  conjunction  with  rest  and  diet,  fresh  air, 
both  day  and  night,  is  absolutely  essential. 
The  progress  of  tuberculosis  is  aided  by  in- 
sufficient ventilation,  and,  conversely,  is  inter- 
fered with  by  an  , abundance  of  “outdoors”. 
The  principal  effects  of  fresh  air  are  to  tone 
up  the  body  by  its  stimulating  effect  on  the 
skin,  and  to  supply  the  blood  in  the  lungs  with 


the  necessary  amount  of  oxygen  to  be  carried 
throughout  the  body.  Through  its  stimulating 
effects,  metabolism  is  improved,  and  there  is 
a greater  elimination  of  toxins.  Weather  con- 
ditions will,  of  course,  have  to  be  taken  into 
account.  Warm  sleeping  garments  for  win- 
ter are  necessary,  and  external  heat  in  the 
form  of  hot  water  bottles  and  stone  “pigs” 
may  have  to  be  used  for  comfort. 

These  are  the  important  points  in  the  care 
of  tuberculous  patients  for  the  physician  and 
nurse  to  observe,  and  have  stood  the  test  of 
time.  Others  worthy  of  mention  have  value 
as  a correlation  and  must  be  used  in  selected 
cases.  They  are  pneumothorax,  heliotherapy, 
surgical  collapse  and  tuberculin  therapy. 

Pneumothorax 

Pneumothorax,  or  lung  compression,  was 
used  as  far  back  as  1825,  but  it  was  not  until 
about  twenty  years  ago  that  its  use  became 
more  common  and  its  value  recognized.  To- 
day almost  all  tuberculosis  institutions  are 
using  it  to  advantage.  The  principle  is  sound, 
the  technique  simple,  and  procedure  relatively 
safe  in  the  hands  of  those  experienced  in  the 
use  of  it.  Physiological  rest  of  the  diseased 
lung  by  the  compression  and  consequent  re- 
duction of  absorption  of  toxic  materials  are 
the  chief  attainments  to  be  desired.  It  may  be 
safely  said  that  the  majority  of  consumptives 
who  die  have  at  some  time  been  suitable  for 
lung  collapse,  and  could  have  been  benefited 
by  this  treatment.  Much  judgment  must  be 
exercised  in  the  selection  of  cases  for  pneumo- 
thorax or  its  use  will  fall  into  disrepute.  The 
patient  should  be  placed  in  a hospital  or  sana- 
torium during  the  period  that  the  lung  is  being 
collapsed. 

Collapse  is  indicated  when  the  disease  is 
confined  mostly  to  one  lung  and  no  material 
improvement  has  been  made  after  a trial  by 
the  usual  measures  of  routine  treatment  as 
outlined  above;  it  is  also  indicated  for  the  con- 
trol of  pulmonary  hemorrhage,  and  for  certain 
tuberculous  complications,  such  as  tuberculosis 
of  the  throat.  Any  type  of  the  disease  may, 
of  course,  be  collapsed,  but  in  the  hands  of  the 
most  experienced  men,  the  chronic-fibroid 
seems  to  be  the  best  to  select. 

Recent  advances  in  X-ray  technique  have 
enlarged  the  scope  of  this  work.  The  study  of 
stereoscopic  films  helps  to  determine  definitely 
the  condition  of  the  opposite  lung,  and  in  lo- 
cating the  most  probable  area  of  free  pleural 
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space  on  the  side  considered  for  collapse.  The 
fluoroscopic  screen  is  an  invaluable  aid  in  de- 
termining the  extent  of  the  collapse,  and  any 
displacement  of  the  mediastinal  structures 
which  may  take  place  from  pressure. 

For  the  past  two  or  three  j7ears  we  have  aver- 
aged giving  10  per  cent  of  our  patients  at 
Blue  Ridge  this  treatment.  Our  work  recent- 
ly reviewed  and  tabulated  shows  87  per  cent 
of  the  cases  attempted  were  successfully  col- 
lapsed. Pleural  adhesions,  or  lack  of  free 
pleural  space  was  responsible  for  failure  in 
the  remaining  13  per  cent.  Of  the  sixty-six 
cases  successfully  collapsed,  forty-six,  or  73  per 
cent,  were  definitely  benefited.  The  remaining 
27  per  cent  were  not  improved,  and  the  treat- 
ment had  to  be  discontinued  due  to  extension 
of  disease  in  the  opposite  lung.  Seventeen 
cases  in  this  group  were  given  pneumonthorax 
for  the  control  of  hemorrhage,  all  of  which 
were  successful.  So  it  will  be  seen  that  this 
form  of  treatment  is  of  decided  value,  and 
bids  fair  to  have  a greater  success  in  the  fu- 
ture. 

Thoracoplasty 

Thoracoplasty  is  of  recent  development,  and 
has  as  its  principle  the  same  as  that  of  pneu- 
mothorax, namely,  the  collapse  of  the  lung. 
The  operation  consists  of  sectioning  the  ribs 
near  the  vertebral  column,  and  when  the  cut 
ends  are  brought  together  by  pressure,  the  lung 
is  collapsed.  The  complete  operation  is  done 
in  two  or  three  stages  according  to  indications 
for  it  and  the  condition  of  the  patient.  It  is  a 
substitute  for  pneumothorax,  and  is  used  only 
when  the  latter  has  proved  impossible  or  a 
failure.  Thoracoplasty  is  less  desirable,  be- 
cause once  the  operation  has  been  performed, 
the  lung  is  permanently  collapsed,  and  there 
is  no  future  hope  for  expansion.  In  pneumo- 
thorax, if  there  is  an  extension  of  disease  in 
the  opposite  lung,  the  refills  may  be  discon- 
tinued and  the  lung  allowed  to  expand.  Some 
patients,  however,  detest  the  idea  of  the  needle, 
or  do  not  want  to  stay  in  the  Sanatorium, 
where  this  treatment  is  best  given.  Under  such 
conditions,  thoracoplasty  may  be  the  choice 
operation.  Once  the  lung  is  surgically  col- 
lapsed, the  patient  may  return  home  and  con- 
tinue the  usual  treatment  there.  To  date,  five 
of  our  patients  have  had  this  operation  at  the 
University  of  Virginia  Hospital.  Four  were 
markedly  benefited,  three  of  which  have  re- 
turned home  and  are  working.  The  fifth  has 
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improved  but  continues  treatment  in  the  Sana- 
torium. 

Section  of  the  phrenic  nerve,  or  phrenico- 
tomy,  as  it  is  called,  is  of  great  assistance'  in 
both  pneumothorax  and  thoracoplasty.  It  will 
be  recalled  that  the  chief  muscle  of  respira- 
tion is  the  diaphragm,  and  that  it  derives  its 
nerve  supply  from  the  phrenic.  When  this 
nerve  is  sectioned  on  one  side,  the  diaphragm 
becomes  paratyzed,  elevated,  and  fixed  on  that 
side.  By  rising  in  the  thorax  two  or  three 
inches,  pressure  is  exerted  on  the  base  of  the 
lung,  and  the  disease  tissue  in  that  portion 
may  be  collapsed.  Basal  lesions  are  helped 
in  this  way.  Of  the  above  mentioned  cases  of 
thoracoplasty,  one  had  a phrenicotomy  pre- 
liminary to  lung  collapse. 

Heliotherapy 

No  discussion  of  the  treatment  of  tubercu- 
losis today  is  complete  without  the  considera- 
tion of  sunlight.  Rollier,  in  Switzerland,  who 
is  the  father  of  sunlight  treatment,  has  for 
more  than  twenty  years  been  treating  bone, 
joint,  and  glandular  tuberculosis  with  success. 
He  reasons  that  if  it  helps  these  forms  of  tu- 
berculosis, it  must  be  equally  as  good  for  the 
pulmonary  type.  He  has  many  followers  in 
this  country,  LoGrosso,  of  Perrvsburg,  X.  Y., 
probably  being  the  foremost. 

By  graduated  exposures  of  the  naked  body 
to  the  sun’s  rays,  the  skin  gradually  takes  on 
a bronze  hue.  Following  this,  there  comes  a 
copper  color,  and,  finally,  a chocolate  brown. 
This  is  called  pigmentation,  and  the  intensity 
of  pigmentation  usually  governs  the  final  re- 
sults of  treatment.  Little  or  no  results  are 
noted  until  pigmentation,  or  tanning,  has  taken 
place.  The  results  are  in  the  form  of  an  in- 
crease in  the  red  blood  cells  and  hemoglobin 
content,  metabolism  is  increased,  the  patient 
rapidly  takes  on  weight,  and  the  symptoms 
gradually  disappear.  The  mental  attitude  of 
the  patient  changes  from  depression  to  cheer- 
fulness and  animation.  Any  tuberculous  pro- 
cess, whether  located  in  the  lungs  or  elsewhere, 
has  constitutional  manifestation,  and  any  suc- 
cessful treatment  must  be  general  as  well  as 
local.  Solar  treatment  has  both  qualities.  The 
quartz  light,  while  deficient  in  the  solar  spec- 
trum. is  a fairly  good  substitute  and  is  much 
employed  today.  At  the  Sanatorium  we  have 
six  Alpine  lamps,  which  are  constantly  in 
use.  For  the  past  two  years  191  patients  have 
been  treated,  and  71.4  per  cent  of  these  were 
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benefited.  Our  children  get  the  sunlight  treat- 
ment, which  we  feel  is  more  bene.icial.  Ar- 
rangements are  now  being  made  for  the  adult 
patients  to  get  it  too. 

Chemotherapy 

Chemotherapy  deserves  only  brief  mention. 
No  drug  has  been  found  to  be  of  definite  value 
in  treating  tuberculosis.  Chaulmoogra  oil  was 
hailed  five  years  ago  as  a specific.  It  was 
found  to  cure  incipient  leprosy  and  thought  to 
dissolve  the  waxy  capsule  of  the  tubercle  bacil- 
lus, and  in  this  way  give  the  resisting  forces 
of  the  body  a chance  to  destroy  it.  It  proved 
to  be  of  no  value.  Nowland,  in  Pennsylvania, 
only  a few  years  ago  fattened  his  purse  by 
announcing  through  the  daily  press  a cure  for 
tuberculosis.  It  consisted  of  inhalation  by 
the  Nowland  nebulizer  of  finely  powdered  car- 
bon, which  was  supposed  to  settle  around  the 
diseased  areas  in  the  lungs  and  calcify  them. 
It,  like  Chaulmoogra  oil,  was  of  no  value,  and 
enjoyed  only  a brief  stay.  Recently  we  have 
been  much  concerned  by  the  announcement 
from  Professor  Moellgaardt,  of  Denmark,  that 
he  had  a cure  for  tuberculosis  in  the  form  of 
a gold  salt — sanocrysin.  This,  coming  from  a 
man  of  some  ability,  and  apparently  worked 
out  along  scientific  lines  with  experimental 
animals,  raised  the  hopes  of  many.  However, 
the  best  investigators  in  this  country  and 
Europe  cannot  duplicate  his  work,  and  there 
is  every  indication  now  that  it  must  go  the 
route  that  all  others  in  this  class  have  gone. 

Tuberculin  Therapy 

In  1895  when  Koch  discovered  tuberculin, 
it  was  thought  to  be  a sure  cure  for  tubercu- 
losis and  that  the  battle  had  been  won.  Peo- 
ple afflicted  with  the  disease  rushed  forward 
and  received  massive  doses  of  tuberculin  sub- 
cutaneously. There  was  produced  by  this  se- 
vere inflammatory  changes  at  the  site  of  the 
lesion  in  the  lungs,  the  body  was  overwhelmed 
with  toxins,  and  a severe  reaction  took  place. 
The  outcome  to  many  was  fatal.  The  dose  was 
then  reduced  and  more  judgment  exercised  in 
selecting  the  cases,  and  it  did  seem  to  have 
some  value  in  producing  tolerance  to  the  tox- 
ins through  stimulation  of  the  body’s  juices. 
Today  it  is  not  used  much,  especially  in  the 
pulmonary  chses,  because  of  the  violent  reac- 
tion it  may  cause.  Even  in  the  hands  of  ex- 
perienced men,  no  one  can  tell  when  a severe 
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reaction  maj?  come.  Biologically,  the  principle 
is  sound,  and  it  is  believed  that  some  day  a 
better  therapeutic  application  will  be  made. 
Extensive  research  is  now  being  conducted  on 
the  chemistry  of  the  tubercle  and  the  tubercle 
bacillus,  but  until  we  know  something  of  the 
body’s  mechanism  of  response  to  the  infection, 
that  is  the  immunology,  there  is  little  chance 
of  a specific. 

Calmette  has  opened  a new  field  by  the  vac- 
cination of  new-born  infants  against  tubercu- 
losis. He  uses  a culture  of  living  bovine  tu- 
bercle bacilli,  which  have  been  grown  in  pure 
ox  bile  mixed  with  glycerine.  It  has  been  car- 
ried through  230  successive  cultures,  and  grown 
over  a period  of  thirteen  years.  Three  doses, 
each  of  400,000,000  bacilli,  are  given  the  in- 
fant by  mouth  in  a teaspoonful  of  milk  on  the 
3rd,  5th  and  7th  successive  days  after  birth. 
This  work  was  started  in  July,  1921,  and  up 
to  May,  1926,  476  infants  had  been  vaccinated 
in  Charity  Hospital,  Paris.  These  infants 
were  vaccinated  in  two  groups,  the  first  con- 
sisting of  120,  of  whom  eighty  could  be  lo- 
cated in  1926  and  proved  to  be  in  good  health. 
Of  the  356  remaining,  145  continued  under 
their  supervision.  Of  these,  twenty-one  are 
dead,  showing  the  rate  of  1.7  per  100  of  those 
who  were  born  and  lived  in  contaminating  sur- 
roundings, while  there  are  no  deaths  from 
those  vaccinated  who  were  born  and  lived  in 
uncontaminated  surroundings.  Statistics  show 
the  mortality  of  infants  of  the  same  age  in 
France,  Belgium,  Great  Britain  and  Sweden 
not  vaccinated,  born  and  reared,  exposed  to 
infection,  to  be  25  per  100,  or  one-fourth. 
Calmette,  therefore,  concludes  that  vaccina- 
tion with  his  culture  protects  the  lives  of  99 
per  100  of  contact  cases.  It  is,  of  course,  too 
soon  to  say  just  what  the  outcome  of  this 
work  is  going  to  be.  These  vaccinated  cases 
will  have  to  be  watched  over  a period  of  a gen- 
eration to  determine  how  much  immunity  has 
been  conferred. 

Thus  you  will  see  that  tuberculosis  is  being 
attacked  from  every  available  angle.  Some 
modes  of  treatment  are  on  a firm  basis  and  of 
undisputed  value,  while  others  are  still  in  the 
experimental  stage.  The  future  holds  greater 
achievements  through  the  research  route,  and 
it  is  believed  that  the  time  is  not  far  distant 
when  a definite  and  specific  cure  will  be  dis- 
covered. 
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THE  SURGICAL  DIAGNOSIS  AND  TREAT- 
MENT OF  THE  DYSPEPSIAS.* 

By  EDMUND  HORGAN,  M.  D„  F.  A.  C.  S.,  Washington,  D.  C. 

Thirty  and  more  different  conditions  or  dis- 
eases cause  dyspepsia.  The  commonest  of 
these  are  gastric  ulcer,  gastric  carcinoma, 
duodenal  ulcer,  cholecystitis  and  chronic  ap- 
pendicitis. 

Etiology. 

The  cause  of  these  common  forms  of  dys- 
pepsia has  not  been  conclusively  established; 
but  the  work  of  Rosenow  in  reproducing  some 
of  these  diseases  in  laboratory  animals  from 
pus  obtained  from  foci  of  infection  in  patients 
suffering  from  them,  has  "iven  us  the  most 
logical  explanation  of  the  cause.  The  cause 
of  carcinoma  of  the  stomach  is  as  little  known 
as  the  cause  of  carcinoma  elsewhere. 

Age. — These  common  forms  of  dyspepsia 
occur  in  all  decades  of  life.  Gastric  ulcer  is 
found  most  often  during  the  fourth  and  fifth 
decades;  gastric  carcinoma  is  most  frequently 
found  beyond  middle  life,  occasionally,  in  the 
young  adult;  duodenal  ulcer,  frequently  be- 
fore, but  mostly  during  and  after  the  third 
decade;  cholecystitis  most  often  beyond  the 
third  decade.  Chronic  appendicitis  occurs  at 
all  ages. 

Gastric  Ulcer. 

Chronic  gastric  ulcer  is  also  known  as  “pep- 
tic ulcer.”  The  patient  usually  gives  a his- 
tory of  spells  of  “stomach  trouble”  over  a long 
period  of  time.  The  spells  last  from  a few 
weeks  to  a few  months.  As  a rule  there  is 
no  periodicity  in  their  occurrence,  but  occa- 
sionally they  are  seasonal,  coming  in  the  spring 
and  fall.  The  period  between  spells  is  char- 
acterized by  freedom  from  pain  and  relative 
freedom  from  other  symptoms.  The  chief 
symptom  during  a spell  is  pain  coming  one  to 
one  and  a half  hours  after  meals.  The  pain 
may  be  relieved  by  alkalies,  and  sometimes  by 
food.  If  untreated,  it  persists  for  an  hour  or 
two,  usually  subsiding  before  the  next  meal. 
A heavy  meal,  of  course  food  will  be  followed 
by  longer  and  more  severe  pain  than  is  occa- 
sioned by  light  eating  and  bland  food.  The 
character  of  the  pain  may  be  described  by  the 
patient  as  “boring,”  “burning,”  “aching”  or 
“gnawing.”  The  location  of  the  pain  is  in 
the  epigastrium.  During  the  time  of  pain  the 
patient  complains  of  marked  weakness  and 
lassitude.  Sour  eructations  are  common,  and 
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nausea  is  occasional.  Vomiting  rarely  occurs 
unless  there  is  an  obstruction  in  the  stomach, 
in  which  case  it  is  frequent.  Hemorrhage 
occurs  in  over  25%  of  the  cases,  and  where  it 
does  occur  the  loss  of  blood  may  be  great 
enough  to  produce  an  acute  anemia  and  even 
death.  Patients  often  give  a history  of  loss 
of  weight,  or  a general  decline  from  the  be- 
ginning of  the  trouble. 

Physical  examination  of  the  patient  does  not 
reveal  anything  decidedly  characteristic  of 
gastric  ulcer,  but  a tenderness  high  in  the  epi- 
gastrium is  found  quite  frequently.  In  gastric 
ulcer  the  acid  values  are  usually  high,  but  they 
may  be  low,  in  which  case  they  suggest  the 
possibility  of  a malignant  change  in  the  ulcer. 
The  chief  aid  in  diagnosing  gastric  ulcer  is 
an  X-ray  study. 

Gastric  Carcinoma. 

Carcinoma  of  the  stomach  is  one  of  the  most 
frequent  causes  of  marked  gastric  distress,  and 
next  to  the  uterus  the  stomach  is  the  most  com- 
mon location  of  cancer  in  the  body.  Patients 
having  carcinoma  of  the  stomach  may  give 
either  a history  of  marked  digestive  disturb- 
ance over  a period  of  several  months  with  no 
antecedent  history  of  dyspepsia,  or  a history  of 
dyspepsia  off  and  on  over  a period  of  years 
with  a marked  increase  of  the  symptoms  over 
a period  of  months.  With  the  onset  of  the 
digestive  disturbance  there  is  a loss  of  appe- 
tite, and  a loss  of  strength  and  weight,  which 
gradually  increases,  as  the  disease  progresses. 
There  is  usually  gas,  belching  and  the  regurgi- 
tation of  small  quantities  of  food  and  sour  or 
foul-tasting  fluid.  Whatever  form  of  distress 
the  patient  may  have,  it  is  most  persistent,  and 
relief  or  comfort  cannot  be  obtained  from  food, 
alkalies,  irrigation  or  vomiting.  The  failure 
to  obtain  relief  by  these  methods  alone  should 
be  suggestive  of  carcinoma.  The  patient  has 
a marked  pallor  at  first,  which  late  in  the  dis- 
ease changes  to  a yellowish  tinge  characteristic 
of  cachexia.  There  is  an  anemia  without  visi- 
ble hemorrhage.  Hemorrhage  occurs  in  only 
about  10%  of  the  cases,  but  there  is  a steady 
loss  of  small  amounts  of  blood  which  is  altered 
by  the  gastric  juice  and  which  makes  the 
“coffee  grounds”  vomit  characteristic  of  this 
disease. 

On  physical  examination  a palpable  mass  in 
the  epigastrium  is  present  in  over  75%  of  the 
cases.  Examination  of  the  stomach  contents 
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reveals  altered  blood,  food  particles,  low  free 
HCl  and  total  acids  or  the  absence  of  free  HC1 
and  low  total  acids.  X-ray  study  is  the  most 
accurate  single  method  we  have  of  diagnosing 
gastric  carcinoma. 

Duodenal  Ulcer. 

The  patient  with  duodenal  ulcer  complains 
of  “stomach  trouble”  coming  in  spells  usually 
in  the  spring  and  fall,  lasting  from  a few 
weeks  to  a few  months,  and  alternating  with 
periods  of  complete  freedom  from  symptoms. 
During  the  spell  the  patient  has  pain  which 
comes  from  one  to  five  hours  after  meals,  and 
lasts  until  the  next  meal  or  until  relieved  by 
food  or  alkalies,  or  even  by  vomiting.  Pain 
recurs  at  the  same  time  after  each  meal  each 
day.  Gastric  distress  during  the  night  is  fre- 
quent, recurring  regularly  at  the  same  hour. 
It  can  be  relieved  by  crackers  and  milk  or 
soda,  and  the  patient  soon  learns  to  keep  his 
particular  remedy  at  his  bedside. 

Occasionally  there  is  some  gas  and  a sen- 
sation of  fulness  in  the  epigastrium  during  the 
time  of  pain.  It  may  be  accompanied  by  sour 
eructations.  Nausea  and  vomiting  sometimes 
occur.  Bleeding  occurs  in  20%  of  the  cases  of 
duodenal  ulcer.  The  hemorrhage  is  rarely 
fatal  but  is  often  serious. 

There  is  usually  a history  of  gradual  loss 
of  weight  from  the  time  of  onset,  but  occa- 
sionally there  is  noted  an  increase  if  the  pa- 
tient has  had  dietary  treatment.  To  physical 
examination  there  is  no  distinguishing  sign 
for  duodenal  ulcer.  Tenderness  in  the  epigas- 
trium may  be  found  in  some  cases  during  a 
spell.  Chemical  examination  usually  shows 
hyperacidity  in  cases  of  duodenal  ulcer;  but 
this  is  not  a sufficiently  constant  sign  to  be  de- 
pended upon  in  any  single  case  or  in  any  single 
analysis.  X-ray,  especially  in  the  hands  of 
experts,  is  a most  reliable  aid  in  locating  the 
ulcer  and  confirming  the  clinical  diagnosis. 

Cholecystitis. 

Chronic  cholecystitis  is  a very  common 
cause  of  dyspepsia  occuring  in  mild  and  severe 
forms.  The  mild  forms  may  be  difficult  to 
diagnose,  but  the  severe  forms  have  a well 
marked  train  of  symptoms.  The  patient  usu- 
ally describes  the  spell  as  coming  on  after  tak- 
ing food  that  disagrees,  after  an  indiscretion 
in  diet,  or  as  due  to  constipation.  The  chief 
symptom  is  gas,  with  belching,  bloating  of  the 


abdomen  and  fulness  in  the  epigastrium  and 
lower  part  of  the  chest.  The  distress  is  caused 
by  the  taking  of  food  and  may  come  on  dur- 
ing the  meal,  but  usually  comes  shortly  after. 
Certain  foods  cause  “repeating,”  and  certain 
foods  cause  distress;  the  avoidance  of  these 
will  allow  the  patient  to  be  comparatively  free 
from  trouble.  Intolerance  for  pork,  sometimes 
lamb  and  veal,  cabbage,  onions,  radishes,  raw 
apples,  bananas,  etc.,  is  most  characteristic  of 
this  disease.  Relief  is  usually  obtained  by 
belching.  Vomiting  occurs  at  times  and  most 
often  gives  relief.  Some  patients  learn  this 
and  will  induce  vomiting.  Soda  or  food  usu- 
ally does  not  give  relief.  The  patient  with 
cholecystitis  is,  in  most  cases,  well  nourished, 
has  a good  appetite  and  indulges  it  until  dis- 
comfort forces  him  to  a rigid  diet. 

Tenderness  in  the  region  of  the  gall-bladder 
and  along  the  lower  border  of  the  liver  may  be 
found  on  physical  examination,  but  is  not  al- 
ways present.  The  visualization  of  the  gall- 
bladder by  means  of  the  X-ray  following  the 
oral  administration  or  the  intravenous  injec- 
tion of  sodium  tetraiodo-phenolphthalein,  as 
suggested  by  Graham,  Cole  and  Copher,  is 
giving  us  valuable  aid  in  diagnosing  or  ex- 
cluding chronic  cholecystitis  and  cholelithiasis. 

Symptoms  of  cholelithiasis  are  the  same  as 
in  cholecystitis,  with  a history  of  one  or  more 
attacks  of  gall-stone  colic,  which  may  or  may 
not  be  followed  by  jaundice.  The  attacks  of 
colic  are  characterized  by  a sudden  severe  pain 
coming  in  the  epigastrium  and  going  through 
to  the  back  and  radiating  to  the  right  shoulder. 
The  duration  is  from  a few  minutes  to  a few 
hours  and  the  subsiding  of  the  pain  is  almost 
as  sudden  as  the  onset.  Following  the  attack 
there  is  tenderness  if  the  gall-bladder  is  dis- 
tended and  there  is  soreness  of  the  muscles  in 
the  epigastrium  from  contraction  during  colic. 

Chronic  Appendicitis. 

Chronic  appendicitis  may  mimic  any  or  all 
of  the  varieties  of  chronic  dyspepsia.  The 
distress  is  usually  epigastric,  with  nausea, 
bloating,  regurgitation,  etc.  Epigastric  dis- 
comfort may  be  more  or  less  continuous,  or 
may  come  in  spells.  Attacks  of  pain  or  dis- 
comfort occur  very  irregularly  with  regard  to 
meals,  time  of  day,  etc. 

Clinical  laboratory  and  rontgenological 
studies  have  not  developed  tests  or  mo  hods 
that  are  of  much  aid  to  the  clinician  in  diag- 
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nosing  this  condition.  Therefore,  the  surgical 
diagnosis  depends  upon  the  history.  A history 
of  one  or  more  attacks  of  pain  and  tenderness 
in  the  lower  right  quadrant  of  the  abdomen 
accompanied  by  nausea  may  be  obtained  from 
the  patient  if  careful  inquiry  is  made. 

Treatment. 

Almost  every  dyspeptic  condition  has  a med- 
ical aspect,  and  in  its  early  stages  should  be 
given  dietary  treatment  to  try  to  bring  about 
relief.  Where  a decision  is  to  be  made  be- 
tween surgical  and  dietary  treatment,  the  time 
and  money  of  the  patient  are  often  deciding 
factors,  together  with  his  mental  ability  to 
obey  faithfully  a long  and  complicated  dietary 
regime.  But  outside  of  these  determinants, 
and  in  general,  dietary  treatment  is  indicated 
in  early  dyspepsias  and  surgical  treatment  in 
long-standing  chronic  dyspepsias. 

Surgery. — In  opening  the  abdomen  for  any 
one  of  the  chronic  dyspepsias,  an  incision  large 
enough  for  an  exploration  of  the  abdomen 
should  be  made.  A right  rectus  incision  is  the 
<.  ne  usuaily  chosen. 

In  gastric  ulcer  the  ulcer  may  be  excised  by 
a cautery,  with  a knife,  or  by  resecting  a wed  'e 
shaped  segment.  Gastro-enterostomy  should 
usually  follow  any  form  of  ulcer  excision.  If 
the  ulcer  is  large,  a circular  resection,  or  a 
subtotal  gastrectomy  may  be  done. 

A gastric  carcinoma  in  any  portion  of  the 
stomach  can  be  easily  palpated  and  located 
After  it  has  been  found,  a thorough  search 
should  be  made  for  metastases.  If  none  is 
found,  a wide  removal  by  a resection  of  the 
stomach  should  be  done,  and  this  is  followed 
by  re-establishing  the  continuity  of  the  ali- 
mentary canal  bv  an  anastomosis  of  the  stom- 
ach to  the  duodenum  or  jejunum. 

Duodenal  ulcer,  like  gastric  ulcer,  should  it- 
self be  treated  surgically  if  practicable,  not  so 
much  on  account  of  possible  malignant  change 
as  because  hemorrhage  may  occur  at  some 
later  date.  It  can  be  (1)  infolded  by  placing 
a purse-string  suture  around  it,  (2)  destroyed 
by  cauterization,  or  (3)  excised  with  a knife. 
Following  any  one  of  these  operations  a gastro- 
enterostomy niay  be  done.  Instead  of  any  of 
the  procedures  just  mentioned,  a pyloroplasty 
combined  with  excision  may  be  made.  Where 
there  is  a marked  cicatrix  causing  stenosis  or 
pyloric  obstruction,  it  is  best  to  leave  the  ulcer 
untreated  and  do  a gastro-enterostomy. 


For  chronic  cholecystitis,  with  or  without 
stones,  the  gall-bladder  should  be  removed  if 
possible.  Some  few  cases  are  encountered 
where  there  has  been  an  acute  or  sub-acute 
attack,  where  jaundice  is  present,  and  also 
where  there  are  such  complicating  diseases  as 
nephritis,  etc.,  in  which  a cholecystostomy  is 
advisable. 

In  the  cases  that  are  operated  upon  for  gas- 
tric ulcer,  duodenal  ulcer,  cholecystitis,  choleli- 
thiasis, etc.,  the  appendix  should  be  inspected 
and  palpated,  and  unless  there  is  a contrain- 
dication in  the  condition  of  the  patient,  the 
appendix  should  be  removed.  When  the  diag- 
nosis of  chronic  appendicitis  only  has  been 
made,  and  the  abdomen  has  been  opened  for 
this  condition,  the  liver,  gall-bladder,  bile- 
ducts,  pancreas,  stomach  and  duodenum  should 
be  examined,  as  chronic  pathological  conditions 
in  these  tissues  are  often  associated  with 
chronic  appendicitis. 

1801  Eye  Street , N.  W. 


INDICATIONS  AND  CONTRA-INDICA- 
TIONS FOR  THE  EXTRACTION  OF 
TEETH.* 

By  HARRY  BEAR,  D.  D.  S.,  Richmond,  Va. 
Professor  of  Exodontia,  and  of  Dental  Jurisprudence,  Ethics  and 
Economics,  Medical  College  of  Virginia. 

In  every  phase  of  dentistry  there  have  been 
evolutionary  changes  which  have  kept  pace 
with  the  progress  of  civilization.  In  keeping 
with  the  other  branches,  exodontia,  too,  has 
undergone  many  and  sundry  metamorphoses 
before  it  reached  its  present  state  as  a distinct 
specialty. 

We  may  assume  that  from  time  immemorial 
man  has  been  subject,  more  or  less,  to  diseases 
of  the  mouth  which  have  made  necessary  the 
removal  of  teeth.  Even  centuries  ago  the  value 
and  importance  of  the  teeth  were  recognized. 
Evidences  of  the  practice  of  exodontia,  in  one 
form  or  another,  may  be  found  in  early  his- 
torical writings  and  in  museums.  Through 
the  3rears  many  factors  have  influenced  the 
character  and  standing  of  this  branch  of  medi- 
cine.  The  removal  or  retention  of  teeth  has 
likeAvise  been  affected  by  the  scientific  or 
pseudo-scientific  thought  of  the  times. 

The  profession,  however,  during  these  lat- 
ter years  has  been  somewhat  overburdened 
with  the  ideas  of  extremes.  In  modern  times 
we  recognize  that  an  era  of  “tooth  pulling" 
followed  the  invention  of  the  anatomical  for- 

♦Read  before  the  meeting  of  the  Fourth  District  Dental  Society 
of  North  Carolina,  at  Fayetteville,  December  9,  1926. 
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ceps,  in  1840,  by  the  English  dentist,  Sir  John 
Tonies.  There  have  been  periods  whefti  the 
slogan  was  “save  all  teeth.”  When  denture 
making  reached  a higher  degree  of  perfection 
than  that  which  previously  prevailed,  a craze 
for  extraction  was  again  prevalent.  The  ad- 
vent of  the  X-ray  and  its  universal  use  in 
dentistry  and  the  problem  of  focal  infection 
have  both  played  mighty  roles  in  guiding  the 
destinies  of  dentistry.  So  have  root  canal 
therapy  and  root  resection.  Then,  too,  anes- 
thesia, both  local  and  general,  have  played 
their  parts.  Between  the  extremes  of  “salva- 
tion and  damnation”  of  teeth, — and  this  has 
so  often  been  abstractly  considered  at  times, 
apparently  without  much  concern  for  the  pa- 
tient,— the  pendulum  seems  to  have  swung  its 
course.  While  there  are  “100  percenters”  on 
both  extremes,  the  profession  as  a whole  is 
settling  down  to  a more  rational  consideration 
of  the  subject  at  hand. 


Fig.  1. — Pulpless  teeth  which  do  not  show  any  X-ray  evidences 
of  structural  changes  which  might  indicate  pathology. 


Choice  of  Anesthetic 
In  considering  exodontia,  let  it  be  under- 
stood that  for  the  time  being  we  shall  eliminate 
the  subject  of  anesthesia,  for  exodontia  is  one 
thing  and  anesthesia  is  another.  The  various 
agents  generally  used  in  dentistry  all  have 
their  merits  and  their  indications.  The  choice 
of  the  anesthestic  to  be  employed  should  be 
determined  by  the  exigencies  of  the  case  and 
the  selection  should  be  left  to  the  operator  in 
charge.  It  might  be  borne  in  mind  that  you 
may  have  good  anesthesia  without  good  exo- 
dontia, but  you  cannot  do  good  exodontia  with- 
out good  anesthesia. 

Indications  for  Extraction 
It  must  be  understood  that  no  hard  and  set 
rule  can  be  laid  down  as  a guide  for  the  in- 
dications and  contra-indications  for  the  re- 
moval of  teeth.  For  the  sake  of  convenience, 
the  indications  for  extraction  may  be  divided 
into  four  groups: 
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First:  All  teeth  which  are,  yer  se , objec- 
tively so  far  decayed  or  broken  down  that 
they  cannot  be  restored  to  function.  This 
group  would  also  include  chronic  and  acute 
abscessed  teeth  giving  clinical  symptoms  of  in- 
volved adjacent  tissues. 

Second:  All  teeth  which  show  X-ray  find- 
ings of  abnormal  and  harmful  structural 
changes  of  the  root  apices. 

Third:  All  supernumerary  teeth  which  may 
be  out  of  alignment;  malposed  teeth;  teeth 
which  interfere  with  a proper  restoration  that 
is  indicated ; to  aid  orthodontia. 

Fourth:  Such  impacted  teeth  as  are  giving 
local  or  general  symptoms  or  communicate 
with  the  mouth;  other  impacted  teeth  which 
majr  be  removed  as  a means  of  preventing  fu- 
ture possible  complications. 


Contra-Indications 

Under  contra-indications  may  be  grouped 
all  teeth  which  can  be  restored  to  function  and 
usefulness;  all  cases  of  patients  where  the  gen- 
eral health  is  such  that  it  would  be  inexpedi- 
ent to  operate;  cases  where  good  surgical  judg- 
ment would  dictate  that  the  operation  be  tem- 
porarily deferred  if  remedial  measures  will  af- 
ford relief. 


Fig.  2. — Roentgenograms  showing  structural  changes  at  apices 
of  teeth  indicative  of  pathological  lesions. 


In  certain  types  of  acute  abscesses  and  in 
cases  of  acute  inflammatory  areas  over  erupt- 
ing third  molars  extraction  is  contra-indicated. 
Temporary  relief  should  be  given  and  meas- 
ures instituted  to  restore  the  tissues  to  as  near 
a normal  condition  as  possible  before  surgical 
intervention  is  undertaken.  This  may  be  ac- 
complished in  some  cases  by  a superficial 
cleansing  of  the  area  and  by  the  application 
of  extreme  heat  or  cold  externally,  as  may  be 
indicated.  By  judicious  postponement,  com- 
plications of  possible  serious  involvement  of 
adjacent  tissues  are  avoided.  Extraction  is 
also  contra-indicated  in  some  cases  of  patients 
■suffering  with  severe  heart  lesions.  Under 
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these  circumstances  the  medical  attendant 
should  always  be  consulted. 

In  spite  of  the  foregoing  classifications  we 
recognize  that  there  are  varying  circumstances 
to  alter  the  situation.  Our  best  judgment  must 
prevail  in  studying  the  particular  case  pre- 
sented. Patients  seek  the  services  of  a dentist 
for  four  reasons;  first,  for  the  relief  of  pain; 
second,  for  the  relief  of  some  general  disturb- 
ance. having  been  advised  that  the  teeth  may 
be  a factor  in  the  production  of  a general 
disease;  third,  for  aesthetic  purposes;  and 
fourth , as  a prophylactic  measure  in  main- 
taining a good  masticatory  apparatus. 

Differential  Diagnosis 

It  is  not  difficult  in  many  cases  to  decide 
whether  or  not  teeth  should  be  removed.  The 
symptoms  may  be  so  obvious  that  there  would 
be  no  occasion  for  a difference  of  opinion. 
With  many  other  cases,  however,  decision  is 
not  so  easy  without  clearly  weighing  all  the 
evidence  at  hand.  A patient,  whose  general 


Fig:.  3. — Roentgenogram  shows  man- 
dibular first  molar  with  struc- 
tural changes  at  its  apices  in- 
dicative of  pathology.  Note 
enlargement  and  malformation 
of  root  ends. 

health  is  apparently  good,  will  often  have  sev- 
eral pulpless  teeth.  In  this  instance  the  X-ray 
examination  might  show  areas  of  structural 
changes  about  the  root  ends  of  the  teeth,  in 
which  event  treatment  of  the  teeth  might  be 
undertaken.  In  another  case  the  patient  may 
be  a sufferer  of  numerous  ailments  and  an  ef- 
fort is  being  made  to  eliminate  all  foci  of  in- 
fection. There  may  be  several  teeth  here  which 
might  even  be  considered  doubtful,  yet  good 
judgment,  in  the  interest  of  the  patient’s  wel- 
fare, would  dictate  that  these  teeth  should  be 
removed. 

There  are  some  patients,  for  instance,  who 
]) resent  conditions  in  their  mouths  which  are 
not  favorable  for  full  denture  construction.  It 
is  highly  important  in  these  cases  to  retain,  if 
possible,  some  unaffected  teeth  which  would 


aid  in  the  retention  of  the  restorations.  The 
opposite  may  also  be  true.  There  are  other 
cases  in  which  the  retention  of  some  teeth,  al- 
though not  pathologically  involved,  would 
mitigate  against  successful  results,  in  which 
case  the  teeth  should  be  removed. 

It  is  equally  as  important,  if  not  more  so. 
to  decide  when  not  to  remove  teeth  as  it  is  to 
decide  when  to  remove  them.  We  have  all 
seen  cases  of  remarkable  results  following  the 
removal  of  infected  teeth.  We  have  also  seen 
many  cases  where  good,  bad,  and  indifferent 
teeth  have  been  sacrificed  on  the  altar  of  ad- 
vancing science  without  any  material  aid  to  the 
patients.  When  the  examination  of  a case 
shows  the  presence  of  teeth  which  are  believed 
to  be  pathologically  involved,  it  is  only  fair 


Fig.  4. — Impacted  supernumerary 
tooth  situated  between  the 
maxillary  second  bicuspid  and 
first  molar.  This  tooth  was  not 
visiole  clinically. 

that  the  patient  should  be  advised  of  this.  If 
the  patient  is  being  treated  for  some  ailment 
in  which  a focus  of  infection  is  sought,  and 
if  extractions  are  indicated,  the  dentist 
should  only  advise  that  this  particular  focus 
should  be  eliminated  as  one  of  the  possible 
causes.  He  should  never  promise  definite  re- 
sults in  such  situations,  where  in  the  very 
nature  of  things  there  is  uncertainty.  There 
may  be  other  foci  which  should  be  eliminated 
and  this  is  within  the  province  of  the  physi- 
cian. 

An  examination  and  diagnosis  which  may  be 
made  at  one  time  does  not  mean  that  this 
opinion  will  suffice  for  all  time.  The  patient’s 
general  health  is  changeable  and  so  are  the 
many  other  factors  involved.  The  dentist,  in 
making  his  diagnosis  and  recommendation,  is 
of  necessity  mainly  influenced  by  the  more  re- 
cent findings  in  the  case.  While  conservatism 
is  the  present  key-note,  we  must  not  let  this  so 
blind  our  viewpoint  as  to  interfere  with  such 
radical  procedures  as  may  be  necessary  when 
the  patient’s  general  health  demands  it. 
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Impacted  Teeth 

There  is  much  difference  of  opinion  at  the 
present  time  regarding  impacted  teeth.  The 
three  teeth  most  commonly  found  impacted  are 
the  maxillary  cuspids  and  third  molars  and 
the  mandibular  third  molars.  It  is  the  mandi- 
bular third  molar  which  most  frequently  of- 
fers the  greatest  trouble  to  both  patient  and 
dentist.  The  statement  has  been  made  that 
unless  an  impacted  tooth  is  brought  into  nor- 
mal position  the  tooth  should  be  removed. 
This  assertion  might  be  viewed  with  some  res- 
ervation. We  do  know,  however,  that  there 
are  many  impacted  teeth,  particularly  those 
which  have  some  portion  of  the  crown  pro- 
truding through  the  soft  tissues,  that  start  up 
some  local  discomfort  or  become  infected,  and 
that  surgical  interference  is  indicated.  We 
also  know  that  there  are  many  cases  of  pa- 
tients who  have  suffered  with  some  obscure 
pains  in  and  about  the  head  and  that  these 
conditions  have  been  benefited  by  the  removal 
of  impacted  teeth.  The  subject  of  impacted 
teeth  might  in  itself  occupy  the  attention  of 
a whole  paper.  Here,  however,  as  in  the  re- 
moval of  infected  teeth,  the  patient  should  not 
be  led  to  believe  that  cures  are  always  ef- 
fected. 

Extent  of  Surgical  Interference 
There  was  a time  when  nothing  was  thought 
of  removing  at  one  sitting  a large  number  of 
the  affected  teeth,  even  if  all  thirty-two  were 
involved.  Since  it  is  now  an  accepted  fact 
that  the  teeth  and  adjacent  structures  play  an 


Fig.  5. — A horizontal  impacted  mandibular  third 
molar. 

important  role  in  the  health  of  an  individual, 
we  must  guard  against  too  much  interference 
at  one  time.  Where  a number  of  teeth  have  to 
be  removed,  caution  must  be  exercised  in  not 
removing  more  than  a few  at  one  sitting. 
Where  it  is  suspected  that  the  teeth  may  be 
one  of  the  foci  of  infection  in  the  patient's 


present  illness,  it  is  better  not  to  remove  more 
than  two  or  three  teeth  at  a time  and  to  al- 
low at  least  three  or  four  days  to  intervene 
before  the  next  operation.  In  cases  of  extreme 
illness  it  is  the  better  part  of  wisdom,  in  in- 
stances, to  remove  only  one  tooth  at  the  first 
visit  and  note  the  patient’s  reaction  before 
proceeding  with  further  extractions  at  a sub- 
sequent date.  The  patient  may  have  an  ex- 
acerbation of  symptoms,  a rise  in  temperature 
or  general  toxemia,  etc.  In  normal  healthy  in- 
dividuals several  teeth  may  be  removed  at  each 
visit;  when  a large  number  of  teeth  have  to 
be  removed,  the  mouth  may  be  divided  into 
quadrants. 


Fig.  6. — Roentgenogram  showing  impacted 
maxillary  cuspid  in  patient  75  years  old. 

Patient  had  been  wearing  a full  upper 
denture  for  thirty  years.  Destruction  of  the 
osseous  tissue  over  the  tooth  and  of  the 
crown  of  the  tooth  developed ; a fistula  was 
evident  in  the  palate. 

Medico-Dental  Aspect 

Who  shall  decide  whether  or  not  teeth  should 
be  removed?  Surely  the  patient  is  not  com- 
petent. Where  the  patient  is  under  the  care 
of  a physician  and  the  mouth  is  suspected  as 
a possible  focus  of  infection,  it  is  the  duty  of 
the  physician  to  refer  the  patient  to  the  den- 
tist for  consultation.  It  is  for  the  dentist  to 
examine,  consider  and  recommend  what  should 
be  done.  Because  of  the  intimate  correlation 
of  dentistry  and  medicine  as  it  affects  the  pa- 
tient, there  is  need  for  the  utmost  co-operation 
between  the  dentist  and  physician.  Patients 
should  be  treated  as  individuals  and  not  “en 
masse;”  the  patient’s  welfare  demands  a per- 
sonal interest.  There  is  no  conflict  in  the  treat- 
ment of  patients  when  the  dentist  and  physi- 
cian both  recognize  their  respective  fields  and 
responsibilities. 
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A careful  X-ray  examination  of  the  mouth 
is  necessary  before  venturing  an  intelligent 
opinion.  The  examination  should  include  the 
edentulous  areas  as  well  as  all  the  teeth.  It 
must  be  understood,  howeyer,  that  the  radio- 
graphic  findings  are  only  an  aid  to  diagnosis 
and  that  the  clinical  findings,  both  general 
and  local,  are  of  inestimable  yalue.  It  is  then 
that  the  competent  and  careful  dentist  corre- 
lates these  findings  with  the  history  of  the  case. 
Upon  these  data  will  he  base  his  recommenda- 
tion and  proceed  accordingly. 

410  Professional  Building. 


THE  CURABILITY  OF  DIABETES 
MELLITUS— REPORT  OF  TWO 
CASES.* 

By  MARTIN  LASERSOHN.  M.  D..  Richmond.  Va. 

Associate  in  Medicine,  Medical  College  of  Virginia. 

Clinicians  haye  always  regarded  true  dia- 
betes mellitus  as  an  incurable  disease.  Sev- 
eral  reports  of  apparently  cured  cases  appear 
in  print,  but  these  reports  are  peculiarly 
limited  to  the  rare  recovery  in  a child,  or  in 
an  adult  with  some  other  glandular  disturb- 
ance. Thus.  John* 1  cities  two  cases  previously 
reported  by  Joslin  and  by  Von  Noorden  of 
diabetic  children,  aged  7 years,  and  reports  the 
spontaneous  disappearance  of  diabetes  in  an 
adult  case  associated  with  acromegaly.  He 
also  presents  the  data  of  another  patient  in 
whom  there  was  a marked  restoration  of  the 
carbohydrate  tolerance  so  that  on  a diet  con- 
sisting of  200  grams  of  carbohydrate.  70  grams 
of  protein  and  157  grams  of  fat.  a total  of 
2.500  calories,  there  was  no  increase  in  the 
blood  sugar.  John  then  concludes  that  ‘‘the 
carbohydrate  tolerance  is  restored,  and  is  nor- 
mal.” With  appropriate  therapy  it  is  not  very 
unusual  to  see  such  a restoration  of  the  car- 
bohydrate tolerance:  a cure,  howeyer.  consists 
of  the  maintenance  of  such  a tolerance,  or  bet- 
ter still  of  a larger  one.  oyer  a long  period  of 
time.  John  does  not  report  the  glucose  toler- 
ance test  in  this  case.  As  will  be  shown  later, 
such  a patient,  although  apparently  cured,  may 
show  the  typical  curve  of  the  diabetic  upon 
the  administration  of  the  glucose  for  the  test, 
and  his  future  course  may  show  a return  of 
the  symptoms  and  signs  of  diabetes,  as  is 
demonstrated  in  Case  2 below. 

Abstracts  of  the  histories  and  other  data 


•From  the  Department  of  Internal  Medicine,  Medical  College 
of  Virginia. 

1.  John.  H.  J. : Spontaneous  Disappearance  of  Diabetes. 
J.  A.  M.  A..  85:  1629:  Nov.  21.  1925. 


in  two  cases  that  demonstrate  an  apparent  cure 
in  diabetes  mellitus  follow.  One  was  treated 
with  insulin;  the  other  by  diet  alone.  The 
marked  increase  in  carbohydrate  tolerance 
seen  in  each  case  is  very  striking,  but  that  this 
“cure”  is  not  permanent  is  shown  by  the  sub- 
sequent events  in  one  of  the  cases  and  by  the 
glucose  tolerance  test  in  both.  These  patients 
were  first  seen  by  Dr.  J.  Morrison  Hutcheson, 
to  whom  I am  indebted  for  the  early  data  of 
these  cases,  and  for  the  privilege  of  studying 
them  on  their  recent  return  visits  to  him. 

Case  1.  H.  R.,  a white  male.  19  years  old, 
was  first  seen  on  March  14.  1924.  The  patient 
stated  that  for  6 months  he  had  been  aware 
of  an  abnormal  thirst  and  that  he  had  been 
passing  large  amounts  of  urine  day  and  night. 
He  also  complained  of  weakness  and  “nervous- 
ness,” and  of  cramping  in  the  left  leg.  He 
stated  that  he  weighed  143  lbs.  (65  kg.)  in 
January,  1924.  but  that  since  then  he  had  lost 
13  lbs.  (5.9  kg.) 

The  general  physical  examination  was  es- 
sentially negative.  His  weight  was  130  lbs. 
(59  kg.)  and  his  height  67  inches  (167.5  ems.). 
Blood  pressure  102  systolic,  70  diastolic.  The 
laboratory  findings,  March  14,  were : hemo- 
globin. 95  per  cent ; white  blood  cells,  8.200  per 
cubic  millimeter.  Differential  count:  neutro- 
phils 59  per  cent : small  and  large  lympho- 
cytes 41  per  cent.  Blood  smears  appeared  nor- 
mal. The  blood  W assermann  reaction  was 
negative.  Urine : sugar  positive,  trace  al- 
bumin. acid  reaction,  straw  color,  sp.  gr.  1.044. 
Microscopic  examination  showed  few  epithelial 
cells,  occasional  small  clumps  of  pus  cells,  a 
little  mucus ; no  casts  or  red  blood  cells.  Blood 
sugar  285.2  mgm.  per  100  cc.  blood;  non- 
protein nitrogen  34.4  mgm.  per  100  cc.  blood. 

This  patient  was  put  on  a diet  consisting  of 
119  grams  of  protein.  117  grams  of  fat.  and  86 
grams  of  carbohydrate;  a total  of  1873  calories. 
On  this  diet  the  glycosuria  disappeared  in  a 
few  days:  but  a week  later  he  again  showed 
sugar  in  the  urine  and  for  this  reason  his  car- 
bohydrate was  decreased  to  61  grams. 

On  May  3.  1924.  almost  2 months  after  the 
first  visit,  the  urine  was  found  negative  for 
sugar  and  the  patient  reported  that  he  had 
noticed  no  sugar  in  it  since  April  2. 

On  July  12.  1926.  more  than  two  years  later, 
the  patient  returned  for  observation.  He  stated 
that  he  was  feeling  fine,  that  his  sleep  was 
sound,  and  that  he  was  working  six  days  a 
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week.  He  said  that  his  diet  consisted  of  the 
articles  in  the  list  given  him  over  two  years 
ago,  but  that  he  had  been  eating  in  amounts 
as  desired,  including  the  meat,  fruit,  milk,  eggs, 
vegetables,  cream  and  butter.  In  addition,  on 
an  average  of  once  every  month,  he  stated  that 
lie  ate  “everything,”  including  desserts,  and 
that  the  urine  when  examined  by  him  at  the 
end  of  such  a day  and  the  next  day  showed  no 
sugar.  He  stated,  further,  that  a day  or  two 
ago,  in  addition  to  the  foods  usually  eaten,  he 
had  taken  “two  saucers  of  ice-cream  and  four 
or  five  apples”  and  that  five  hours  later  he 
found  no  sugar  in  the  urine.  His  blood  sugar, 
taken  before  breakfast,  July  12,  was  only  135.1 
mgm.  per  100  cc.  blood.  The  urine  on  this 
day  had  a specific  gravity  of  1.021  and  it  con- 
tained no  sugar.  His  weight  was  121  lbs.  (59.5 

kg-)- 


ng.l  - Glucose  tolerance  curves. 
A . - Ca.se  I ; B.  “ Case  H ; 
C.~  Normal  Curve. 


a 

These  findings  were  so  suggestive  of  a com- 
plete restoration  of  the  carbohydrate  tolerance, 
and  possibly  complete  recovery  from  the  dia- 
betes, that  it  was  thought  advisable  to  do  a 
glucose  tolerance  test.  The  test  was  done  on 


July  13,  1926,  and  the  results  are  noted  in 
Fig.  1 — A and  Table  I. 

Table  I. — Glucose  Tolerance  Test  in  Case  I, 
July  13,  1926. 


Before 

Blood  sugar  before 
and  after  inges- 
tion of  glucose  in 

After 
% hr. 

After 
IV2  hr 

After 
2 hr. 

After 
3 hr. 

mg  /100  c.c.  114.2 

Sugar  in  urine,  in 

198.0 

229.8 

246.9 

400.00 

per  cent.  _neg. 

neg. 

1.2 

2.0 

2.5 

The  method  employed  is  essentially  that  de- 
scribed by  Olmsted  and  Gay2,  using  1.75  grams 
glucose  per  pound  body  weight.  It  is  readily 
seen  that  the  curve  is  that  of  diabetes  mellitus. 

Case  2.  W.  F.  F.,  a white  male,  42  years 
old,  was  first  seen  on  November  20,  1923.  He 
complained  of  loss  of  weight  and  a large 
amount  of  urine.  He  stated  that  he  had  been 
well  up  to  30  days  ago  when  he  “took  cold.” 
Since  the  onset  of  this  cold  he  had  to  cough 
and  expectorate  and  had  lost  weight.  Before 
getting  sick  he  said  his  weight  was  165  lbs. 
(74.5  kg.). 

There  were  no  especially  noteworthy  find- 
ings in  the  physical  examination  except  for 
the  chest  where,  on  auscultation,  small,  moist 
rales  were  heard  posteriorly  at  each  apex.  The 
breath  sounds  at  the  left  apex  behind  were 
broncho-vesicular  in  character.  The  roentgeno- 
logist’s conclusions  from  stereoscopic  plates  of 
the  chest  were  as  follows : “There  is  present  a 
moderately  advanced  tuberculous  lesion  in  the 
upper  right  lobe.  The  chest  appears  normal 
elsewhere  except  for  a slight  suspicion  of  in- 
volvement at  the  left  apex.”  The  patient’s 
weight  at  this  time,  November  20,  1923,  was 

142  lbs.  (64.5  kg.),  and  his  height  67  inches 
(167.5  cms.).  The  urine  had  a specific  gravity 
of  1.040,  showed  a trace  of  albumin  and  was 
positive  for  sugar.  The  blood  sugar  was  281.7 
mgm.  per  100  cc.  blood. 

On  December  1,  1923,  the  patient  weighed 

143  lbs.  (65  kg.)  and  stated  that  he  was  feeling 
fine  and  free  of  all  symptoms.  He  had  been 
taking  a diet  consisting  of  123  grams  of  pro- 
tein, 108  grams  of  fat,  and  47  grams  of  car- 
bohydrate— a total  of  1652  calories.  On  this 
diet,  with  9 units  of  insulin,  he  showed  no 
glycosuria  and  his  blood  sugar  was  122.9  mgm. 
A week  later  the  diet  was  raised  to  2300 
calories  and  the  insulin  kept  the  same. 

2.  Olmsted,  W.  H.  and  Gay,  L.  P. : Study  of  Blood  Sugar 
Curves  Following  a Standardized  Glucose  Meal ; Arch.  Int.  Med., 
29:  384  (Mar.),  1^22. 
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On  September  22.  1924.  the  patient  returned 
for  observation.  He  had  been  taking  his  diet 
and  insulin,  as  previously  directed,  for  almost 
a year.  On  admission  to  the  Johnston- Willis 
Hospital,  he  was  put  on  the  same  diet,  but 
without  insulin ; protein  155  grams,  fat  148 
grams,  carbohydrate  87  grams;  calories  2300. 
He  was  observed  for  4 days  and  during  this 
time  it  was  found  that  his  24  hour  urine  speci- 
mens were  negative  for  sugar  and  that  the  fast- 
ino-  blood  sugar,  taken  twice,  did  not  exceed 
90.9  mgm.  During  this  time  there  was  no 
cough,  sputum,  fever  or  rales. 

On  September  3,  1926.  almost  two  years  later, 
the  patient  again  returned  for  observation.  At 
this  time  he  stated  that  for  the  past  two  years 
he  had  not  followed  any  particular  diet  but 
that  he  had  been  eating  "everything”  except 
sweet  tasting  foods,  potatoes  and  pastries.  He 
said  that  he  was  eating  large  amounts  of  food 
and  that  he  averaged  about  6 slices  of  bread  a 
clay.  He  noticed  no  abnormal  thirst  or  poly- 
uria and  no  other  symptoms  except  loss  of 
weight.  Examination  at  this  time  showed  the 
patient  to  be  quite  emaciated.  He  weighed 
only  118  lbs.  (53.6  kg.).  There  was  marked 
dullness  on  percussion  in  both  apices  of  the 
lungs  and  many  moist  rales  in  the  dull  areas. 
The  urine  showed  no  sugar  and  the  fasting 
blood  sugar  was  only  125  mgm. 

Here  was  a very  surprising  restoration  of 
the  carbohydrate  tolerance  in  a tuberculous 
diabetic.  Because  of  the  normal  blood  and 
urine  findings,  despite  the  very  liberal  diet,  it 
was  thought  advisable  to  do  a glucose  tolerance 
test,  as  such  findings  suggest  complete  restora- 
tion of  tolerance  and  perhaps  even  permanent 
cure.  This  test  was  done  two  days  later.  Sep- 
tember 5.  1926,  with  the  results  as  noted  in 
Fig'.  1-B  and  Table  II.  The  curve  is  that 
of  diabetes  mellitus. 

Table  II. — Glucose  Tolerance  Test  in  Case  II., 
September  5,  1926. 

1 hr.  2 hr.  3 hr. 

Before  After  After  After 
Blood  sugar  before  and 

after  ingestion  of  glucose 

in  mg.  /100  c.c.  99.9  187.7  263.1  224.1 

Sugar  in  urine,  in  per  cent.  neg.  neg.  0.5  0.7 

The  subsequent  course  of  this  patient  further 
brought  out  that  lie  was  not  cured.  He  re- 
turned November  27,  1926,  complaining  of 
<rreat  thirst,  polyuria,  voracious  appetite  and 
loss  of  weight  to  112  lbs.  (50  kg.).  He  stated 
that  that  these  symptoms  started  a week  after 
the  glucose  tolerance  test,  but  also  stated  that. 


since  the  test,  he  had  started  to  eat  much  more 
than  before,  excluding  only  actual  sweets  and 
desserts  and  eating  three  slices  of  bread  with 
each  meal.  He  had  used  no  insulin.  His  urine 
showed  a large  amount  of  sugar  and  his  fast- 
ing blood  sugar  was  303  mgm.  He  was  put 
on  a diet  consisting  of  72  grams  of  protein, 
203  grams  of  fat  and  33  grams  of  carbohy- 
drate; calories  2247.  On  this  diet,  and  20  units 
of  insulin  before  the  noon  meal,  his  24  hour 
urine  specimens  showed  sugar  and  his  blood 
sugar  (fasting),  taken  November  30,  was  312.5 
mgm.  On  December  1,  twenty  more  units  of 
insulin,  before  supper,  were  given  and  his 
blood  sugar  taken  just  before  the  next  break- 
fast was  182.1  mgm.  On  December  3,  the  24 
hour  urine  showed  no  sugar.  On  December  4, 
the  diet  was  raised  to  protein  82  grams,  fat  215 
grams,  carbohydrate  50  grams;  total  calories 
2463.  and  the  insulin  was  raised  to  a total  of 
60  units.  Two  davs  later  the  fasting  blood 
sugar  was  151  mgm.  and  the  patient  was  dis- 
charged from  the  hospital  on  this  diet  and  in- 
sulin. Changes  in  the  diet  and  insulin  were 
necessarily  hurried  as  the  patient  could  stay 
no  longer. 

It  is  interesting  to  note  that,  while  there  was 
a return  of  the  diabetic  symptoms,  there  was 
a marked  improvement  in  the  tuberculous  in- 
fection in  the  lungs.  On  Dec.  29,  1926,  the 
roentgenologist  reported  that  “in  comparison 
with  examination  made  Nov.  20,  1926.  the  in- 
volvement of  the  upper  right  apex  does  not  ap- 
pear to  be  as  extensive  as  previous  films 
showed.  There  is  a considerable  amount  of 
fibrous  tissue  deposit  present.  There  is  an  oc- 
casional soft  tubercle,  but  these  are  not  nearly 
so  marked  as  previously  noted.  There  are 
many  calcified  tubercles  around  the  hilum  and 
lower  portion  of  the  lung.  The  lesion  in  the 
upper  left  lung  appears  to  be  healed,  there 
being  no  evidence  of  any  soft  tubercles  pres- 
ent.” The  conclusions  were  that  there  was  a 
marked  improvement  to  be  noted  over  the 
previous  examination,  but  that  the  tuberculo- 
sis was  not  entirely  quiescent. 

These  two  cases  demonstrate  the  marked  in- 
crease in  the  carbohydrate  tolerance  that  can 
occur  in  diabetes  mellitus.  At  one  stage  of  the 
clinical  picture  when  the  improvement  is  most 
marked,  one  would  have  practically  no  evi- 
dence to  show  that  they  are  still  diabetic  and 
a decision  that  a cure  has  been  effected  is  likely 
to  follow.  In  each  case,  however,  the  residts 
of  the  glucose  tolerance  tests  show  that  the 
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sugar  burning  capacity  of  these  individuals  is 
not  normal,  and  when  one  follows  the  future 
clinical  course  of  such  patients,  as  was  shown 
by  Case  2,  we  find  a return  of  the  diabetic 
symptoms  and  signs. 

Partial  recovery  from  diabetes,  that  is,  in- 
crease in  the  carbohydrate  tolerance,  is  not 
only  seen  clinically  but  can  be  produced  ex- 
perimentally as  well.  Copp  and  Barclay3 
came  to  the  conclusion  from  experiments  on 
dogs  made  diabetic,  that  the  damage  done  to 
the  islands  of  Langerhans  by  subsequent  over- 
feeding could  be  repaired,  providing  the  beta 
cells  had  not  progressed  beyond  the  stage  of 
hydropic  degeneration  and  proper  treatment 
was  instituted.  Clinically,  however,  the  de- 
structive process  is  rarely,  if  ever,  reversible 
to  a degree  that  manifests  itself  in  complete 
and  permanent  restoration  of  the  sugar  burn- 
ing capacity.  It  may  be  that  complete  re- 
covery does  not  occur  because  the  damage  done 
the  human  pancreas  has  progressed  beyond 
the  reversible  stage,  or  it  may  be  that  constant 
damage  is  being  done  by  whatever  injurious 
agent  it  is  that  causes  diabetes  mellitus.4 

With  the  advent  of  insulin  there  arose  the 
hope  that  diabetes  might  be  eventually  cured. 
Cures  of  undoubted  cases  have  so  far  not  been 
seen  as  a result  of  insulin  therapy.  Harrison5 
states  that  to  his  knowledge  “no  case  of  human 
diabetes  mellitus  has  as  yet  been  published  in 
which  it  was  possible  eventually,  to  stop  the 
insulin  entirely  and  to  allow  an  absolutely  un- 
restricted diet,  without  the  return  of  hyper- 
glycemia.” In  Boyd  and  Robinson’s6  case, 
while  there  were  noted  clinically  a very 
marked  increase  in  the  carbohydrate  tolerance 
and  at  autopsy  a regeneration  of  the  islands 
of  Langerhans,  yet  it  is  noteworthy  too,  that, 
although  this  patient  had  been  treated  with 
insulin  for  a year,  there  was  never  complete 
restoration  of  the  tolerance.  While  the  islands 
had  regenerated  in  this  case,  a child  nine  years 
old,  no  such  regeneration  was  noted  in  the 
twenty-six  autopsied  cases,  all  adults,  reported 
by  Warren  and  Root4,  who  state  that  they 
could  not,  so  far  as  they  could  determine,  note 

3.  Copp,  E.  F.  F.  and  Barclay,  A.  J. : The  Restoration  of 
Hydropically  Degenerated  Cells  of  the  Pancreatic  Islands  in 
Dogs  under  Insulin  Treatment.  J.  M.  Research,  4:  445  (Sept.- 
Oct.),  1923. 

4.  Warren,  Shields,  and  Root,  H.  F. : The  Pathology  of 
Diebetes,  with  Special  Reference  to  Pancreatic  Renegeration, 
Am.  J.  Path.:  1:  415  (July),  1925. 

5.  Harrison,  G.  A. : Can  Insulin  Produce  Even  a Partial 
Cure  in  Human  Diabetes  Mellitus?  Quart.  J.  Med.,  19:  223 
(Jan.),  1926. 

6.  Boyd,  G.  L.  and  Robinson,  W.  L. : Evidence  of  Regenera- 
tion of  the  Pancreas  in  an  Insulin  Treated  Case  of  Diabetes. 
Am.  J.  Path.,  1:  135  (Mar.),  1925. 


any  difference  between  the  pancreases  of  those 
given  insulin  and  those  under  dietary  treat- 
ment alone,  with  the  possible  exception  of  one 
insulin  treated  patient  who  showed  more  ap- 
parently normal  islands  than  would  ordinarily 
be  the  case.  These  writers  certainly  found  no 
marked  evidences  in  the  adult  of  a regener- 
ated pancreas,  and  such  findings  coincide  with 
clinical  experience  of  the  incurability  of  this 
disease. 

From  post-mortem  and  experimental  data, 
then,  and  from  clinical  experience,  it  is  obvious 
that  at  the  stage  of  apparent  cure  in  diabetes 
mellitus  one  is  not  justified  in  advising  a gen- 
eral diet  with  an  unlimited  amount  of  carbo- 
hydrate. Should  such  a patient  develop  an 
acute  infection  it  would  still  be  very  import- 
ant to  study  the  blood  and  urine  and  be  on 
guard  to  institute  such  dietetic  and  insulin 
changes  as  may  be  necessary.  The  present  day 
therapy  is  very  effective,  indeed  life  saving, 
and  with  it  one  can  restore  the  diabetic  to  the 
enjoyment  of  good  health,  to  his  work,  and  to 
happiness,  although  he  may  never  become 
cured. 

Professional  Building. 


ESSENTIAL  FACTS  IN  CONNECTION 

WITH  THE  USE  OF  LOCAL  ANES- 
THESIA IN  NOSE  AND  THOAT 
SURGERY. 

By  WILLIAM  LAWRENCE  GATEWOOD.  M.  D.,  F.  A.  C.  S., 
New  York,  N.  Y. 

Professor  of  Diseases  of  the  Nose  and  Throat,  New  York 
Polyclinic  Medical  School  and  Hospital ; Consulting  Nose  and 
Throat  Surgeon,  Riverside  Hospital. 

General  Discussion. 

Many  surgeons  have  come  to  the  conclusion 
that  it  is  not  a question  of  the  form  of  drug 
used  in  a complete  or  partial  local  anesthesia, 
but  rather  the  attitude  of  the  surgeon  towards 
the  operation  in  mind.  In  the  hands  of  most 
surgeons,  cocaine  in  weak  solutions,  or  any  of 
the  synthetic  preparations,  is  believed  to  be 
effectual  as  far  as  the  matter  of  pain  is  con- 
cerned. A technique  can  be  perfected  from 
experience  which  will  make  it  possible  to  use 
cocaine  or  any  non-toxic  preparation  in  quan- 
tities which  will  exclude  all  pain,  but  this  is 
only  a part  of  the  success  which  may  surround 
any  operative  procedure.  The  purpose  of  an 
operation  is  not  accomplished  simply  by  per- 
forming the  operation  without  pain.  As  a re- 
sult of  this  faulty  opinion  that  operations  are 
successful  if  done  without  pain,  there  are  too 
many  operations  performed  without  due  re- 
gard to  diagnosis,  the  seriousness  which  may 
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be  associated  with  the  operation,  the  shock  re- 
sulting from  it  and  the  final  result  attending 
it. 

All  operative  procedures,  from  a simple 
opening  of  a minor  abscess  of  the  throat  to  the 
radical  mastoid  or  radical  frontal,  should  be 
approached  with  caution.  The  same  prepara- 
tions should  be  made  for  a case  where  local 
anesthesia  is  contemplated  as  if  a general  anes- 
thetic were  used. 

Perhaps  the  best  aid  in  the  success  of  a local 
anesthetic  is  proper  conduct  as  to  diet.  In 
withholding  foods  and  liquids  we  do  not  have 
the  unpleasant  situation  of  nausea  and  vomit- 
ing of  foodstuff,  nor  the  effort  to  empty  a 
stomach  full  of  fluid.  A good  pre-operative 
medication  is  a hypodermic  of  morphine  (gr. 
%)  with  scopolamine  (gr.  1/200)  one  hour 
previous  to  the  operation,  and  instructions 
given  to  have  the  patient’s  surroundings  made 
quiet.  The  patient  is  thus  placed  in  a mood 
of  indifference  to  what  might  occur  during  the 
operative  procedure. 

As  a rule,  many  surgeons  unintentionally 
use  about  twice  as  much  of  any  preparation 
as  may  be  reported  on  the  operative  history 
blank:  for  instance,  in  swabbing  the  throat  or 
the  nose  with  cocaine  preliminary  to  a tonsil 
or  septum  operation,  one  may  not  take  into 
account  the  amount  of  cocaine  that  drips  from 
a wet  or  soggy  sponge  or  mass  of  cotton. 

The  matter  of  post-operative  treatment  is 
important  after  a local  anesthetic.  The  patient 
should  remain  in  the  hospital  from  24  to  48 
hours  after  the  operation,  and  even  longer 
than  this  when  work  of  a radical  nature  is 
done,  necessitating  in  some  instances  a stay  of 
at  least  a week  or  ten  days. 

The  question  of  bleeding  is  a matter  which 
can  be  controlled  in  local  anesthesia.  It  is  not 
necessary  to  use  as  much  adrenalin  as  has 
been  heretofore  thought  necessary.  A small 
amount  of  adrenalin  will  control  bleeding  and 
at  the  same  time  allow  natural  hemostasis  to 
occur. 

It  is  the  opinion  of  those  who  have  done 
much  operative  work  with  local  anesthesia, 
that  local  anesthesia  can  be  carried  to  a greater 
variety  of  patients  without  danger  than  could 
be  promised  for  any  form  of  general  anes- 
thesia. Age  plays  no  role  in  the  success  of  the 
anesthesia  any  more  than  such  physical  dis- 
abilities as  heart  lesions. 

All  cases  should  be  hospitalized,  prepared 


properly  for  operation,  kept  comfortable  prior 
to  operation,  and  be  treated  afterwards  as  sur- 
gical cases. 

The  question  of  anesthesia  in  nose  and  throat 
work  was  studied  by  the  American  Medical 
Association  (Section  on  Laryngology,  Otology 
and  Rhinology)  from  the  point  of  view  of  the 
special  advantages  and  disadvantages.  They 
reported  their  extensive  research  to  the  Sec- 
tion on  Larjmgology.  Otology  and  Rhinology 
at  the  seventy-first  annual  session  of  the  A.  M. 
A.  in  1920.  The  matters  of  advantages  and 
disadvantages  of  local  anesthesia,  sterilization, 
the  occurrence  of  edema  and  sloughing,  idio- 
syncrasies, toxicity,  new  local  anesthetics,  clin- 
ical investigations,  replies  to  questions  on  the 
subject,  the  administration  of  morphine  before 
operating,  the  pharmacological  effects  of  local 
anesthesias  and  the  comparison  of  local  and 
general  anesthesias,  were  all  taken  up  b}’  the 
committee  appointed.  Their  report  is  sum- 
marized as  follows: 

“As  a result  of  the  study  of  the  literature, 
clinical  experience  and  animal  experimenta- 
tion, we  conclude  that : 

1.  There  is  a remarkable  similarity  between 
the  clinical  facts  and  animal  experimentation. 

2.  None  of  the  synthectic  products  equals 
cocain  in  its  local  effect  when  applied  to  the 
mucous  membrane. 

3.  These  ..synthetic  products  may  be  freely 
injected,  if  slowly  done,  in  proper  doses  in  un- 
limited quantities. 

4.  Fatalities  either  occur  immediately  or 
not  at  all. 

5.  The  drug  is  eliminated  in  the  fiver. 

6.  The  greatest  danger  lies  in  too  rapid  in- 
jection or  entering  a vein. 

T.  A peculiar  susceptibility  which  we  term 
idiosyncrasy  does  exist,  as  the  drug  enters  into 
the  circulation  so  rapidly  that  death  is  almost 
immediate. 

8.  A further  study  of  the  toxicity  of  these 
local  anesthetics  will  result  in  definitely  estab- 
lishing the  cause  of  death. 

9.  Local  anesthesia  is  undoubtedly  the 
choice  of  methods  by  all  American  rhinologists 
in  nose  operations. 

10.  It  is  also  the  choice  of  a very  large 
proportion  of  American  laryngologists  in 
throat  operations. 

11.  There  is  a small  number  who  believe 
that  tonsil  operations  particularly  are  best  per- 
formed under  general  anesthesia. 
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12.  The  dangers  of  hemorrhage  during 
tonsil  operations  under  local  anesthesia  are 
no  greater  than  under  general  anesthesia. 

Suggestions. 

1.  “All  operations  ought  to  be  performed 
with  the  patient  recumbent,  beginning  with 
the  first  application  of  the  local  anesthetic,  ex- 
cept in  intra-nasal  sinus  operations,  in  which 
the  head  and  shoulders  may  be  elevated  to  an 
angle  of  45  degrees  and  the  table  raised  so  that 
proper  direction  may  be  maintained. 

2.  Each  operation  should  be  preceded  by  a 
hypodermic  injection  of  morphine  and  the  pa- 
tient kept  in  the  hospital. 

3.  In  nose  operations , the  committee  recom- 
mends the  application  of,  first,  epinephrin,  fol- 
lowed then  by  cocain,  and  the  injection  of  the 
synthetic  drug — introduced  slowly. 

4.  hi  throat  operations , a 5 per  cent  solution 
of  cocain  should  be  applied,  followed  by  the 
slow  injection  of  the  synthetic  product. 

5.  When  there  may  be  a suspicion  of  possi- 
ble danger,  one-fourth  of  the  amount  of  anes- 
thetic to  be  used  at  the  time  of  operation 
should  be  applied  and  the  patient  watched  for 
possible  toxic  effects. 

6.  Among  the  cases  included  in  the  latter 
are  those  with  evident  cardiac  disease,  exoph- 
thalmic goitre,  or  other  disturbance  of  internal 
secretion. 

Conclusions. 

1.  Local  anesthesia  is  the  ideal  method  to 
be  used  in  operating  upon  affections  of  the 
nose  and  throat. 

2.  None  of  the  dangers  that  have  been  men- 
tioned are  as  great  as  those  following  general 
anethesia.  The  committee  recommends  the  use 
of  soluble  tablets  for  making  the  solutions 
freshly  as  required.  These  to  be  dissolved  in 
hot  water  (sterile)  by  the  operator.  The  un- 
necessary deaths  quoted  from  ‘mistake  of  drug- 
gist’ or  ‘of  nurse’  would  thus  be  avoided.” 

In  a very  much  more  recent  report,  which 
is  really  a continuation  of  the  former  research 
investigation,  the  committee  reports  on  the 
toxic  effects  following  the  use  of  local  anes- 
thetics. 

“The  local  anesthetics  were  used  in  the  nose 
or  antrum  of  six  patients  whose  deaths  are  re 
ported  and  on  twenty  for  removal  of  the  ton- 
sils * * * *. 

“The  table  shows  that  cocaine  was  applied 


in  at  least  twelve  of  these  cases  in  concentra- 
tions greater  than  the  committee  now  recom- 
mends as  being  safe ; one  death  was  due  wholly 
or  mainly  to  morphine  and  one  patient  received 
an  injection  of  apothesin  with  epinephrin. 
Several  of  the  records  are  so  incomplete  that 
no  attempt  is  made  to  fix  the  immediate  cause 
of  death.  Only  one  of  these  deaths  is  appar- 
ently due  to  procain.” 

In  the  summary,  it  is  stated  that  procain 
“is  certainly  by  far  safer  than  any  of  the  other 
local  anesthetics  in  common  use,  but  that  does 
not  mean  that  procain  should  be  used  with- 
out caution,  for  it  is  capable  of  causing  death 
when  large  quantities  are  injected  into  the 
tissues.  Butyn,  alypin,  apothesin,  stovain  and 
cocain  are  probably  about  equally  dangerous 
when  injected  into  the  tissues  and  when  con- 
centrated solutions  are  applied.” 

In  its  recommendations,  the  committee  states 
that  cocain  should  not  be  injected  into  the 
submucous  tissue  or  subcutaneously.  Cocain 
paste  (“mud”)  should  not  be  used  as  a pre- 
operative measure.  Its  use  in  that  way  is  un- 
reservedly condemned.  Especial  care  should 
be  exercised  in  the  use  of  local  anesthetics  to 
the  nose.  The  committee  believes  it  safe  to 
use  cocain  not  over  10  per  cent  and  in  total 
amounts  of  from  10  to  15  minims  containing 
from  1 to  1.5  grains,  this  to  be  applied  locally. 
Not  under  any  circumstances  should  it  be  in- 
jected. Procain  should  not  be  used  in  greater 
concentration  than  1 per  cent;  apothesin  not 
greater  than  2 per  cent  and  not  more  than  1.5 
grains;  butyn  should  not  be  injected  but  should 
be  applied  in  2 per  cent  solutions.  Epinephrin 
serves  a valuable  purpose  in  causing  a blood- 
less held  and  in  delaying  the  absorption  of  a 
local  anesthetic,  especially  procain,  but  the 
addtion  of  epinephrin  in  amounts  of  1 mgm. 
or  more  to  a solution  of  cocain  of  10  per  cent 
results  in  a greater  degree  of  toxicity  than  that 
from  cocain  alone  when  rapid  absorption  takes 
place;  hence,  the  use  of  large  doses  of  epine- 
phrin with  cocain  is  deemed  unsafe,  and  epine- 
phrin should  not  be  used  in  greater  concentra- 
tion than  1 : 10,000,  and  of  this  not  more  than 
10  minims  with  cocain. 

When  severe  toxic  symptoms  result,  efforts 
should  be  made  to  sustain  the  heart  in  order 
that  the  drug  may  be  carried  to  the  liver, 
where  it  is  destroyed.  Cardiac  massage,  and, 
perhaps,  epinephrin  in  proper  intracardiac 
doses,  are  indicated  when  the  heart  has  stopped. 

Artificial  respiration  is  indicated  as  a rule. 
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Ether  inhalations  are  of  value  only  in  con- 
trolling convulsions. 
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INTERNAL  DERANGEMENT  OF  THE 
KNEE.* 

By  D.  M.  FAULKNER,  M.  D.f  Richmond,  Va. 

‘‘Internal  Derangement  of  the  Knee’’  is  a 
condition  about  which  voluminous  literature 
has  appeared  in  the  past  ten  or  fifteen  years. 
Because  other  articles  have  been  so  complete 
and  have  been  based  on  a review  of  so  many 
more  cases,  it  is  with  some  hesitancy  that  the 
writer  presents  a paper  dealing  with  this  by 
no  means  uncommon  disability.  This  hesi- 
tancy. however,  is  somewhat  modified  by  a fact 
which  strikes  the  orthopedic  surgeon  who  re- 
views his  cases  of  injury  to  the  knee. 

In  studying  the  cases  to  be  discussed  here 
and  in  reading  case  reports  in  other  articles, 
one  is  impressed  by  the  fact  that  usually  the 
patient  with  an  internal  derangement  of  the 
knee  has  suffered  from  it  for  many  months 
before  he  comes  to  operation  and.  what  is  even 
more  striking,  that  the  treatment  given  at  the 
time  of  the  first  and  causative  accident  has 
been  wholly  inadequate.  As  a rule,  the  suf- 
ferer is  first  seen  by  the  family  physician  or 
the  general  surgeon,  and  it  is  not  until  the  con- 
dition has  become  chronic  and  the  derange- 
ment oft  repeated  that  the  orthopedic  surgeon 
is  consulted.  Effective  treatment  of  the  pri- 
mary injury  will  often  prevent  recurrences 
and  the  operation  these  usually  require;  and  if 
this  paper  can  help  to  make  clearer  the  serious- 
ness of  the  immediate  injury  and  the  damage 
to  the  knee  joint  which  the  repeated  injuries 
cause,  and  to  emphasize  the  importance  of 
early,  adequate  treatment,  that  is  its  justifica- 
tion. 


•Read  before  the  Warwick  County  Medical  Societv,  pnd  later 
read  in  abstract  before  the  Richmond  Academy  of  Medicine, 
February  22,  1927. 


Definition  and  History 

‘"Internal  Derangement  of  the  Knee”  is 
rather  a loose  term  first  employed  by  William 
Hey,  of  Leeds,  in  1784.  It  covers  a fairly 
wide  field  of  injuries  to  the  joint,  but  for  the 
purposes  of  this  paper  only  the  following, 
which  are  placed  in  the  order  of  frequency  of 
occurrence,  will  be  considered : 

1.  Injury  to  semilunar  cartilage,  most  fre- 
quently the  internal; 

2.  Loose  bodies  in  the  joint, — so-called  joint- 
mice  ; 

3.  Injury  to  the  anterior  crucial  ligament. 

Although  the  name  of  this  condition  origi- 
nated so  many  years  ago,  it  is  only  in  the  last 
twenty  years  that  it  has  been  accurately  diag- 
nosed. its  pathology  demonstrated,  and  its 
treatment  perfected.  To  Sir  Robert  Jones,  of 
Liverpool,  is  due  the  chief  credit  for  this  ad- 
vance in  knowledge.  Formerly,  operations  on 
the  knee  joint  were  so  often  followed  by  in- 
fection and  dire  results  that  it  was  a field  ap- 
proached with  fear  and  trembling.  He  and 
others  who  followed  his  example  showed  that, 
with  proper  and  strict  technique,  the  knee  could 
be  explored  with  the  same  sense  of  security 
against  infection  with  which  an  exploratory 
laparotomy  is  done. 

Anatomy  of  the  Knee  Joint 

In  order  to  understand  the  mechanism  of 
production  of  injuries  to  the  knee  joint,  famil- 
iarity with  the  anatomy  of  this  articulation 
is  essential. 

The  knee  joint,  according  to  Gray,1  is  not 
simply  a hinge  joint.  It  must  be  regarded  as 
three  articulations  in  one : one  between  each 
condyle  of  the  femur  and  the  corresponding 
tuberosity  of  the  tibia,  and  a third  between 
the  patella  and  the  femur.  The  three  bones 
entering  into  the  formation  of  the  joint  are 
connected  together  by  ligaments,  some  within 
and  others  without  the  joint.  Outside  of  the 
articulation  are  the  anterior,  or  patellar  liga- 
ment. the  posterior,  the  internal  and  external 
lateral  ligaments,  and  the  capsular  ligament. 
Within  the  chief  ligaments  are  the  anterior 
and  posterior  crucial,  the  two  semilunar 
fibro-cartilages  and  the  coronary  ligaments. 

The  anterior  or  patellar  ligament  is  broad 
and  strong  and  with  the  patella  forms  the  an- 
terior wall  of  the  joint.  Behind  it  lies  a mass 
of  fat  separating  it  from  the  capsule.  The  pos- 
terior ligament  lies  behind  the  joint. 

The  lateral  ligaments,  particularly  the  in- 
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ternal,  are  of  interest  in  this  subject.  The  in- 
ternal extends  from  the  inner  condyle  of  the 
femur  to  the  inner  tuberosity  and  the  shaft 
of  the  tibia,  and  its  deep  surface,  according 
to  Gray,  is  intimately  adherent  to  the  internal 
semilunar  cartilage.  Most  anatomists  consider 
it  a strong  ligament  and  important  in  the  func- 
tion of  the  joint.  Recently,  Bristow2  has  sug- 
gested that  it  is  a comparatively  feeble  struc- 
ture and  merely  a continuation  of  the  deep  fas- 
cia of  the  thigh  and  that  the  connection  be- 
tween it  and  the  semilunar  cartilage  is  less 
close  than  has  been  generally  supposed.  The 
external  lateral  ligament  extends  from  the 
outer  condyle  to  the  head  of  the  fibula  with  no 
attachment  to  the  external  semilunar  cartil- 
age. 

All  these  ligaments  are  intimately  connected 
with  the  capsule  surrounding  the  joint. 

Of  the  ligaments  within  the  knee  joint,  the 
crucials  are  most  important.  The  anterior  cru- 
cial extends  upward,  backward  and  outward 
from  an  origin  just  anterior  to  the  tibial  spine 
to  be  inserted  into  the  inner  and  back  part  of 
the  external  condyle.  The  posterior  crucial 
extends  upward,  forward,  and  inward  from  the 
depression  behind  the  spine  of  the  tibia  to  its 
insertion  in  the  outer  and  fore  part  of  the  in- 
ternal condyle  of  the  femur. 

The  semilunar  cartilages,  which  are  of  great 
interest  in  internal  derangement  of  the  knee, 
are  two  crescentic  lamellae  which  serve  to 
deepen  the  head  of  the  tibia  for  articulation 
with  the  femoral  condyles.  The  outer  circum- 
ference of  each  cartilage  is  thick,  convex,  and 
attached  to  the  inside  of  the  capsule  of  the 
knee;  the  inner  border  is  thin,  concave  and 
free.  They  cover  about  the  outer  two-thirds 
of  each  tuberosity  of  the  tibia,  to  which  they 
are  attached  by  the  coronary  ligaments,  and 
are  covered  by  synovia.  The  internal  semi- 
lunar is  nearly  semicircular,  is  attached  to 
the  bone  at  its  extremities,  and  the  internal 
lateral  ligament  attaches  to  its  mesial  border. 
The  external  semilunar  forms  more  of  a circle, 
is  attached  to  the  bone  posteriorly  and  blends 
anteriorly  with  the  anterior  crucial  liagment. 
Its  coronary  ligament  is  the  larger  of  the  two, 
which  allows  it  more  mobility  than  the  in- 
ternal. 

The  muscles  about  the  knee  play  a large 
part  in  controlling  its  function.  According  to 
Bristow,2  the  muscles  form  the  first  line  of  de- 
fense against  strain,  and  the  ligaments  the 
second.  With  prolonged  action  of  the  damag- 


ing force,  or  too  strong  force,  this  second  line 
gives  away.  The  quadriceps  extensor  is  the 
most  important  muscle  in  defense  of  the  knee 
against  strain  and  one  which  is  wasted  and 
atrophied  will  permit  damage  to  the  joint  by 
a trauma  of  slight  severity. 

The  knee  joint  permits  of  flexion  and  exten- 
sion and,  in  certain  positions,  of  slight  rota- 
tion inward  and  outward.  Just  before  com- 
plete extension  is  effected,  the  tibia  glides  obli- 
quely upward  and  outward  over  the  oblique 
surface  of  the  inner  condyle,  and  the  leg  is 
rotated  outward,  and  in  flexion  the  converse  of 
these  movements  occurs,  so  that  at  the  be- 
ginning of  flexion  there  is  an  inward  rotation 
of  the  leg.  In  certain  positions  of  the  joint, 
the  tibia  enjoys  an  independent  rotation  on 
the  femur,  due  to  the  presence  of  the  semi- 
lunar cartilages,  while  in  semi-flexion,  with  all 
ligaments  relaxed,  there  is  possible  a small 
amount  of  rotation  between  the  tibia  and  the 
semilunars.  The  anterior  crucial  prevents  the 
tibia  slipping  too  far  forward,  while  the  pos- 
terior checks  too  great  motion  backward. 
Both  assist  the  lateral  ligaments  in  resisting 
lateral  bending  of  the  joint.  The  semilunar 
cartilages,  in  addition  to  the  motion  they  per- 
mit, act  as  buffers  and  adapt  the  surface  of  the 
tibia  to  the  condyles  of  the  femur. 

Mechanism  of  Injury  to  the  Knee  Joint 

Because  of  the  strength  of  the  surrounding 
muscles  and  of  the  ligaments  of  the  joint,  dis- 
location of  a normal  knee  is  rare.  But  because 
of  the  complicated  mechanism  and  function 
of  the  knee,  the  amount  of  leverage  which  can 
be  brought  to  bear  on  it,  the  great  range  and 
variety  of  motion  it  enjoys,  and  because  the 
articular  surfaces  are  but  ill  adapted  to  each 
other,  injury  to  the  joint  is  frequent. 

Severe  trauma  is  necessary  to  rupture  one  or 
both  crucial  ligaments,  Avhich  injury  may  be 
accompanied  by  a fracture  of  the  tibial  spine. 
Rupture  of  both  crucials  is  always  associated 
with  rupture  of  other  ligaments  and  usually 
dislocation  of  the  knee.  Abnormal  hvperex- 
tension  injures  the  anterior  crucial,  either  by 
rupturing  or  stretching  it.  Stretching  or  even 
rupture  of  the  anterior  crucial  is  probably 
more  common  than  has  been  thought  and  oc- 
casionally is  found  in  cases  of  internal  semi- 
lunar injury.  Here  the  force  and  mechanism 
productive  of  injury  to  the  cartilage  continues 
to  the  point  where  the  anterior  crucial  is 
stretched  or  torn. 
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Injury  to  the  semilunar  cartilages  is  pro- 
duced by  less  severe  trauma.  Sir  Robert  Jones3 
states  that  injuries  to  the  internal  semilunar 
are  about  twelve  times  more  frequent  than 
those  to  the  external  meniscus.  The  external 
semilunar,  due  to  its  weak  ligamentous  attach- 
ments, is  more  mobile,  and  thus  can  better  ad- 
just itself  to  forced  positions  of  the  joint.  Its 
shape,  being  more  circular,  also  makes  it  less 
prone  to  injury.  On  the  other  hand,  the  in- 
ternal semilunar  is  quite  well  stabilized  in  its 
posterior  half  by  its  attachment  to  the  deep 
fibres  of  the  internal  lateral  ligament.  The 
anterior  half  is  relatively  free,  and  the  whole 
cartilage  more  truly  semilunar  in  shape.  In 
Jones’4  opinion,  injury  to  the  internal  semi- 
lunar occurs  when  force  is  applied  with  the 
knee  partly  flexed  and  the  femur  rotated  in- 
ward  or  the  tibia  outward.  During  flexion  the 
coronary  ligaments  are  stretched  and  a twist- 
ing, usually  with  some  abduction  of  the  leg. 
is  an  essential  element  in  the  injury.  Bristow2 
thinks  that  the  direct  grinding  or  compressing 
force  between  femur  and  tibia  is  also  a factor. 
He  says  that  “the  circular  shape  of  the  exter- 
nal cartilage  would  protect  it  from  injury, 
while  with  the  knee  flexed  and  the  tibia  ro- 
tated outward,  the  long  inner  femoral  condyle 
might  reasonably  be  expected  to  press  directly 
on  the  anterior  part  of  the  internal  semilunar 
where  a tear  could  easily  be  produced  '. 

Summing  up  the  views,  the  general  opinion 
is  that  flexion,  outward  rotation  of  the  tibia, 
abduction,  and  compression  are  all  elements 
in  injury  to  the  internal  semilunar,  with  the 
first  two  essential.  As  most  persons  walk  and 
run  with  a slight  external  rotation  of  the 
tibia,  strain  is  usually  thrown  on  the  liga- 
mentous structures  on  the  inner  side  of  the 
knee.  Occasionally  the  same  sequence  of  forces 
injures  the  external  semilunar. 

Injury  to  the  internal  lateral  ligament  may 
or  may  not  accompany  injury  to  the  cartilage. 
Abduction  of  the  tibia  on  the  femur  causes 
this  injury.  In  most  of  the  cases  of  semilunar 
injury  seen,  the  internal  lateral  ligament  is  not 
ruptured. 

Type  of  Injury 

By  far  the  most  frequent  internal  derange- 
ment of  the  knee  is  the  injured  internal  semi- 
lunar cartilage.  This  is  true  in  the  series  of 
cases  on  which  this  paper  is  based.  These 
cases  were  all  seen  and  operated  upon  for  in- 
ternal derangement  of  the  knee  on  the  service 
of  Dr.  William  Tate  Graham,  chiefly  at  St. 


Luke’s  Hospital  and  the  hospitals  of  the  Medi- 
cal College  of  Virginia,  by  him  and  the  writer. 
As  only  those  cases  with  complete  records,  in- 
cluding follow-up  notes,  were  reviewed,  this 
article  does  not  include  all  the  cases  of  inter- 
nal derangement  seen,  or  even  all  those  oper- 
ated upon  in  the  arbitrary  period  of  time  se- 
lected. From  November,  1923,  to  November, 
1925,  twenty  knees  were  explored  for  internal 
derangement,  and  on  sixteen  of  these  the  record 
is  complete,  with  the  follow-up  notes  based  in 
all  but  three  cases  on  an  examination  by  the 
writer. 

In  these  sixteen  cases,  the  pathology  found 
at  operation  was: 

Injury  to  the  internal  semilunar  cartilage 
alone  in  10  cases. 

Injury  to  the  external  semilunar  cartilage 
alone  in  0 case. 

Injury  to  both  semilunar  cartilages  in  4 

cases. 

Knee  mice  in  2 cases. 

Tumor  in  knee  joint  in  1 case. 

Injury  to  anterior  crucial  ligament  in  1 case. 

The  injured  crucial  and  one  of  the  cases  of 
knee  mice  had  an  injured  internal  semilunar 
also.  These  loose  bodies  were  considered  sec- 
ondary’ to  the  ancient  injury  to  the  cartilage. 

This  predominance  of  an  internal  semilunar 
injury  is  found  in  all  the  collected  statistics, 
making  it  the  most  common  of  injuries  to  the 
knee  joint  proper. 

The  exact  nature  of  the  injury  to  the  carti- 
lage is  often  difficult  to  determine.  In  Bris- 
tow’s2 report  to  the  British  Orthopedic  As- 
sociation. in  1924,  of  seventy-seven  cases  oper- 
ated upon,  there  were  the  following  pathologi- 


cal findings: 

Anterior  end  detached  32 

Circumferential  tear  9 

Tag  projecting  into  joint 8 

Cartilage  displaced  into  intercondy- 
lar notch  8 

He  quotes  Sir  Robert  Jones’  report  of  117 
cases  operated  upon : 

Fifty-three  were  torn  from  anterior  attach- 
ment. 

Sixteen  were  split  longitudinally. 


Eight  were  attached  anteriorly  and  torn 
from  capsule. 

Seven  were  displacements  of  posterior  horn. 
Twelve  were  fractured  transversely  opposite 
the  internal  lateral  ligament. 

Eight  were  loosely  bound  circumferentially. 
Timbrell  Fisher’s5  figures  give  an  equal  num- 
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ber  of  longitudinal  fractures  and  of  detach- 
ment of  anterior  portion,  while  some  surgeons 
claim  that  damage  to  the  anterior  portion  is 
most  common,  and  others  that  the  circum- 
ferential split  is  most  common. 

To  the  writer  it  seems  that  both  of  these 
views  may  be  correct;  that  is,  the  dislocation 
or  tearing  away  from  the  coronary  ligament 
may  be  the  initial  elfect  of  the  trauma  and  the 
fracture  secondary.  They  may  both  occur  at 
the  first  injury  or  the  fracture  may  occur  at  a 
later  time,  the  displaced  cartilage  being  frac- 
tured between  the  condyle  and  the  tuberosity. 
In  this  series  there  were  eight  cases  of  dislo- 
cation alone  and  five  of  fracture-dislocation. 
In  only  one  case  was  there  a fracture  without 
dislocation  (the  “bucket  handle”  type).  The 
usual  fracture  found  was  transverse — across 
the  middle  of  the  cartilage.  That  both  dis- 
placement and  fracture  were  present  in  nearly 
half  of  the  cases  was  thought  due  to  the  re- 
peated traumata  which  had  occurred.  There 
would  seem  to  be  no  benefit  in  distinguishing 
between  dislocation  and  fracture  of  the  cartil- 
age, as  both  are  so  frequently  found  and  as  the 
same  tvpe  of  accident  may  cause  either  or 
both. 

It  is  interesting  to  note  that  in  these  sixteen 
cases,  all  of  which  were  operated  on  by  the 
patella  splitting  incision,  thus  insuring  a com- 
plete view  of  the  knee  joint,  four  showed  in- 
juries of  both  the  internal  and  the  external 
semilunar  cartilages.  In  other  words,  nearly 
30  per  cent  of  the  cases  in  which  the  pre-opera- 
tive diagnosis  was  injury  to  the  internal  semi- 
lunar cartilage  showed  also  an  injury  to  the 
external  semilunar,  as  capable  of  producing 
the  symptoms  as  the  pathology  found  in  the 
internal  semilunar.  Two  of  these  cases  showed 
a dislocation  of  the  external  cartilage  which 
was  much  hypertrophied,  amounting  in  one  to 
a cartilage  tumor  of  the  anterior  horn;  the 
other  two  cases  showed  a fracture  dislocation 
of  the  external  semilunar.  In  two  instances 
the  causative  trauma  was  quite  severe;  in  the 
other  two,  it  was  no  more  severe  than  in  the 
usual  run  of  cases  with  injury  to  the  internal 
semilunar  alone. 

The  high  percentage  of  patients  showing  in- 
jury to  both  cartilages  suggests  that  this  type 
of  case  may  be  more  common  than  is  taught. 
Alwvn-Smith,6  in  his  ai’ticle  on  the  knee  joint 
in  Orthopedic  Surgery  of  Injuries,  remarks 
that  on  two  occasions  he  has  found  simultane- 
ous damage  to  both  cartilages,  but  in  much 


of  the  voluminous  literature  on  internal  de- 
rangements of  the  knee,  there  is  no  reference 
to  injuries  to  both  cartilages.  In  a review  of 
232  operations  for  internal  derangements  at 
the  Massachusetts  General  Hospital  from  1900 
to  1920,  by  Surls  and  Osgood,7  only  two  cases 
are  reported  in  which  both  cartilages  were  re- 
moved and  which,  therefore,  were  presumably 
injured.  Ninety-three  of  these  cases  were  in- 
juries to  one  or  the  other  semilunar  cartilage. 
Jones8  reports  two  cases  of  injury  to  both  in 
400  cases  operated  on,  and  in  125  cases  Mit- 
chiner9  does  not  mention  one  in  which  both 
were  found  injured.  The  disproportion  be- 
tween the  findings  in  these  large  series  and  in 
our  small  one  is  very  striking.  Is  this  because 
the  usual  incision  for  removal  of  the  internal 
semilunar  does  not  allow  full  inspection  of 
the  external  cartilage?  The  surgeon  finds  an 
injured  internal  semilunar  and  removes  it,  as- 
sured by  the  greater  frequency  of  this  injury 
that  lie  thus  relieves  the  derangement.  Per- 
haps the  reason  for  failure  in  a certain  pro- 
portion of  cases  is  that  there  is  also  an  injured 
external  semilunar,  which  is  left  in  the  knee 
joint. 

Diagnosis  of  Internal  Derangements 

The  diagnosis  of  an  internal  derangement 
of  the  knee,  like  so  many  conditions  in  medi- 
cine and  surgery,  is  made  largely  from  the 
history  the  patient  gives.  The  examination  of 
the  knee  is  often  of  much  less  value,  and  the 
X-ray  examination  of  the  joint  is  usually  even 
less  positive.  Yet  neither  should  be  neglected. 

The  History. — Practically  always  there  is 
the  fact  of  an  injury  to  the  knee.  Usually  the 
force  causing  the  injury  is  one  which  would 
twist  the  joint,  though  this  is  not  always  evi- 
dent in  the  history.  Often  the  patient  will 
state  that  the  knee  caught  or  locked  and  he 
fell,  that  it  was  then  “worked  back  into  place” 
and  water  formed  on  the  knee.  This  is  the 
initial  injury  to  the  joint.  If  properly  treated 
at  this  time,  the  chances  of  a recurrence  are 
greatly  lessened,  but  unfortunately  the  treat- 
ment usually  given,  as  will  be  shown  when  the 
question  of  treatment  is  taken  up,  is  wholl3r 
inadequate. 

As  a rule,  there  is  a history  of  recurrent 
attacks.  He  recovers  from  the  initial  attack, 
but  at  a subsequent  date  some  slight  force, 
such  as  stepping  on  an  uneven  surface,  for 
example,  will  cause  a recurrence.  There  may 
be  locking  of  the  joint  at  this  time  and  usually 
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there  is  pain  and  effusion,  but  generally  the 
recovery  is  much  more  rapid  than  at  the  first 
injury.  After  one  recurrence,  recovery  with- 
out operation  is  unlikely. 

A typical  history  is  that  of  Case  1,  which 
may  be  quoted  here: 

'•Three  years  ago  while  playing  basket-ball 
he  twisted  the  left  knee.  There  was  pain  and 
effusion,  but  he  does  not  remember  whether 
the  joint  was  locked.  Treatment  was  adhesive 
strapping  for  the  knee  and  crutches  for  walk- 
ing. Ever  since  this  accident  at  frequent  in- 
tervals he  has  been  troubled  with  something 
slipping  on  the  inner  side  of  knee,  which  may 
occur  at  any  kind  of  motion  of  the  joint. 
When  this  slipping  occurs,  the  knee  becomes 
locked,  and  patient  has  to  work  it  back  and 
forth  to  get  it  comfortable.  Often  the  knee 
gives  away  under  him  and  throws  him.  The 
knee  tires  easily  on  walking.  When  taking 
any  unusual  exercise  he  wears  a bandage  and 
an  elastic  binder  over  the  knee.  During  the 
year  prior  to  operation  he  had  two  periods 
of  effusion,  severe  pain,  and  disability  of  the 
knee  joint,  each  brought  on  by  a trivial  cause. 
There  were  in  this  period  several  attacks  of 
slight  severity.” 

This  is  a classical  history  and  one  on  which 
a diagnosis  can  be  quite  positively  made.  Of 
course,  all  are  not  so  indicative,  but  it  is  strik- 
ing how  often  a clear  and  accurate  history  will 
permit  the  diagnosis  to  be  made. 

Locking  of  the  joint  is  an  important  feature. 
The  history  described  it  in  eleven  of  our  six- 
teen cases,  nine  of  which  showed  injury  to 
the  semilunar  cartilages,  one  a small  tumor, 
not  of  the  cartilage,  within  the  joint,  and  the 
other  loose  bodies  in  the  joint  in  addition  to 
the  injured  cartilage.  The  presence  of  lock- 
ing is  a great  help  in  the  diagnosis,  but  its 
absence  is  not  against  the  diagnosis  of  internal 
derangement.  In  the  article  by  Surls  and  Os- 
good,7 above  referred  to.  locking  was  present 
in  all  of  the  external  semilunar  cases,  in  82 
per  cent  of  the  loose  body  and  in  80  per  cent 
of  the  internal  semilunar.  They  make  the  in- 
teresting note  that  in  one  of  their  cases  where 
the  patient  denied  locking,  the  note  of  the  ex- 
amining physician  stated  that  he  found  no 
locking,  and  that  passive  extension,  but  not 
active  extension  of  the  joint  could  be  obtained. 
There  was  probably  failure  on  the  examiner’s 
part  to  distinguish  between  extension  and  hv- 
perextension,  for  at  operation  one  week  later 
the  anterior  end  of  internal  semilunar  was 


found  dislocated  and  locking  the  joint.  In  our 
four  cases  of  cartilage  injury  which  gave  no 
history  of  locking,  every  one  on  examination 
showed  a limitation  of  extension,  varying  from 
15°  to  incomplete  hyperextension,  and  may 
therefore  be  considered  as  locked  at  the  time 
of  examination,  the  dislocated  cartilage  inter- 
posing to  prevent  complete  extension. 

Physical  Examination. — Examination  of  the 
joint,  even  if  less  valuable  to  the  diagnosis 
than  the  history,  is  important  and  should  be 
thorough.  Both  lower  limbs  must  be  bared 
and  both  knees  examined  with  the  patient 
standing,  sitting  and  lying  on  the  table.  After 
inspection  of  the  knee,  it  is  important  to  ascer- 
tain wasting  or  loss  of  muscle  tone  in  the 
quadriceps  of  the  affected  side  as  compared 
with  the  other.  Often  instability  of  the  knee 
following  operation  is  due  to  weakness  of  the 
quadriceps.  The  joint  is  then  palpated  for 
effusion,  points  of  tenderness,  increased  sur- 
face temperature,  thickening,  and  loose  bodies. 
Instability  of  the  joint  must  be  tested  for. 
Only  in  full  extension  is  a “wobble”  signifi- 
cant. Then  the  range  of  motion,  both  active 
and  passive,  is  ascertained. 

In  our  series  of  sixteen  cases,  at  the  office 
examination,  the  affected  knee  was  apparently 
normal  in  three.  In  two  others  there  were 
only  slight  abnormalities  noted.  The  other 
eleven  showed  positive  findings,  because  in 
nearly  all  of  them  a recent  recurrence  had 
caused  the  visit  to  the  office.  In  nine,  slight 
to  marked  effusion  was  present.  The  other 
two  showed  swelling  of  the  tissues  about  the 
joint.  In  seven  there  was  tenderness  over  the 
antero-internal  aspect  of  the  joint,  about  where 
the  anterior  half  of  the  internal  semilunar  was 
thought  to  be.  In  nine  cases,  there  was  limita- 
tion of  extension,  ranging  from  30°  to  incom- 
plete hyperextension  as  compared  with  the 
opposite  knee.  In  one  there  was  abnormal 
lateral  mobility  with  knee  extended  as  far  as 
possible,  and  in  this  one  an  injury  to  the  an- 
terior crucial  was  found.  In  no  case  was  a 
loose  body  or  a displaced  cartilage  palpated. 
In  the  case  with  multiple  knee  mice,  so  great 
effusion  was  present  that  they  were  not  felt. 

X-ray  Examination.  The  examination  of 
the  joint  by  a competent  roentgenologist  is  an 
essential  part  of  the  record.  While  the  plate 
is  often  negative,  the  mistaking  of  operating 
for  an  internal  semilunar  when  there  is  an 
avulsion  of  the  tibial  spine  or  the  presence  of 
joint  mice  or  hypertrophic  arthritis  will  not 
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be  made  if  a previous  roentgenological  exami- 
nation has  been  done. 

In  our  series,  X-rays  were  negative  in  ten 
cases.  In  two  cases  there  was  revealed  a slight 
outward  subluxation  of  the  tibia  on  the  fe- 
mur in  extension.  The  case  of  loose  bodies 
was  diagnosed  by  the  X-ray.  In  two  cases  the 
X-ray  plates  were  somewhat  misleading.  One 
showed  a shadow  in  the  joint  interpreted  as  a 
fragment  of  the  tibial  spine,  supposedly  frac- 
tured. At  operation  it  was  decided  the  hy- 
pertrophied and  partly  calcified  external 
semilunar  was  responsible  for  the  shadow. 
One  plate  in  the  other  case  gave  evidence  of 
slight  arthritic  changes  which  re-enforced  our 
determination  not  to  operate.  Yet,  when 
operation  was  later  done  at  the  insistence  of 
the  patient,  a small  fibro-cartilaginous  tumor 
was  found  responsible  for  his  symptoms.  It 
is  only  just  to  say  that  another  roentgenologist 
reported  a negative  X-ray,  so  it  is  probably 
better  to  classify  this  case  with  those  showing 
negative  plates.  The  remaining  case  in  which 
there  was  a positive  X-ray  finding  was  one 
showing  a calcified  body  in  the  joint,  found 
at  operation. 

Thus  it  is  seen  that  in  nearly  one-third  of 
the  cases  the  X-ray  examination  was  a direct 
aid  to  diagnosis.  With  the  use  of  oxygen  or 
air  inflation  of  the  joint  and  then  X-ray  ex- 
amination of  the  inflated  joint,  some  writers 
state  that  positive  evidence  is  furnished  in 
nearly  all  cases  of  injured  semilunar.  But 
with  this  we  have  had  no  experience. 

Differential  Diagnosis 

There  are  several  conditions,  giving  rise  to 
similar  symptoms,  which  must  be  differentiated 
from  internal  derangements.  Points  of  differ- 
ence will  be  but  briefly  stated. 

1.  Ruptured  or  strained  internal  lateral  liga- 
ment is  usually  due  to  a direct  blow  to  outer 
side  of  knee.  There  is  no  history  of  locking, 
pain  is  usually  over  the  femoral  attachment 
of  the  ligament,  and  usually  there  are  not  re- 
current attacks.  But  in  the  initial  derange- 
ment it  may  accompany  the  injury  to  the  in- 
ternal semilunar. 

2.  Slipping  tendon  may  give  rise  to  symp- 
toms of  locking,  but  the  lock  is  momentary  and 
usually  easily  reduced.  There  is  no  effusion, 
usually  no  tenderness,  usually  no  history  of 
injury,  and  the  X-rav  may  show  an  exostosis 
over  which  the  tendon  slips. 

3.  Early  arthritis,  tuberculous  or  of  other 


type,  is  occasionally  confused  with  internal  de- 
rangement. This  usually  shows  rather  vague 
symptoms,  as  pain,  stiffness,  weakness  in  the 
knee,  and  some  synovitis  on  over-use.  The  his- 
tory usually  does  not  suggest  internal  derange- 
ment and  the  examination  may  show  grating, 
sometimes  with  muscular  spasm.  In  more  ad- 
vanced arthritis,  the  X-ray  is  helpful. 

4.  Intra-articular  fracture  and  fracture  of 
the  patella  are  diagnosed  by  the  X-ray. 

5.  Recurrent  dislocation  of  the  patella, 
which  complicated  one  case  of  this  series,  in 
which  a joint  mouse  was  removed,  is  often 
difficult  to  differentiate  unless  the  surgeon  sees 
the  patella  dislocated.  The  late  John  B. 
Murphy  called  especial  attention  to  the  diffi- 
culty sometimes  found  in  making  a diagnosis 
between  it  and  internal  derangement.  As  a 
rule,  the  quadriceps  is  lax  and  with  the  knee 
extended  the  patella  may  be  pushed  over  the 
outer  femoral  ridge.  Sometimes  it  is  neces- 
sary to  put  the  patient  on  exercises  which  may 
cause  the  dislocation  where  it  may  be  observed. 

With  the  diagnosis  of  internal  derangement 
made,  the  question  arises, — what  is  its  cause  ? 

As  in  the  great  majority  of  cases  it  is  an 
injury  to  the  internal  semilunar  cartilage,  we 
have  to  exclude  the  other  conditions  next  most 
common. 

Loose  body  or  joint  mouse  is  positively  diag- 
nosed only  when  felt  by  the  examiner’s  hand 
or  revealed  by  the  X-ray,  but  the  latter  prac- 
tically always  will  show  the  loose  body.10 

Injury  to  the  external  semilunar  cartilage, 
we  believe,  cannot  frequently  be  positively  dis- 
tinguished from  an  internal  semilunar  injury. 
It  may  give  rise  to  the  same  symptoms  and  even 
cause  tenderness  on  the  inner  side  of  the  joint, 
though,  with  it,  tenderness  is  more  common  on 
the  outer  side.  However,  in  Sir  Robert  Jones’ 
vast  experience,  external  semilunar  injury  is 
found  in  less  than  8 per  cent  of  internal  de- 
rangements. In  the  four  cases  of  our  series 
which  showed  both  semilunars  injured,  there 
was  no  symptom  or  sign  which  made  this  diag- 
nosis evident  before  operation. 

Ruptured  anterior  crucial  ligament  is  usually 
due  to  more  severe  trauma.  On  examination 
of  the  knee  in  complete  extension  the  tibia  is 
found  to  slip  forward  on  the  femur.  Some- 
times the  tibial  spine  is  also  fractured,  which 
will  be  shown  by  the  X-ray  plate. 

A fourth  condition  occasionally  found  is  nip- 
ping of  an  enlarged  retro-patellar  fat  pad. 
This  usually  causes  transitory  attacks  of  slight 
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pain  with  effusion,  perhaps  a dull  ache  behind 
the  patella,  and  often  there  are  slightly  tender 
swellings  about  the  patella  tendon.  Locking 
from  this  cause  is  rare. 

In  the  fourteen  cases  of  injured  semilunars 
reported  here,  the  diagnosis  of  injury  to  the 
internal  semilunar  was  correctly  made  in  all, 
but  the  additional  diagnosis  of  injured  external 
semilunar  was  not  made  in  any  of  the  four  cases 
which  showed  this  lesion  also.  Unfortunately, 
study  of  the  records  of  these  four  patients  has 
shown  nothing  in  the  pre-operative  findings 
which  would  point  to  a method  of  making  the 
additional  diagnosis  in  future  patients. 

The  most  striking  points  in  the  history  and 
in  the  examination  of  our  sixteen  cases  were 
as  follows : 

History  of  injury  to  knee  100  per  cent; 

History  of  recurrent  attacks  100  per  cent; 

History  of  effusion  in  the  joint  94  per  cent; 

History  of  locking  of  the  knee  69  per  cent ; 

Limitation  of  motion  on  examination  62.5 
per  cent; 

Tenderness  over  internal  semilunar  43.7  per 
cent; 

Average  duration  of  symptoms  3 years  11 
months. 

Treatment 

From  the  standpoint  of  the  patient  treat- 
ment is  the  most  important  thing  in  the  dis- 
cussion of  any  medical  or  surgical  condition. 
It  should  be  equally  so  from  the  standpoint  of 
the  physician.  No  matter  how  expert  we  may 
be  as  diagnosticians,  it  is  by  the  success  or 
failure  of  our  treatment  that  we  are  judged 
by  our  patients. 

As  was  remarked  at  the  beginning  of  this 
paper,  the  treatment  usually  given  at  the  initial 
derangement  of  the  knee  is  faulty  and  inade- 
quate. If  it  be  adequate,  recurrence  of  the 
trouble  will  probably  be  avoided  in  many  of 
the  cases.  If  the  treatment  be  inadequate,  re- 
currence is  practically  certain. 

In  the  acute  case  a thorough  examination, 
including  an  X-ray  of  the  joint  taken  in  two 
directions,  should  be  made.  If  the  diagnosis 
is  made  of  an  injury  to  the  internal  lateral 
ligament,  the  knee  should  be  kept  at  rest  ex- 
tended for  three  weeks.  If  the  joint  be  found 
locked,  as  is  frequently  the.  case  with  semilunar 
cartilage  injuries,  reduction  should  be  at- 
tempted, without  an  anesthetic,  in  order  to 
have  the  aid  of  the  patient.  The  leg  should 
be  firmly  but  gently  flexed  on  the  thigh  by 
the  surgeon,  at  the  same  time  internally  rotat- 


ing the  foot  as  much  as  possible.  Then,  with 
the  surgeon’s  hand  pressing  down  on  the 
patella,  the  patient  should  be  instructed  to 
kick  out  the  leg  as  hard  as  possible.  If  the 
cartilage  is  completely  reduced,  the  patient, 
and  perhaps  the  surgeon,  will  feel  something 
slip  in  the  joint,  and  full  active  extension  of 
the  leg  is  found  possible  without  anj^  difficulty. 
If  active  extension  still  be  limited,  the  carti- 
lage is  not  reduced  and  another  attempt  must 
be  made.  After  reduction,  the  knee  should  be 
immobilized  in  extension,  either  by  a posterior 
splint  or  a plaster  cast,  for  at  least  three  weeks, 
and  it  is  better  not  to  bear  weight  on  the 
affected  extremity  during  this  time.  After 
this  j)eriod,  in  cases  of  both  internal  lateral 
ligament  injury  and  of  internal  semilunar  in- 
jury, body  weight  should  be  deviated  from  the 
internal  lateral  ligament  by  raising  the  inner 
border  of  the  heel  of  shoe  3/16  inch,  for  a 
period  of  several  weeks  longer.  Because  at  the 
first  injury,  unless  the  knee  is  locked,  it  is 
practically  impossible  to  decide  between  in- 
jury to  the  internal  lateral  ligament  and  the 
internal  semilunar  cartilage,  it  is  fortunate 
that  both  require  similar  treatment. 

In  none  of  our  cases  had  such  treatment  been 
instituted.  The  most  common  form  of  treat- 
ment was  strapping  the  knee  with  adhesive 
plaster,  only  three  cases  being  put  to  bed,  two 
of  these  for  two  weeks  and  the  other  for  one 
week.  In  one  case  only  had  there  been  a reduc- 
tion of  the  dislocation  cartilage  by  a physician 
and  this  treatment  was  vitiated  by  failure  to 
immobilize  the  joint. 

After  the  immobilization,  baking  and  mas- 
sage  are  indicated  to  restore  the  strength  and 
tone  of  the  quadriceps. 

If  the  anterior  crucial  ligament  be  injured, 
either  with  or  without  fracture  of  the  tibial 
spine,  the  knee  should  be  immobilized  in  plas- 
ter for  eight  weeks,  flexed  20°  short  of  full 
extension,  as  this  position  takes  the  strain  off 
the  ligament.  During  this  time,  weight  is  not 
to  be  borne  on  the  injured  extremity. 

If  there  is  a loose  body  in  the  joint  which 
causes  the  derangement,  no  method  short  of 
operation  will  relieve  the  condition.  But  the 
effusion  and  pain  may  be  relieved  by  strapping 
the  joint  firmly  with  wide  strips  of  adhesive 
plaster,  best  applied  over  a horse  shoe  shaped 
pad  of  felt  surrounding  the  patella. 

Operative  Treatment. — If  there  are  recur- 
rent attacks  of  derangement  of  the  knee,  es- 
pecially  with  locking,  if  reduction  cannot  be 
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accomplished,  as  was  true  in  one  case  of  our 
series,  if  there  is  loose  body  in  the  joint,  then 
the  only  effective  treatment  is  surgical. 

We  make  it  a rule  in  our  suspected  semi- 
lunar cases  not  to  operate  unless  there  has  been 
a recurrence,  with  the  exception  of  the  case 
in  which  reduction  cannot  be  accomplished.  It 
is  better,  too,  to  follow  the  example  of  the  ab- 
dominal surgeon  in  his  operations  on  the  ap- 
pendix,— that  is,  to  operate  in  the  interval  be- 
tween attacks.  The  orthopedic  surgeon  can 
always  do  an  interval  operation  on  the  knee, 
while  the  general  surgeon  is  often  forced  to 
remove  the  appendix  at  the  height  of  its  in- 
flammatory reaction.  In  four  of  our  cases,  the 
knee  was  opened  while  effusion  was  present, 
and  these  four  showed  the  most  marked  post- 
operative reaction  of  the  series.  In  two  there 
was  a slight  serous  discharge  from  the  inci- 
sion, with  a temperature  of  101°  for  several 
days,  but  there  was  no  bacterial  growth  from 
a culture  of  this  fluid,  and  the  final  result  was 
excellent  in  both.  It  is  more  risky  to  operate 
on  a kiiee  containing  fluid,  with  the  soft  tis- 
sues edematous  and  congested,  and  a little  pa- 
tience on  the  part  of  the  patient  and  of  the 
surgeon  will  give  a much  better  field  for  opera- 
tion. 

Of  course,  the  chief  reason  for  exploring  the 
knee  joint  in  the  patient  with  recurrent  at- 
tacks of  internal  derangement  is  to  relieve 
these  attacks.  But  this  is  not  not  the  only  rea- 
son. Sir  Robert  Jones8  reports  two  cases  of 
injured  internal  semilunar  cartilage  who  re- 
fused operation  and  later  developed  tubercu- 
losis of  the  knee.  Another  case  which  refused 
operation  showed  after  a few  years  a severe 
chronic  hypertrophic  arthritis  of  the  knee. 
This  complication  was  found  in  Case  No.  11 
of  our  series.  Not  infrequently  recurrent  in- 
juries to  the  cartilage  cause  the  formation  of 
the  so-called  “cartilage  tumor”,  a remarkable 
hypertrophy  usually  of  the  anterior  portion 
of  the  meniscus.  In  five  of  our  cases  there 
was  a marked  hypertrophy  of  the  injured 
cartilage;  and  in  two  of  these  the  enlarge- 
ment was  sufficient  to  be  called  a cartilage 
tumor.  Recurrent  effusions  in  the  joint  stretch 
the  ligaments  and  weaken  them  so  much  that, 
unless  relieved,  they  may  cause  a weak  and  un- 
stable knee  joint  which  greatly  interferes  with 
activity.  Thus,  we  see  that  failure  to  relieve 
the  internal  derangement  may  lead  to  even 
worse  conditions  than  the  intermittent  periods 
of  disability. 


When  the  decision  to  operate  is  made, 
arthrotomy  of  the  knee  is  to  be  approached 
with  the  utmost  allegiance  to  the  principles  of 
asepsis  and  performed  with  the  strictest  of 
surgical  technique.  There  is  no  margin  of 
error  permissible,  for  the  synovial  membrane 
cannot  combat  infection  as  does  the  perito- 
neum. 

If  possible,  it  is  best  to  do  these  operations 
at  the  same  hospital,  so  that  the  operating 
room  staff  may  be  one  thoroughly  familiar 
with  the  rigid  technique  necessary  in  explor- 
ing the  knee,  for  any  error  of  technique  may 
result  in  a suppurative  arthritis  with  a conse- 
quent ankylosis,  or  even  death  from  pyemia. 

The  skin  over  the  knee  must  be  free  from 
pimples  and  scales  or  any  other  lurking  place 
for  bacteria.  The  day  before  operating,  the 
operative  field,  extending  from  well  up  on  the 
thigh  to  the  middle  of  the  leg,  should  be 
shaved,  scrubbed  with  green  soap  and  water, 
washed  with  70  per  cent  alcohol,  and  covered 
with  a sterile  dressing.  At  operation  the  field 
is  painted  with  benzine  or  alcohol,  followed 
by  tincture  of  iodine.  We  have  not  found  it 
necessary  to  make  the  incision  through  sterile 
gauze  or  rubber  tissue,  but  after  making  the 
skin  incision  the  knife  is  discarded  and  the 
skin  walled  off  with  gauze  or  towels.  A second 
knife  is  used  for  the  remainder  of  the  opera- 
tion. Just  as  necessary  as  the  proper  prepara- 
tion of  the  patient  is  the  rigid  preparation  of 
the  operating  team.  Ten  minutes  spent  in 
scrubbing  is  not  lost  time  for  the  surgeon. 

The  incision  varies  with  the  surgeon.  Most 
common  is  a lateral  curved  incision  to  the  in- 
ner side  of  the  patella,  beginning  a short  dis- 
tance above  the  joint  line  and  at  the  tibial 
margin  curving  back  to  the  anterior  edge  of 
the  internal  lateral  ligament.  In  all  of  the 
cases  reported  herein,  the  patella-splitting  in- 
cision was  used.  This  begins  about  three 
inches  above  the  patella  in  the  midline,  ex- 
tending down  over  it  and  the  patella  tendon 
to  just  above  the  latter’s  insertion.  The  quad- 
riceps tendon  is  split,  the  patella  divided  ver- 
tically with  a saw,  the  patella  tendon  split  and 
the  capsule  opened.  The  knee  is  then  flexed 
and  the  halves  of  the  patella  retracted  outward, 
giving  a complete  exposure  of  the  joint.  It  is 
not  mv  purpose  to  advocate  this  incision  to 
the  exclusion  of  others.  It  necessitates  a longer 
convalescence  than  the  lateral  incision,  with  a 
hospitalization  of  about  three  weeks  rather 
than  two;  usually  there  is  more  effusion  fob 
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lowing-  it  than  with  the  lateral  incision.  But 
it  affords  a perfect  view  of  the  joint  and,  when 
the  diagnosis  is  questionable,  this  is  an  im- 
portant point.  It  also  makes  it  certain  that 
cases  of  injuries  to  both  cartilages  are  recog- 
nized. Recently,  Ivrida,  of  New  York,11  has 
described  a long  vertical  incision  beginning 
four  inches  above  the  patella  in  line  between 
rectus  femoris  and  vastus  interims  muscles, 
which  sweeps  inwardly  around  the  patella, 
about  one-half  inch  from  its  inner  border,  then 
downward  to  tibial  tubercle,  just  inside  of  the 
patella  tendon.  The  knee  is  flexed,  and  the 
patella  dislocated  outward  over  the  external 
condyle  of  femur.  We  have  not  used  this  in- 
cision. but  it  would  seem  to  allow  complete 
inspection  of  the  joint  and  would  not  necessi- 
tate as  long  immobilization  as  is  required  when 
the  patella  is  split. 

Mitchiner,9  in  his  report  of  225  cases  from 
St.  Thomas’s  Llospital,  London,  concludes  that 
the  final  results  are  better  in  those  cases  oper- 
ated on  by  the  transpatellar  route,  though  it 
was  immediately  more  painful  and  caused 
more  effusion. 

Whatever  the  incision  used,  when  the  joint 
is  opened  nothing  should  come  in  contact  with 
it  which  has  touched  the  hands.  Sponges 
should  be  handled  with  forceps  and  all  the 
work  in  the  joint  should  be  by  instruments. 
The  joint  is  carefully  inspected  and  the  pathol- 
ogy carefully  noted.  The  injured  semilunar 
cartilage  is  excised  in  toto  or  the  loose  bodies 
are  removed.  Although  we  do  not  use  a 
tourniquet,  it  is  rare  that  a ligature  is  re- 
quired in  the  joint.  Occasionally  a few  in- 
terrupted sutures  of  No.  00  catgut  are  taken 
to  unite  the  synovia  of  the  lower  part  of  the 
joint;  then  the  periosteum  and  ligament  over 
the  patella  are  sutured  with  No.  1 catgut,  tak- 
ing care  to  bring  the  fragments  of  the  patella 
into  exact  apposition.  The  patella  tendon,  the 
quadriceps  tendon,  and  the  rectus  femoris  are 
sutured  with  No.  1 catgut,  and  the  skin  closed 
with  equisitine.  A piaster  cast  is  then  ap- 
plied from  the  groin  to  the  toes  with  the  leg 
extended. 

This  was  the  procedure  in  all  the  cases  re- 
ported herein,  as  in  these  the  transpatellar 
route  was  used.  The  wound  is  dressed  through 
a window  in  the  plaster  on  the  tenth  day,  the 
anterior  half  of  plaster  is  removed  on  the 
fourteenth  day,  and  the  posterior  half  about 
the  eigtheenth  day.  Active  motion  is  then 
begun  in  the  joint  and  the  patient  allowed 


up  on  crutches  on  the  twenty- first  day. 
Crutches  are  discarded  a week  later.  Baking 
and  massage  for  two  to  four  weeks  more  are 
very  beneficial,  but  many  of  our  cases  could 
not  remain  in  the  city  for  this,  and  were 
merely  instructed  as  to  exercise  and  allowed 
to  go  home. 

As  a rule,  full  and  free  use  of  the  knee  is 
not  obtained  for  from  four  to  six  months  after 
the  operation.  Mitchiner9  says  that  slight  ef- 
fusion is  likely  to  occur  at  times  during  the 
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first  two  years  after  operation,  and  not  until 
near  the  close  of  the  third  post-operative  year 
is  full  benefit  to  be  expected.  This  is  not  in 
accord  with  our  experience,  as  after  the  first 
six  months  nearly  all  of  our  cases  have  had 
complete  relief. 

Results 

In  estimating  the  results  in  these  sixteen 
cases,  all  but  three  were  re-examined  personal- 
ly at  a time  ranging  from  six  to  eighteen 
months  after  the  operation.  The  three  cases 
not  re-examined  were  sent  a follow-up  letter 
with  several  questions  to  answer,  one  of  which 
was  “In  your  opinion,  was  the  operation  a 
success?”  This  question  also  was  asked  of 
those  seen  personally. 

The  cases  who  have  perfect  function,  are 
completely  relieved  of  their  previous  com- 
plaint, who  can  take  part  in  sports,  and  who 
feel  that  the  operation  was  a success,  we  have 
grouped  as  excellent  results. 

If  there  is  still  some  slight  complaint,  but 
the  previous  symptoms  are  relieved,  we  have 
classed  these  as  good. 

If  there  has  been  any  recurrence,  we  have 
classed  these  as  unimproved. 

As  fourteen  of  these  sixteen  cases  were  semi- 
lunar cartilage  injuries,  we  shall  consider  these 
first. 

The  results  in  12,  or  85.7  per  cent,  of  the 
cases  are  excellent.  One  of  these  cases  re- 
ports that  on  severe  exercises  there  is  some- 
times a slight  “slipping”  of  the  knee,  but  he 
plays  tennis  and  golf  as  much  as  he  wishes 
and  feels  that  the  operation  was  a complete 
success.  It  is  interesting  to  note  that  this 
patient  (Case  No.  1)  showed  at  operation  some 
relaxation  of  the  crucials  and  it  is  probably 
this  that  gives  him  his  slight  instability. 

The  remaining  two  cases  are  classed  as  good. 
One  patient  had  suffered  a severe  trauma  with 
injury  to  both  cartilages.  The  internal  was 
excised,  but  only  the  loose  anterior  half  of  the 
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external  semilunar  was  removed.  Perhaps  it 
would  have  been  wiser  to  have  removed  this 
cartilage  in  toto.  The  other  good  result  is 
Case  No.  15  examined  live  months  after  opera- 
tion, when  the  only  thing  which  prevented  it 
from  being  graded  as  excellent  was  that  full 
function  had  not  yet  returned.  This  case,  a 
fireman,  later  returned  to  full  duty,  and  should 
be  classed  as  an  excellent  result.  In  both  of 
these  cases,  in  which  excellent  results  were  not 
obtained,  there  was  some  effusion  at  time  of 
operation,  with  much  periarticular  thickenin  , 

In  none  of  the  semilunar  cartilage  injuries 
was  there  a case  unimproved  by  operation. 

In  the  four  cases  which  had  injuries  to  both 
semilunar  cartilages,  the  results  were  excellent 
in  three,  while  the  fourth  was  the  first  case 
classed  above  as  good.  The  one  case  with  a 
definite  injury  to  anterior  crucial  is  complete- 
ly relieved. 

There  were  two  cases  of  loose  bodies  in  the 
knee  joint.  One  of  these  (Case  No.  11),  also 
included  under  the  semilunar  cartilage  group, 
obtained  an  excellent  result.  The  second  case 
is  the  only  one  of  the  sixteen  which  is  classed 
as  unimproved.  It  was  possibly  a mistake  to 
operate  on  this  patient.  She  was  a neurotic 
woman  who,  in  addition  to  the  joint  mouse, 
suffered  from  a recurrent  dislocation  of  the 
patella.  An  operation  for  the  relief  of  this 
condition  was  done  later,  but  some  months 
afterwards  she  developed  a multiple  infectious 
arthritis,  and  had  so  much  pain  in  the  knee 
that  it  was  necessary  to  ankylose  it.  The 
arthritis  was  an  entirely  distinct  process  from 
her  original  trouble. 

The  remaining:  case  of  the  sixteen  is  that 
with  the  chondro-fibroma  of  the  knee  joint. 
When  this  man  was  first  seen  we  were  so  sure 
that  his  symptoms  were  caused  by  an  early 
arthritis  that  we  advised  him  against  opera- 
tion. He  did  not  improve  under  anti-arthritic 
treatment  and  was  so  anxious  to  have  his  knee 
explored  that  we  could  no  longer  refuse  to 
operate.  At  operation,  what  we  took  to  be 
villi  were  seen  coming  off  from  the  posterior 
part  of  the  capsule.  These  were  excised  and 
we  closed  the  knee,  thinking  our  diagnosis 
was  correct  and  that  he  suffered  from  villous 
arthritis.  The  pathologist  reported  the  tissue 
as  chondro-fibroma.  The  patient  is  completely 
relieved  and  thoroughly  grateful.  The  lesson 
to  be  learned  from  this  is. — do  not  fear  to  ex- 
plore the  knee,  if  other  treatments  fail. 

In  no  case  did  infection  occur. 


The  results  in  this  small  series  of  cases  are 
about  the  same  as  in  the  larger  series  reviewed. 
Surls  and  Osgood1  report  83.1  per  cent  verv 
satisfactory,  3.9  per  cent  good,  1.3  per  cent 
fair  and  11.7  per  cent  poor.  Mitchiner9  re- 
ports 76.7  good,  19.2  per  cent  fair,  4 per  cent 
unsatisfactory.  Bristow2,  in  end  results  on 
thirty-nine  cases,  reports  77  per  cent  good,  15 
per  cent  fair,  and  8 per  cent  unsatisfactory. 

Undoubtedly,  were  these  cases  operated  upon 
before  so  many  recurrences,  the  results  would 
be  better.  After  repeated  recurrences,  the  knee 
joint  must  be  weakened  and  removal  of  the 
cause  of  the  derangement  alone  cannot  remedy 
all  the  pathology  present. 

Conclusions 

1.  Internal  derangement  of  the  knee  is  a 
fan  Iv  common  condition  in  this  country, 
though  the  incidence  is  not  so  great  as  in 
England. 

2.  The  treatment  of  the  primary  derange- 
ment is  usually  inadequate  and  unsatisfactory. 
If  correct,  many  of  the  cases  will  not  recur. 

3.  If  the  derangement  recurs,  the  operative 
treatment  is  usually  necessary  for  relief,  al- 
though manipulation  and  fixation  may  first  be 
tried  in  semilunar  injuries. 

4.  It  is  interesting  to  note  that  more  than 
one-fourth  of  the  cases  in  this  report  had  in- 
juries to  both  semilunar  cartilages,  while  in 
other  series  reviewed,  pathology  of  both  has 
been  rare. 

• >.  Remo\  al  of  both  semilunar  cartilages 
does  not  interfere  with  good  function  of  the 
knee. 
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THE  FOURTH  FUNDAMENTAL  PRIN- 
CIPLE IN  THE  TREATMENT  OF 
TUBERCULOSIS.* 

By  GERALD  A.  EZEKIEL,  M.  D.,  Richmond,  Va. 

The  subject  of  this  paper.  “The  Fourth 
Fundamental  Principle  in  the  Treatment  of 
Tuberculosis”  is  a phase  of  the  treament 
hitherto  very  much  neglected.  The  three  fun- 
damental principles — rest,  fresh  air  and  proper 
feeding — have  been  taught  until  not  only  every 
tubercular  patient  knows  them,  but  the  gen- 
eral public,  the  world  at  large.  Steady  prog- 
ress is  being  made  in  the  treatment  of  tuber- 
culosis. with  numerous  advances;  still  there 
are  cases  that  do  not  recover,  although  doing 
well  when  they  left  the  sanatorium. 

Rest,  fresh  air  and  proper  feeding  are  three 
essentials  for  the  successful  treatment  of  tu- 
berculosis. To  make  the  treatment  more  suc- 
cessful. I want  to  add  a modifying  statement 
or  what  I want  to  call  the  -fourth  fundamental 
principle" — rest,  fresh  air  and  proper  feeding, 
to  be  administered  under  the  direction  and  care 
of  a physician  skilled  in  the  management  of 
tuberculosis. 

I have  been  using  this  principle  in  my  prac- 
tice with.  I have  felt,  sufficiently  encouraging 
results  to  justify  bringing  it  to  the  attention 
of  a larger  number  of  physicians.  This  idea 
is  not  new  with  me.  It  has  been  presented 
many  times  before  in  a different  manner.  Still 
it  is  not  generally  understood.  I feel  that  a 
paper  devoted  to  the  elaboration  of  this  idea, 
presenting  it  as  one  of  the  fundamental  prin- 
ciples in  treatment  and  urging  that  it  be  so 
taught,  should  be  well  worth  while. 

The  average  patient  on  leaving  the  sana- 
torium feels  that  he  knows  more  about  the 
treatment  of  tuberculosis  than  the  average 
practicing  physician.  I fully  realize  that  all 
of  the  cases  cannot  remain  in  the  sanatorium 
long  enough  for  a cure:  that  a large  part  of 
the  work  of  the  sanatorium  is  educational. 
This  being  the  case,  the  acceptance  of  this  doc- 
trine and  adding  it  to  the  fundamental  prin- 
ciples taught  in  the  sanatorium  would  be  of 
value.  I see  many  cases  from  a few  months 
to  a couple  of  years  after  they  have  left  the 
sanatorium  and  find  that  during  this  time 
they  have  not  consulted  any  physician  and  do 
not  do  so  in  the  majority  of  cases  until  there 
is  a relapse  in  their  condition.  Had  these  cases 
been  properlv  supervised  from  the  time  of  dis- 

■Read  by  title  before  the  fifty-seventh  annual  meeting;  of  the 
Medical  Society  of  Virginia,  at  Norfolk.  October  12-15.  Also 
read  later  before  the  Stuart  Circle  Clinic  Club.  December,  1926. 


charge,  many  of  those  discharged  as  arrested 
would  be  cured  and  those  discharged  with 
slight  activity,  probably  arrested.  In  fact,  un- 
told good  may  be  accomplished,  as  has  hap- 
pened in  a case  now  under  my  care,  discharged 
with  the  expectation  that  she  would  die,  but 
now  on  the  road  to  recovery  with  a fair  chance 
of  cure.  This  shows  the  need  of  a proper  fol- 
low-up of  the  treatment  started  in  the  sana- 
torium. as  results  hardly  to  be  hoped  for  may 
be  secured. 

In  order  to  make  these  patients  feel  that  it 
is  worth  while  to  be  under  the  care  and  direc- 
tion of  a physician,  we  ourselves  must  become 
more  familiar  with  the  treatment  and  manage- 
ment of  this  class  of  patients.  The  physicians 
in  charge  of  the  sanatorium  must  recommend 
and  urge  a real  follow-up  treatment.  They 
must  teach  the  same  principles — rest,  fresh  air 
and  proper  feeding — and  that  these  remedies 
must  be  applied  under  the  direction  and  care 
of  a physician  skilled  in  the  management  of 
tuberculosis.  If  this  is  done  at  the  sanatorium, 
it  will  inspire  confidence  in  the  patient  and 
lead  to  results  that  will  make  the  sanatorium 
treatment  more  permanent  and  more  effective. 
There  is  real  need  for  this  supervision  of  the 
patient  after  leaving  the  sanatorium.  Failure 
in  the  past  on  the  part  of  the  physicians  out- 
side of  the  sanatorium  to  try  to  keep  these 
patients  reporting  regularly  has,  I think,  been 
partly  due  to  reticence  on  the  part  of  the 
physicians  in  having  patients  report  for  whom 
they  seldom  wrote  prescriptions,  but  simply 
gave  advice.  This  is  wrong.  Visits  with  proper 
encouragement  being  eiven  if  the  patient  is 
doing  well,  or  to  correct  the  trouble  if  losing, 
are  needed. 

I feel  that  a physician  doing  general  work 
is  a good  one  to  look  after  the  tubercular  pa- 
tient. The  fact  that  a man  has  tuberculosis, 
or  has  had  it.  does  not  render  him  immune 
from  all  disease.  These  patients  are  subject 
to  other  diseases,  and  this  must  be  borne  in 
mind.  When  other  diseases  complicate  tuber- 
culosis. the  general  indications  in  treatment  for 
the  new  condition  with  slight  adjustment 
necessary  to  meet  the  tubercular  situation  can 
be  administerd  by  the  general  practitioner,  if 
he  will  only  acquaint  himself  thoroughly  with 
the  diagnosis  and  treatment  of  tuberculosis. 
He  is  largely  familiar  with  it.  He  can  recog- 
nize tubercular  complications  as  well  as  diag- 
nose the  original  tuberculosis,  which  he  often 
does.  A good  tubercular  specialist  must  know 
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general  medicine,  so  the  good  physician  must 
know  something1  of  tuberculosis.  Where  as- 
sistance  is  needed  in  treatment  or  in  determin- 
ing the  nature  of  a complication,  it  would  be 
well  to  consult  a tubercular  specialist,  just  as 
the  difficult  or  borderline  cases  are  sent  in  to 
him  in  the  first  place  for  his  diagnosis. 

“Under  the  direction  and  care  of  a physi- 
cian skilled  in  the  management  of  tubercu- 
losis” would  have  its  good  effect  in  that  there 
would  be  a follow-up  treatment  in  the  home, 
and  here  I strike  an  important  keynote.  I 
have  seen  a few  patients  who  cannot  take  sana- 
torium treatment.  They  do  not  possess  the 
nervous  make-up  (temperament)  for  an  insti- 
tutional existence  and  can  never  adjust  them- 
selves to  it.  These  patients  do  far  better  at 
home.  The  home  is  the  place  wherein  the  pa- 
tient lives  after  discharge  from  the  sanatorium, 
during  the  re-adjustment  from  institutional 
to  home  life;  the  period  from  arrested,  or  ap- 
parently cured,  to  cured,  corresponds  with  this 
time.  Regulation  of  the  patient’s  life — rest, 
work,  or  exercise,  and  food — should  be  under 
the  care  of  a physician. 

I want  to  call  atention  to  a few  salient 
points,  which  may  help  the  physicians  doing 
this  work.  The  general  practitioner  must 
school  himself  in  patience,  because  in  dealing 
with  these  patients  he  will  find  a type  of  nerv- 
ousness such  as  chronic  cases  develop.  The 
patients,  too,  must  be  taught  patience.  They 
must  realize  that  a space  of  two  years  must  pass 
from  the  time  they  are  pronounced  arrested, 
during  which  time  they  are  doing  their  regu- 
lar  work  or  following  their  usual  manner  of 
life  while  remaining  symptom  free,  before  they 
can  be  pronounced  cured.  In  this  time  also 
they  need  supervision.  The  patient  must  feel 
that  the  visits  to  the  physician  are  complete. 
The  examinations  must  be  carefidly  made  and 
due  consideration  given  to  the  measures  sug- 
gested. They  must  feel  that  the  physician  is 
interested  in  their  welfare. 

The  physicians  must  not  hesitate  to  give  this 
service  freely.  They  must  recognize  that  next 
to  the  prevention  of  disease,  preventing  a re- 
lapse in  those  who  have  had  tuberculosis  or 
been  ill,  is  likewise  their  duty.  This  is  thor- 
oughly in  accord  with  the  idea  of  modern  pub- 
lic health  work.  The  physicians  of  today,  al- 
though they  may  be  engaged  in  private  prac- 
tice, are  always  working  in  conjunction  with 
public  health  officials,  health  organizations, 
and,  in  my  opinion,  physicians  will  be  mak- 


ing another  step  in  this  direction  by  the  fur- 
therance of  the  doctrine  of  rest,  fresh  air  and 
proper  feeding  under  the  direction  and  care  of 
a physician  skilled  in  the  management  of  tu- 
berculosis. 

1652  I Vest  Grace  Street. 


THE  EVOLUTION  OF  MEDICINE.* 

By  GEORGE  A.  CATON,  M.  D„  New  Bern,  N.  C. 

President,  Seaboard  Medical  Association  of  Virginia  and 
North  Carolina. 

Fellows  of  the  Seaboard  Medical  Association , 
Ladies  and  Gentlemen: 

In  casting  over  the  waters  for  a subject 
which  woidd  be  interesting  to  the  lay  mind  as 
well  as  to  physicians,  I have  chosen  as  my  sub- 
ject “The  Evolution  of  Medicine.” 

There  are  books  and  articles  running  into 
thousands  dealing  with  various  phases  of  evo- 
lution as  regards  the  vegetable  and  animal 
kingdoms,  but  as  I see  it,  there  is  no  more 
interesting  thing  than  the  evolution  of  medi- 
cine. 

The  constant  striving,  the  self-sacrifice  of 
physicians  and  surgeons,  even  to  the  point  of 
martyrdom  in  innumerable  instances,  for  the 
advancement  of  the  healing  art  of  their  choice, 
and  which  sacrifice  might  conduce  to  the  sav- 
ing or  prolongation  of  human  life,  constitutes 
one  of  the  most  important  chapters  and  in- 
teresting phases  of  human  endeavor. 

About  3500  years  ago  the  first  prescription 
was  written  with  a brush  on  stone,  evidently 
for  stomach  disturbance  of  reflex  origin,  and 
quite  likely  for  hyperacidity,  as  the  symp- 
toms described  were  “a  ball  in  the  throat.” 
To  this  day  this  symptom  is  often  recounted 
to  gastro-enterologists  and,  upon  examination, 
one  finds  hyperacidity. 

Paleopathologists  produce  definite  proof  of 
the  existence  of  syphilis  and  tuberculosis  of 
bone  tissue  which  existed  thousands  of  years 
ago.  Diseased  processes  are  as  old  as  life  it- 
self. 

Distinct  evidences  of  tumors  are  found  in 
the  Rock  Chalk  of  Kansas;  evidences  of  bacte- 
rial infection  are  found  in  the  mummies  of 
Egypt;  so  that  diseases  of  the  same  types  as 
exist  todajq  we  are  quite  certain,  existed  from 
the  time  that  the  earliest  form  of  human  or- 
ganism existed  on  the  earth. 

The  cave  men  suffered  from  gont  and  arthri- 

^Address  of  the  President  delivered  before  the  Seaboard 
Medical  Association  of  Virginia  and  North  Carolina  at  the 
thirty-first  annual  meeting  at  New  Bern,  N.  C.,  December 
7-9,  1926. 
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tis  bringing  about  deformity  of  bones.  In  3200 
B.  C.,  Pto  Hateb  advised  his  son  to  beware  of 
sex  dangers. 

Hippocrates  advised  to  cure  first  by  medi- 
cine; if  medicine  fails,  resort  to  the  knife;  if 
the  knife  fails  to  cure,  then  by  fire,  meaning, 
of  course,  the  actual  cautery. 

The  Hindus  long  before  Christ  operated  ex- 
tensively ; they  had  numerous  instruments  and 
were  regarded  at  that  time  to  be  skillful  in 
the  art  of  healing  by  surgical  means. 

Chinese  early  medicine  is  interesting  on  ac- 
count of  dry  cupping  and  massage.  Massage 
and  cupping  were  in  later  periods  practically 
ignored,  but  were  revived  as  adjuncts  to  cure 
of  various  diseases  in  the  eighteenth  century. 
Today  massage  skillfully  done  has  certainly  a 
rightful  place  in  the  healing  art,  and  has  come 
to  stay. 

Medicine  is  divided  into  Pre-historic,  Greek 
and  Roman  medicine,  Mediaeval  medicine, 
Physiologic  medicine.  Paracelsus  medicine, 
Pasteur  medicine  and  Scienti’c  medicine. 

The  earliest  physician  of  whom  we  have  re- 
cord lived  4500  years  before  Christ.  This  phy- 
sician was  a Greek  and  prescribed  or  admin- 
istered opium,  gentian,  castor  oil,  etc. 

It  seems  from  what  one  can  gather  from 
ancient  medical  literature,  that  charms,  in- 
cense, incantations,  etc.,  were  employed  as  a 
means  of  cure,  by  driving  away  disease  which 
was  in  a large  measure  due  to  the  existence  of 
the  evil  spirit. 

Later,  there  were  witch  doctors  who  were 
often  burned  at  the  stake — really,  as  a matter 
of  fact,  some  were  burned  who  had  effected 
creditable  cures.  These  were  regarded  as  con- 
jurers and  were  burned  even  at  much  later 
periods. 

Scientific  medicine  may  well  be  said  to  have 
begun  in  the  time  of  Hippocrates,  who  was 
born  on  the  island  of  Cos  in  the  year  450  B C. 
He  lived  in  an  age  of  great  men  and  in  a time 
when  intellectual  fortune  seemed  to  have 
smiled  on  a group  of  his  contemporaries. 
Such  deep  and  earnest  thinkers  as  Socrates, 
Plato  and  Herodotus  were  contemporaries  of 
his. 

From  Hippocrates  comes  the  aphorism  that 
art  is  long  and  time  is  short  and  judgment 
difficult.  Hippocrates  had  the  true  medical 
heart. 

The  greatest  single  contributor  to  scientific 
medicine  in  the  renaissance  period  was  Vesa- 


lius,  a Belgian,  a great  anatomist  and  surgeon. 
This  great  man  opened  the  chest  of  a noble- 
man for  purposes  of  dissection,  found  his  heart 
still  beating,  and  in  reparation,  made  a pil- 
grimage to  the  Holy  Land,  but  was  ship- 
wrecked and  perished  on  his  return  voyage. 

It  seems  that  the  Italians  have  from  early 
times  held  a dominant  place  among  the  nations, 
as  is  evidenced  by  there  being  so  many  anatom- 
ical structures  named  after  their  discovers. 

In  the  18th  century  great  advances  were 
made  in  medicine  from  1700  to  1799.  The  cir- 
culation of  the  blood  was  discovered  by  Har- 
vey during  this  period. 

In  1842  ether  was  discovered  by  Crawford 
Long,  who  practiced  in  Jefferson  Ga.  Ch'o  - 
form  was  discovered  about  this  period,  but  the 
honors  for  the  great  discovery  must  be  divided 
between  France,  Germany  and  America.  Other 
anaesthetics,  such  as  ethyl  chloride,  and  local 
anaesthetics,  as  cocaine,  procaine  and  so  on, 
came  at  a later  date. 

It  will  be  recalled  that  in  the  early  days 
major  operations  were  performed,  but  the  pa- 
tients were  held  by  force  or  were  securely 
strapped  on  the  table. 

William  Hunter  lived  from  1718  to  1783. 
He  was  a great  English  physician  and  anato- 
mist, William  Hunter  discovered  the  primary 
lesion  of  syphilis  which  is  to  this  day  called 
the  Hunterian  chancre. 

In  the  eighteenth  century  much  work  was 
done  in  comparative  anatomy  and  embryology, 
thereby  laying  the  foundation  for  the  later 
period  when  medicine  would  be  placed  on  a 
higher  plain  of  pure  science. 

Chemistry,  general  and  physiologic,  at  this 
time  began  to  take  form  on  a basis  conducive 
to  the  later  period  when  intricate,  physiologi- 
cal and  metabolic  problems  could  be  solved. 
Pathological  anatomy,  also  another  advance- 
ment in  laying  the  foundation  for  a better 
medicine,  began  to  take  form.  Materia  medica 
and  therapeutics  likewise  came  on  the  scene 
about  this  time. 

In  the  nineteenth  century  cellular  pathology 
was  developed  by  Virchow.  Some  time  later 
Pasteur  laid  the  foundation  for  the  study  of 
microbic  activity,  this  perhaps  being  the  most 
far-reaching  discovery  in  medicine.  Psychia- 
try took  form  in  this  century  and  has  since 
made  wonderful  strides,  until  at  the  present 
time  it  lias  a distinct  field  in  the  healing  art 

Ricord’s  influence  just  now  became  more  or 
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less  dominant  in  regard  to  venereal  work,  and 
he  corrected  some  of  Hunter’s  unfortunate 
mistakes. 

Laennec  solved  the  problem  of  the  meaning 
of  the  different  sounds  in  the  chest,  one  of  the 
greatest  discoveries  of  this  century,  enabling 
physicians  to  diagnose  pneumonia,  tubercu- 
losis, pleurisy,  and  so  on.  Laennec  also  did 
other  valuable  diagnostic  work,  gradually,  as 
were  others,  bringing  truth  out  of  chaos,  and 
evolving  theories  which  were  later  proven  to 
be  facts.  It  was  then,  and  now,  regarded  that 
Laennec  was  one  of  the  great  five  or  six  won- 
derful medical  men  of  modern  times. 

To  Claud  Bernard  we  are  indebted  for 
foundation  knowledge  of  the  functions  of  the 
ductless  glands,  that  is  the  internal  secretions. 

In  the  first  half  of  the  nineteenth  century 
Alexis  St.  Martin,  a French  Canadian,  suf- 
fered from  a gunshot  wound,  which  left  an 
opening  in  his  stomach,  through  which  the 
digestive  processes  could  be  observed.  This 
was  really  the  foundation  for  the  scientific 
treatment  of  digestive  diseases. 

Claud  Bernard  was  probably  the  greatest 
medical  investigator  of  the  nineteenth  century. 
To  him  we  owe  the  idea  of  internal  secretion. 
He  made  investigations  in  internal  medicine 
which  challenge  the  pride  of  great  internists 
even  to  this  day.  It  was  he  who  said,  “When 
you  enter  the  laboratory,  put  off  your  imagi- 
nation as  you  would  put  off  your  overcoat, 
but  put  it  on  again  as  you  would  your  over- 
coat when  you  leave  the  laboratorjr.  Before 
the  experiment  and  between  whiles,  let  your 
imagination  wrap  you  round ; put  it  right 
away  from  you  during  your  experiments,  lest 
it  hinder  your  observing  power.” 

Claud  Bernard  was  never  a money  maker — 
just  devoted  to  science  and  the  love  of  the 
healing  art,  a virtue  that  we  should  all  culti- 
vate. 

Professor  Paloff,  of  St.  Petersburg,  was 
great  in  scientific  investigation  as  regards 
gastric  and  intestinal  diseases.  He,  perhaps, 
has  done  more  for  the  solution  of  pancreatic 
diseases  than  any  man  in  the  profession. 

Pasteur  showed  that  disease  is  not  of  spon- 
taneous origin,  but  that  disease  originates  from 
minute  organisms,  thus  laying  the  foundation 
for  a great  revolution  in  medicine  and  surgery. 
Previous  to  this  time  infections  of  a’1  kind- 
were  rife.  When  one  died,  for  instance,  of 
gangrene  of  the  intestines,  or  was  otherwise  in- 


fected, it  was  simply  called  mortification — even 
in  my  recollection  such  causes  of  death  were 
classed  as  mortification. 

Now  the  profession  recognizes  gangrene  or 
septicemia  and  the  necessarv  surgical  opera- 
tion is  done,  and  in  many  instances  life  is  saved 
or  prolonged 

The  spleen  is  resected,  the  gall-bladder  is  re- 
moved, sections  of  the  intestine  are  removed, 
and  innumerable  other  life-saving  operations 
are  done,  reflecting  great  credit  to  the  profes- 
sion of  surgery. 

Neurology  has  come  into  its  own.  Nerve 
grafting  to  revive  muscular  function  is  an 
established  surgical  fact.  The  lame  are  made 
to  walk,  the  deaf  are  made  to  hear,  the  blind 
are  made  to  see,  thanks  to  modern  scientific 
surgical  development. 

The  great  pioneer  in  neurology  was  a French- 
man, Duchenne,  while  the  Germans  have 
contributed  invaluable  work  in  neurological 
surgery  and  in  medicine. 

Sterilization  of  hands  and  instruments  is  of 
comparatively  recent  origin;  listerism,  how- 
ever, has  come  to  stay.  No  longer  will  a sur- 
geon dare  operate  unless  under  the  most  care- 
ful aseptic  precautions. 

John  B.  Murphy,  one  of  the  great  outstand- 
ing figures  in  surgery,  has  done  wonders  in 
placing  the  profession  on  the  very  high  plane 
upon  which  American  surgery  rests  today. 
The  profession  recognizes  a great  loss  in  his 
death. 

With  the  growth  of  medicine  and  surgery 
has  come,  surprisingly,  the  amazing  develop- 
ment of  quackery  and,  strange  as  it  may  seem, 
the  national,  state  and  municipal  governments 
have  not  taken  cognizance  of  this,  but  ha^e  al- 
lowed it  to  grow  rampant.  The  people  have 
fallen  for  it.  Really,  the  people  have  become 
ridiculous  in  regard  to  the  various  forms  of 
quackery  and  charlatanism — I mean  many  of 
them  intelligent  people.  Strange  as  it  may 
seem,  we  have  more  than  a hundred  healing 
religions  in  this  country  without  a vestige  of 
scientific  basis. 

In  New  York,  a man  did  a very  good  busi- 
ness with  radio  by  curing  people  for  one  hun- 
dred dollars  per  treatment,  though,  when  he 
was  arrested,  it  was  found  that  the  wires  were 
wrongly  connected  and  one  could  not  have 
heard  a clap  of  thunder  one  mile  away  over  it. 

We  have  now  arrived  at  the  point  in  medi- 


ISO 


VIRGINIA  MEDICAL  MONTHLY 


[June, 


cine  and  surgery  when  we  are  on  a ninety  per 
cent  scientific  basis. 

Smallpox,  once  the  scourge  of  nations,  ha 
been  robbed  of  its  terrors;  the  death  knell  has 
been  sung  to  this  malady.  Yellow  fever  has 
devasted  communities  and  nations,  but  the 
deadly  mosquito  has  sung  her  last  tune. 

Malaria,  the  sickening  odor  of  which  still 
lingers,  the  dread  of  all  of  us.  and  a material 
cause  of  lessened  mental  and  commercial  pro- 
gress in  tropical  and  semi-tropical  countries, 
has  been  practically  eliminated.  Today  we 
gloat  over  our  victory  of  this  dreaded  disease 
and  because  untold  thousands  of  lives  have 
been  spared.  TCe  must  thank  our  great  Bene- 
factor for  this  great  work  as  well  as  ourselves. 
TCe  must  also  thank  Him  for  smiling  children, 
red-faced  and  mentally  and  physically  fit.  be- 
cause of  elimination  of  hookworm.  The  John 
D.  Rockefeller  Foundation  has  worked  won- 
ders in  the  Southern  states. 

Diphtheria  has  practically  disappeared.  We 
occasionally  see  a placard,  but  not  so  often. 
Formerly,  entire  families  were  wiped  out  and 
homes  were  made  unhappy  and  miserable. 

Typhoid  fever  and  cholera  and  typhus,  al- 
though once  prevailing  in  the  summer  and  fall 
months,  are  now  comparatively  rare.  Surgery 
as  regards  pathological  conditions  resulting 
from  these  infectious  diseases  must  become  less 
often  resorted  to. 

The  average  span  of  human  life,  due  to 
scientific  medicine  and  to  the  great  advances 
in  public  health  work,  and,  last,  but  not  least, 
to  the  benefactions  of  great  philanthropists, 
has  been  increased  by  ten  years  in  the  last  half 
century. 

Syphilitic  bones  and  other  tissue  infections 
are  disappearing.  The  terrible  and  disastrous 
results  of  this  scourge,  both  mental  and  physi- 
cal. will  soon,  in  great  measure,  be  an  un- 
known quantity.  Even  tuberculosis,  the  great 
white  plague,  is  now  regarded  as  curable, 
whereas,  formerly,  it  was  regarded  as  an  in- 
curable disease.  One  could  only  hold  up  his 
hands  and  say  that  nothing  could  be  done,  it 
is  only  a matter  of  time.  Tuberculosis  in 
North  Carolina,  and  especially  in  Eastern 
North  Carolina,  is  not  so  very  often  seen.  I 
have  often  wondered  why  greater  advances 
have  not  been  made  in  the  development  of 
especially  equipped  institutions  for  the  treat- 
ment of  this  disease. 

I believe  Eastern  North  Carolina  to  be  one 


of  the  greatest  fields  for  sanatoria  devoted  to 
this  particular  field  of  medicine,  because  nat- 
ural climatic  conditions  are  here  conducive  to 
cure. 

Just  here  I must  commend  the  great  con- 
structive work  done  by  the  State  Board  of 
Health  of  North  Carolina.  Nothing  could  be 
said  in  eulogy  of  this  great  constructive  health 
work  which  would  be  egotistic,  because  untold 
thousands  of  human  lives  have  and  will  be 
saved.  I am  inclined  to  think,  if  this  great 
constructive  health  program  be  followed,  that 
our  great  and  beloved  state  will  soon  be  over- 
populated.  and  that  prospective  physicians  will 
take  to  farming  and  other  fields  of  endeavor 
which  will  at  least  offer  a probable  prospect 
of  decent  support.  The  great  productivity  of 
soil  and  the  wonderful  fertility  of  our  people 
must,  of  course,  be  considered. 

Cancer,  although  its  cause  is  not  yet  defi- 
nitely known,  is  gradually  yielding  the  mighty 
strength  of  her  deadly  tentacles  and  within  a 
few  years  will  doubtless  be  as  docile  as  a 
little  child  when  properly  approached.  The 
many  thousand  of  lives  lost  annually  will  be 
saved.  When  this  great  achievement  has  been 
accomplished,  the  world  will  be  glad,  human- 
ity will  rejoice.  One  of  the  latest  and  great- 
est medico-surgical  problems  will  have  been 
solved. 

Insulin . Banting's  Triumph. — Only  a short 
time  since.  F.  S.  Banting,  with  Prof.  J.  J.  R. 
McLeod,  of  Toronto.  Canada,  was  awarded 
the  Nobel  prize  for  the  discovery  of  insulin. 
This  preparation  is  used  in  the  treatment  of 
diabetes  mellitus.  and  is  one  of  the  greatest 
discoveries  in  medicine  of  modern  times.  Now. 
a case  of  diabetes  mellitus,  properly  dieted  and 
with  insulin  administered  as  it  should  be,  may 
live  out  his  or  her  period  of  normal  expect- 
ancy. No  longer  need  one  be  so  despondent 
or  apprehensive  as  in  years  gone  by.  One  may 
look  the  world  in  the  face  and  fight  on.  Yet 
a phvsician  must  be  careful  in  the  administra- 
tion of  insulin.  It  is  an  exceedingly  active 
protein,  and  one  must  take  this  into  account, 
as  well  as  the  personal  metabolism  and  the  in- 
dividual idiosyncracy. 

In  conclusion,  I must  add  a word  in  behalf 
of  our  wonderful  Rankin,  who  has  been  in 
charge  of  our  health  department  for  some 
years  and  who.  by  virtue  of  kindness  of  heart, 
was  loaned  to  the  great  State  of  New  York  in 
1925.  To  mv  mind,  there  has  never  been  so 
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great  a health  executive  in  our  good  state  as 
this  man  Rankin.  State  medicine,  purely  a 
constructive  measure,  has  been  revolutionized. 
Untold  lives  have  and  will  be  saved.  Rankin, 
the  great  constructive  health  genius,  is  in  a 
great  measure  responsible. 

Duke  University,  one  of  the  most,  if  not  the 
most  richly  endowed  university  in  the  United 
States,  is  now  one  of  the  factors  to  be  reck- 
oned with  nationally  as  regards  constructive 
medicine.  This  great  institution  will  go  on 
in  constructive  medicine  for  ages  and  ages 
and  men  now  unborn  will  eulogize  this  great 
benefactor  for  the  relief  of  pain  and  illness 
and  the  saving  of  human  life.  Perhaps  no 
greater  man  has  lived  in  this  Commonwealth. 


THE  DIFFERENTIATION  OF  NON- 
TUBERCULOUS  PULMONARY  IN- 
FECTION FROM  TUBERCULOSIS.* 

By  C.  L.  HARRELL,  M.  D.,  Norfolk,  Va. 

Prior  to  the  influenza  epidemic  of  1918-19, 
very  little  attention  was  being  paid  to  non-tu- 
berculous  pulmonary  infections,  except  to  call 
them  tuberculosis  and  treat  them  as  such.  My 
attention  was  first  called  to  the  subject  by  Dr. 
John  B.  Hawes,  II,  of  Boston,  while  working 
in  the  Massachusetts  General  Hospital  in  the 
early  part  of  the  winter  of  1919.  Many  cases 
were  coming  into  his  chast  clinic  with  a pre- 
vious diagnosis  having  been  made  of  tuber- 
culosis. The  only  symptoms  were  severe 
couffh.  expectoration,  with  si<rns  in  the  bace 
of  the  lungs,  with  a persistent  negative  sputum. 
To  use  his  words,  his  job  was  to  undiagnose 
tuberculosis. 

There  is  no  doubt  in  my  mind  at  the  pres- 
ent time  but  that  many  cases  are  being  called 
tuberculosis  that  are  not,  and  many  cases  of 
clinical  tuberculosis  are  allowed  to  go  unex- 
amined without  a correct  diagnosis  having 
been  made.  They  go  about  the  community  un- 
treated. This  is  my  excuse  for  presenting  this 
paper;  to  ask  for  a closer  study  on  the  part 
of  physicians  on  those  cases  that  present  them- 
selves for  examination,  for  without  close  study 
a correct  diagnosis  cannot  be  made,  nor  the 
best  results  obtained. 

For  instance,  a case  comes  in  complaining 
of  a hacking  cough  and  tired  weak  feeling.  He 
or  she  must  have  something  radically  wrong  or 
they  would  not  consult  a physician.  Because 

*Read  before  the  Norfolk  County  Medical  Society,  October 
18,  1926. 


you  have  known  and  treated  the  family  for 
years,  you  reply,  “there  is  nothing  wrong  with 
vou,”  give  them  some  simple  remedy  and  dis- 
miss it.  Now  this  case  has,  or  will  in  the  near 
future,  develop  pulmonary  tuberculosis.  Yrou 
have  not  only  caused  him  to  lose  his  chance 
of  a cure,  but  have  done  the  community  a 
great  injury.  On  the  other  hand,  a case  con- 
sults you  complaining  of  a very  annoying  pro- 
ductive cough.  You  make  a casual  examina- 
tion of  his  chest  and  find  many  rales  of  various 
descriptions  in  the  lower  lobes  of  the  lungs. 
You  pronounce  him  tubei'culous  and  send  him 
to  a sanatorium,  his  real  trouble  being  a 
chronic  bronchitis  secondary  to  an  upper  re- 
spiratory infection.  He  will  never  get  well 
of  his  bronchitis  until  the  focus  of  infection 
is  removed.  You  have  not  only  placed  a 
stigma  on  this  individual  that  will  probably 
last  him  throughout  life,  but  you  have  put  him 
to  a great  expense  and  a loss  of  time,  both 
from  his  labor  and  from  being  restored  to 
normal  health. 

Drs.  Brown  and  Heise,  in  1924,  analyzed 

2.000  cases  that  had  been  discharged  from 
Trudeau  Sanatorium  from  1916  to  1923.  Clin- 
ical pulmonary  tuberculosis  was  found  to 
exist  in  1,725  cases.  Non-clinical  pulmonary 
tuberculosis  in  11.  The  diagnosis  remained 
somewhat  in  doubt  in  61,  and  a negative  diag- 
nosis was  made  in  203.  Drs.  Brown  and  Staf- 
ford, of  the  Blue  Ridge  Sanatorium,  analyzed 

1.000  cases  discharged  from  the  sanatorium  in 
the  past  three  years.  In  70  cases  no  tubercu- 
losis was  found.  In  37  cases  no  chest  pathol- 
ogy at  all  was  found,  27  in  adults  and  10  in 
children.  Thirty-three  were  due  to  non-tuber- 
culous  pulmonary  infection.  Having  these 
facts  in  mind,  I think  we  can  review  this  sub- 
ject with  much  benefit  to  all  of  us,  for  I have 
not  one  new  thought  to  present. 

For  the  sake  of  clearness,  I will  cite  a typi- 
cal case  of  early  tuberculosis.  The  patient 
comes  in  complaining  of  a tired,  run-down 
feeling,  loss  of  energy,  dry  hacking  cough,  usu- 
ally worse  in  the  morning,  rather  rapid  loss 
of  weight.  He  may  or  may  not  give  a his- 
tory of  hemoptysis  or  pain  in  the  chest  and 
across  the  shoulders.  A careful  history  may 
bring  out  nervousness,  digestive  disturbance, 
restless  nights,  probably  night  sweats,  a cough 
dating  back  several  weeks,  probably  follow- 
ing a prolonged  cold,  with  a slight  sticky 
muco-purulent  expectoration,  a sense  of  heat 
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or  flushing  in  the  cheeks  in  the  afternoon, 
which  they  attribute  to  fever.  Examination 
reveals  a rather  sickly,  undernourished  look- 
ing individual.  Pulse  usually  from  90  to  120, 
temperature  99  to  100.  Maximum  usually 
reached  late  in  afternoon  between  four  and 
eight.  Blood  pressure  systolic  100.  Has  usu- 
ally dropped  from  five  to  ten  pounds  in  weight 
in  past  two  months.  The  gums  are  usually 
diseased  and  may  show  extensive  pyorrhoea. 
The  larynx  has  a blanched  or  anemic  appear- 
ance and  the  patient  gives  a general  appear- 
ance of  being  in  poor  health.  The  chest  shows 
slight  lagging  of  one  apex  with  slight  dull- 
ness to  first  or  second  rib  in  front  and  fifth 
dorsal  spine  in  back.  The  breath  sounds  are 
harsh  and  expiration  is  prolonged  over  this 
area,  with  numerous  tine  and  medium  moist 
rales  heard  best  at  end  of  forced  inspiration. 
On  expiratory  cough,  showers  of  fine  moist 
rales  are  heard  bursting  right  under  your 
stethoscope  and  spreading  in  all  directions. 
They  may  be  likened  to  a skyrocket  bursting 
in  the  air  at  night.  This  type  of  rale  is  pretty 
characteristic  of  a tuberculous  les’on.  A 
sample  of  sputum  collected  in  the  early  morn- 
ing may  show  tubercle  bacilli.  By  early  morn- 
ing. I mean  something  heavy  and  thick  that  is 
coughed  up  around  five  or  six  A.  M.  During 
the  night  there  is  always  some  exudate  thrown 
off  in  the  bronchi.  That  exudate  collects  low 
down  in  the  throat  and  is  usually  coughed  up 
early  in  the  morning.  If  there  are  any  bacilli 
to  be  found,  they  are  usually  in  this  sample. 
I also  might  state  that  a sample  of  sputum 
from  these  cases,  as  a rule,  does  not  show  much 
mixed  infection.  An  X-ray  of  this  case  will 
probably  show  some  peribronchial  thickening 
radiating  from  the  hilum  zone  to  the  periphery 
and  into  the  apex,  with  some  studding  and 
density  in  the  first  interspace.  This  I con- 
sider a fair  description  of  a typical  early 
tuberculous  case. 

The  first  condition  I wish  to  differentiate 
from  tuberculosis  is  a post-influenza  bron- 
chitis. These  cases  usually  complain  of  a 
rather  severe  cough,  generally  continuous 
throughout  day  and  night,  may  be  paroxysmal 
at  times.  Expectoration  is  usually  rather  pro- 
fuse, thick  and  yellow.  As  a rule  these  pa- 
tients do  not  look  very  sick.  There  is  only  a 
slight,  if  any.  elevation  of  temperature  and 
pulse,  no  loss  of  weight,  and  blood  pressure 
is  normal.  The  patient  is  very  much  con- 


cerned about  this  harassing  cough.  The 
mucous  membrane  of  pharynx  and  larynx  and 
trachea  are  very  much  injected  and  swollen. 
The  veins  at  base  of  tongue  are  usually  very 
much  swollen.  This  redness  and  swelling  may 
follow  the  mucous  membrane  all  the  way  down 
to  the  small  bronchi.  Lord,  in  his  recent  book, 
states  that  this  inflammatory  swelling  of  the 
smaller  bronchi  may  even  lead  to  closure  of 
the  lumen  and  atelectasis  of  the  corresponding 
pulmonary  region.  This  inflammation  may 
extend  through  the  bronchi  of  both  lungs  or 
to  one  lobe  only,  or  to  a portion  of  a lobe.  In 
other  words,  it  may  be  bilateral  or  unilateral. 
It  is  usually  bilateral  in  the  acute  disease, 
finally  localizing  itself  in  one  lobe  or  a small 
section  of  a lobe,  usually  at  the  base  in  the 
latter  stage.  Examination  of  chest  reveals  no 
dullness,  breaths  sounds  rather  harsh  over  the 
non-affected  part,  due  probably  to  an  emphy- 
sematous condition,  the  results  of  coughing, 
with  many  medium  and  coarse  and  medium 
bubbling  rales  heard,  both  on  inspiration  and 
expiration,  usually  confined  to  the  base  of  one 
lung.  Several  sputum  examinations  are  nega- 
tive for  tubercle  bacilli,  but  it  is  loaded  with 
influenza  bacteria,  pneumococcus,  streptococ- 
cus and  many  others.  X-ray  of  this  chest  is 
usually  negative.  If  the  condition  has  been 
going  on  for  some  time,  there  may  be  some 
nei'ibronchial  thickening,  extending  from  the 
hilum  zone  downward  toward  the  base  of  the 
lung.  The  cough  and  physical  signs  of  this 
rendition  may  persist  for  several  weeks,  but 
usually  clear  up  entirely.  This  is  entirely  dif- 
ferent from  the  preceding  case  of  tuberculosis. 
However,  this  type  of  case  should  be  watched 
carefully,  as  it  may  cause  a flare-up  of  an  old 
tuoerculous  lesion.  I never  consider  a sputum 
negative  until  at  least  three  specimens  have 
been  examined.  Some  sanatoriums  usually 
examine  nine  sputums. 

The  next  condition  which  I will  consider  is 
chronic  bronchitis,  secondary  to  a nose  and 
throat  infection.  This  condition  probably 
furnishes  the  largest  class  of  cases  we  have 
to  contend  with  in  this  section.  These  cases 
usually  give  a history  of  frequent  colds,  usu- 
ally from  four  to  five  during  a winter;  some 
are  never  free.  The  infection  is  harbored 
somewhere  in  the  accessory  sinuses,  or  abscessed 
teeth  or  tonsils.  Their  resistance  is  low.  The 
least  change  from  the  ordinary,  such  as  loss 
of  sleep,  exposure  to  dampness  or  cold,  will 
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cause  a fresh  cold  or  a re-infection.  There  is 
no  doubt  that  an  abscessed  tooth  can  act  as  a 
focus  of  infection  for  the  lung  and  bronchi, 
just  the  same  as  it  does  for  a joint  or  a kidney. 
The  same  might  be  said  of  diseased  tonsils 
and  of  the  different  sinuses.  In  the  cases  of 
nasal  obstruction  and  sinus  disease,  there  is  a 
constant  irritation  in  the  throat  from  secre- 
tions or  exudate  which  have  accumulated  on 
the  post-pharyngeal  wall.  This  infection  usu- 
ally drains  through  the  lymphatics  down  to 
the  glands  of  the  chest,  as  the  mediastinal 
glands,  those  of  the  lungs  and  bronchi.  These 
glands  hypertrophy,  and  through  pressure  and 
irritation  produce  a cough.  There  is  a great 
collection  of  mucus  and  pus  in  the  bronchi 
below  the  glands,  producing  stagnation.  The 
mucous  membrane  is  thick  and  indurated. 
There  is  cellular  infiltration  of  all  parts  of 
the  bronchial  wall.  The  thickening  and  indu- 
ration may  extend  to  the  peribronchi  and 
neighboring  pulmonary  tissue,  according  to  the 
chronicitv  of  the  disease.  Usually,  each  acute 
cold  will  cause  these  already  enlarged  glands 
to  swell  up  and  more  mucus  and  pus  accumu- 
late in  the  bronchi  as  the  result  of  pressure 
and  irritation.  I might  say  that  this  type  of 
cold  is  not  usually  contagious.  They  seem  con- 
fined only  to  the  individual.  During  an  acute 
attack  these  patients  usually  have  a very  severe 
cough  and  raise  a good  deal  of  muco-purulent 
sputum.  The  cough,  at  times,  may  be  very 
severe  and  become  asthmatic.  I have  seen 
many  cases  of  real  bronchial  asthma,  following 
chronic  infection  in  the  ethmoid  and  antrum. 
A cough,  both  in  the  preceding  condition  and 
the  chronic  bronchitis,  is  usually  very  much 
aggravated  by  all  forms  of  dust  and  smoke, 
especially  by  smoke  from  smouldering  cigar- 
ette stumps,  cigar  stumps  and  burning  grease 
from  the  kitchen.  I have  also  noticed  the  dust 
on  old  books  is  very  aggravating  to  the  mucous 
membranes  of  the  nose  and  throat. 

These  patients  complain  of  numerous,  but 
rather  indefinite,  chest  pains.  In  the  region 
of  the  pain  the  skin  is  generally  sensitive  to 
pressure.  Evidently  they  are  muscular  pains. 
The  sputum  is  heavy  and  thick  and  contains 
all  kinds  of  bacteria,  but  no  tubercle  bacilli. 
The  pulse  and  temperature  are  usually  normal, 
that  is  between  acute  attacks.  Blood  pressure 
normal.  No  loss  of  weight.  The  patient  as 
a rule  looks  well,  and  is  well  except  for  the 


frequent  colds  and  the  cough  produced  by  the 
attacks. 

The  chest  is  well  developed,  and  is  resonant 
or  hyper-resonant  throughout.  The  breath 
sounds  are  very  harsh  and  expiration  pro- 
longed over  the  entire  back  of  both  lungs,  with 
many  coarse  and  squeaking  rales  heard  over 
the  back,  increasing  in  intensity  as  one  ap- 
proaches the  base  . The  X-ray  finding  in  this 
type  of  case  is  usually  negative,  or  nothing 
suggestive  of  a density  that  is  seen  in  tuber- 
culous conditions. 

Treating  this  type  of  case  without  first  re- 
moving the  focus  of  infection  is  of  no  avail. 
Cleaning  up  the  nose  and  throat,  changing  to 
a dry  climate,  rest  and  nourishing  food  is 
probably  the  best  kind  of  treatment.  Some- 
times, an  autogenous  vaccine  helps  to  raise 
their  resistance.  The  type  of  vaccine  that  I 
use  is  made  according  to  the  technique  of  Solis 
Myer  Cohen,  of  Philadelphia.  This  is  grown 
on  the  patient’s  own  blood  serum.  He  claims 
it  is  the  only  way  you  can  get  a growth  of  an 
organism  that  is  pathogenic  to  the  individual. 
This  type  of  case  seldom,  if  ever,  develops  into 
tuberculosis,  but  many  of  them  are  classified 
as  such.  However,  many  of  them  do  carry  a 
chronic  cough  and  many  of  them  develop  into 
asthmatics.  It  is  necessary  to  search  diligently 
for  the  focus  of  infection  whether  it  be  teeth, 
tonsils  or  accessory  sinuses,  and  rid  the  patient 
of  same. 

I have  been  referring  chiefly  to  adults,  but 
you  get  a similar  condition  in  children,  both 
in  white  and  colored,  but  rarely  in  the  colored 
adult.  Why  this  difference,  I do  not  know. 

In  the  first  case  cited,  a typical  case  of  tuber- 
culosis, the  lesion  was  found  at  the  apex,  and 
this  is  usually  the  case  in  tuberculosis.  In  the 
last  two  conditions,  the  post-influenza  and 
chronic  bronchitis,  the  physical  signs  are  con- 
fined entirely  to  the  base  or  lower  lobes  of  the 
lung.  One  would  conclude  that  tuberculosis 
originates  at  the  apices,  while  non-tuberculous 
infections  are  confined  to  the  base,  although 
sometimes  the  exact  reverse  is  true.  I re- 
cently had  two  cases  where  the  primary  lesion 
appeared  to  be  in  the  lower  right  lobe,  that 
proved  to  be  tuberculous.  Dr.  Watson  reports 
500  cases  from  Mount  Regis  Sanatorium  in 
which  he  has  found  12  cases  with  primary 
lesion  at  base  of  lung.  Dr.  Nicholls  states  that 
of  3,000  cases  discharged  from  Catawba  Sana- 
torium, there  were  26  cases  of  primary  has 
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tuberculous  lesion,  8 non-tuberculous  basal 
lesions,  and  one  questionable.  Dr.  Stafford 
analyzed  1,000  cases  at  Blue  Ridge  Sanato- 
rium and  found  two  basal  primary  lesions. 
In  a recent  correspondence  he  has  found  two 
more,  making  four.  Other  authorities  claim 
that  they  are  rare,  but,  when  found,  are  usu- 
ally more  grave  on  account  of  poor  drainage. 
All  advised  pneumothorax  from  beginning, 
make  it  a rule  never  to  diagnose  a lesion  n 
the  base  of  a lung  tuberculous  without  a posi- 
tive sputum,  regardless  of  physical  signs  or 
X-  ray  findings. 

On  account  of  the  anatomic  relationship  be- 
tween the  lungs  and  the  pleura,  one  would 
never  think  of  infection  of  one  without  asso- 
ciating it  with  the  other,  yet  we  have  many 
cases  of  acute  pleurisy,  or  pleurisy  with  effu- 
sion, where  the  lung  does  not  seem  to  be  in- 
volved. An  infection  in  one  is  almost  of  ne- 
cessity compelled  to  spread  to  the  other.  Often, 
the  acute  inflammation  makes  its  first  appear- 
ance in  the  pleura : from  there  it  makes  its 
way  through  the  lymphatics  to  the  lung.  The 
exact  cause  of  pleurisy  is  a moot  question. 
Many  believe  all  attacks  of  real  pleurisy  to  be 
tuberculous.  The  writer  thinks  that  an  attack 
of  pleurisy  is  often  produced  by  the  starting 
up  of  an  old  infection  in  the  mouth  and  upper 
respiratory  tract,  as  extracting  abscessed  teeth 
or  removing  of  diseased  tonsils.  All  advanced 
cases  of  tuberculosis  and  many  acute  cases  are 
accompanied  with  pleurisy,  but  all  attacks  of 
pleurisy  are  not  by  any  means  tuberculous. 
An  acute  attack  of  pleurisy  usually  makes  its 
appearance  with  an  acute  pain  in  the  chest 
in  the  region  of  nipple  and  extending  around 
towards  the  axillae  and  back,  made  worse  by 
deep  breathing  or  any  movement  of  the  inter- 
costal muscles.  With  the  pain  we  usually  have 
a slight  cough  and  rise  of  temperature.  Often 
no  physical  signs  are  heard  at  all  or  you  may 
get  a few  sticky  rales  or  a friction  rub.  If 
during  an  attack  of  pleurisy  there  is  a sudden 
cessation  of  pain,  you  may  rest  assured  that 
fluid  is  beginning  to  accumulate.  If  the  aspi- 
rated fluid  is  clear  and  negative  to  culture  it 
is  usually  considered  tuberculous.  If  cloudy 
and  a growth  is  obtained  on  culture,  it  is  usu- 
ally considered  non-tuberculous. 

It  is  the  writer’s  opinion  that  every  attack 
of  pleurisy  accompanied  with  rapid  pulse,  rise 
of  temperature  to  100  or  more  and  lasting 
over  a week  should  be  handled  as  a tuber- 


culous case.  All  cases  of  pleurisy  with  effu- 
sion should  be  treated  as  an  active  tuberculous 
case  until  proven  otherwise.  Various  authors 
state  that  from  40  to  60%  of  cases  of  pleurisy 
with  efl'usion,  even  though  no  pathology  is  de- 
tected in  the  lungs,  either  die  or  develop  pul- 
monary tuberculosis  within  six  years. 

Many  cases  of  unresolved  pneumonia  pres- 
ent puzzling  problems.  It  is  true  that  many 
cases  of  tuoerculosis  may  be  traced  directly  to 
a severe  attack  of  pneumonia,  which  may 
cause  a flare-up  of  an  old  tuberculous  lesion. 
This  may  be  the  source  of  many  of  our  lesions 
found  in  the  lower  lobe.  It  is  equally  true 
that  you  may  have  an  unresolved  pneumonia 
in  the  upper  lobe  or  lower  lobe,  with  a cough, 
some  expectoration,  slight  elevation  of  temper- 
ature, with  physical  signs,  slight  dullness  and 
rales,  and  will  even  cast  a shadow  under  the 
X-ray,  with  a persistent  negative  sputum,  that 
are  not  tuberculous.  Many  of  these  cases  may 
run  on  for  months  and  finally  clear  up  en- 
tirely, but  they  should  be  kept  under  very 
close  observation  with  frequent  examinations 
of  sputum. 

Abscess  of  the  lung  is  usually  caused  by  in- 
spiring foreign  bodies  of  septic  material  dur- 
ing operation  about  the  mouth  or  naso- 
pharynx. Jackson  reports  several  cases  where 
teeth  were  removed  from  a bronchus  follow- 
ing tonsillar  operations  under  general  anes- 
thesia. One  gets  a history  of  cough,  pain  in 
chest,  rise  of  temperature,  coming  on  five  or 
ten  days  following  operation.  In  from  ten 
days  to  two  weeks  they  begin  to  raise  a foul 
smelling  sputum  which  is  negative  for  tubercle 
bacilli.  In  the  early  stage  the  physical  signs 
are  practically  nil.  You  may  get  some  slight 
dullness  with  diminished  breath  sounds  over 
the  part  of  the  lung  that  is  blocked  off.  When 
suppuration  and  softening  take  place  you  get 
more  dullness  and  numerous  medium  moist 
rales  over  the  affected  part.  An  X-ray  casts 
a shadow  of  a consolidated  area  in  the  lung. 
This  should  not  be  mistaken  for  tuberculosis, 
but  it  very  often  is.  Careful  history,  with  the 
location  of  the  lesion  and  a negative  sputum 
should  be  sufficient  to  clear  up  the  diagnosis. 

Pulmonary  infarct  may  be  classed  under  ab- 
scess of  the  lung.  This  is  usually  caused  by  a 
small  quantity  of  septic  material  lodging  in 
a bronchus  or  blood  stream.  It  is  usually  fol- 
lowed by  acute  pain  in  the  chest.  In  about 
twenty-four  hours  there  is  a sudden  rise  of 
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temperature,  severe  paroxysmal  cough  and 
they  usually  raise  pure  red  blood.  There  is 
an  area  of  dullness  over  the  region  of  the  pain, 
with  a greatly  diminished  or  absent  breath 
sounds,  due  to  atelectasis.  If  the  embolus  be 
of  septic  material  a lung  abscess  usually  de- 
velops and  they  will  begin  to  cough  up  foul 
smelling  pus  in  five  to  ten  days.  I have  re- 
cently seen  two  such  cases : one  in  the  lower 
lobe  of  the  right  lung,  following  phlebitis  and 
treated  by  pneumothorax,  the  other  in  the 
upper  lobe  of  right  lung  following  tonsillect- 
omy under  general  anesthesia.  This  went  on 
to  suppuration,  but  healed  spontaneously. 

Bronchiectasis,  or  dilatation  of  one  or  more 
bronchi,  is  a chronic  condition  accompanying 
other  chronic  disea’ses,  as  chronic  bronchitis, 
old  cases  of  tuberculosis  or  syphilis  of  the 
lung.  These  cases  should  not  be  mistaken  for 
active  tuberculosis,  but  they  very  often  are. 
The  patients,  as  a rule,  are  in  fairly  good 
health,  but  they  have  this  chronic  cough  and 
raise  a thick  sputum,  and  of  course  they  are 
worried  about  the  cough.  It  is  a very  difficult 
condition  to  diagnose.  The  cough  is  usually 
of  long  standing,  worse  in  the  winter  months 
and  usually  occurs  in  paroxysms.  They  may 
have  two  or  three  attacks  a day,  as  the  cavity 
fills  with  mucus  and  pus  and  has  to  be  emptied. 
After  the  cavity  is  emptied  there  is  practically 
no  more  cough  until  it  refills.  The  physical 
signs  vary  according  to  whether  the  cavity  is 
emptied  or  filled.  A constant  negative  sputum 
and  the  physical  signs  are  entirely  different 
from  that  of  tuberculosis,  and  all  of  them  usu- 
ally have  club  fingers.  The  X-ray  picture  is 
usually  fairly  characteristic.  These  should  help 
to  rule  out  tuberculosis. 

Primary  cancer  of  pleura  and  lung  is  very 
rare.  Lord  reports  that  of  4,704  cases  autop- 
sied  at  Massachusetts  General  Hospital,  only 
two  cases  of  primary  cancer  of  the  pleura  were 
found.  Of  the  lung  and  bronchi  it  is  a little 
more  frequent,  about  one  in  every  500  sections. 
Another  author  reports  of  a thousand  malig- 
nant tumors,  1.6  were  primary  in  the  lung.  I 
have  seen  three  cases  this  year,  one  primary 
in  the  bronchus,  by  section*  another  clinically 
originated  in  the  mediastanial  gland,  and  the 
other  in  the  pleura.  The  symptoms  in  the 
early  stage  are  a non-productive  cough,  pain 
in  the  chest,  usually  confined  to  the  lower  back, 
and  dypsnoea.  As  the  mass  increases  in  size, 
the  cough  and  pain  grow  worse  and  almost 


continuous,  due  to  pressure  on  the  nerves  and 
bronchi.  There  are  no  characteristic  physical 
signs  in  this  condition,  but  it  will  be  the  same 
as  that  found  over  any  solid  mass  or  tumor  in 
the  lung.  You  get  a dullness  or  a flat  note, 
according  to  the  size,  absence  of  breath  sounds 
over  the  tumor  with  a hyper-resonant  note 
above  the  tumor  with  emphysematous  breath- 
ing. You  usually  do  get  numerous  coarse  rales 
and  squeaks  below  the  mass.  There  is  a great 
collection  of  mucus  and  pus  in  the  bronchi,  due 
to  pressure.  Aspiration  of  the  pleural  cavity 
frequently  yields  a bloody  fluid.  An  X-ray  of 
this  condition  is  fairly  characteristic  and 
should  never  be  neglected. 

Syphilis  of  the  lung,  per  se,  is  exceedingly 
rare.  I have  seen  only  one  or  two  cases.  It 
often  accompanies  other  lung  conditions,  espec- 
ially tuberculosis,  and  is  rather  prevalent  in 
the  nego  race.  Persons  with  a lung  condition 
with  a four  plus  Wassermann,  should  be  given 
anti-syphilitic  treatment  even  though  they 
have  tuberculosis.  The  tuberculous  lesion  will 
not  respond  to  treatment  until  the  syphilis  is 
first  treated.  There  are  no  characteristic 
physical  signs  or  X-ray  findings  in  syphilis 
of  the  lung.  I have  noticed,  however, 
where  there  was  a bunch  of  enlarged  glands 
around  the  hilus,  which  you  get  in  syphi- 
litic conditions,  you  get  a dry  whistling 
rale,  heard  on  inspiration  only.  I con- 
tribute this  to  pressure  of  the  glands  on 
the  bronchus.  The  air  has  difficulty  in  enter- 
ing the  lungs.  Once  there,  it  seems  to  be  ex- 
pired fairly  easily.  This  is  the  exact  opposite 
of  asthma,  though  the  patient  complains  of 
dypsnoea,  which  he  calls  asthma.  When  the 
glands  increase  to  the  extent  that  they  cause 
a collection  of  mucus  and  pus  below  this  area 
in  the  lung,  then  you  would  get  the  coarse  bub- 
bling rales  as  of  chronic  bronchitis,  and  this 
may  cast  a shadow  similar  to  that  of  abscess 
of  the  lung. 

After  all  is  said  and  done,  there  will  be 
times  when  your  history,  physical  examination 
and  laboratory  findings  do  not  agree.  It  is 
then  you  will  have  to  bring  into  play  your 
clinical  acumen  and  decide  whether  this  case 
or  that  case  is  tuberculous.  Often  one  will 
find  that  his  first  impression  is  the  safest  one. 

In  conclusion,  may  I emphasize  just  a few 
points.  First:  In  the  early  case  of  tuber- 
culosis, the  outstanding  symptoms  are  general 
weakness  or  asthenia,  a dry,  hacking  cough, 
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worse  in  the  morning,  rapid  pulse,  loss  of 
weight,  afternoon  temperature,  with  a low 
blood  pressure.  I have  never  seen  a hyperten- 
sion in  an  active  case  of  tuberculosis.  The 
physical  signs  in  this  condition  are  very  few 
and  are  usually  located  at  an  apex.  Second:  in 
the  non-tuberculous  pulmonary  infections  the 
patient  looks  to  be  in  fairly  good  health,  with 
a rather  distressing  or  annoying  productive 
cough,  very  little  if  any  loss  of  weight.  Pulse 
and  temperature  usually  about  normal,  with  a 
normal  blood  pressure.  The  physical  signs  are 
out  of  all  proportion  to  the  symptoms,  and  are 
usually  located  in  the  lower  lobes  of  the  lung. 
Third : A focus  of  infection  in  the  accessory 
sinuses  or  mouth  may  produce  a secondary  in- 
fection of  the  lung  just  as  much  so  as  in  a joint 
or  any  other  organ  of  the  body. 

I wish  to  extend  thanks  to  Dr.  J.  B.  Nich- 
olls,  of  Catawba  Sanatorium;  Dr.  E.  E.  Wat- 
son, of  Mt.  Regis  Sanatorium;  Drs.  W.  E. 
Brown  and  J.  B.  Stafford,  of  Blue  Ridge  Sana- 
torium, for  sending  me  the  above  statistics. 
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SOME  OCULAR  FINDINGS  OF  IMPORT- 
ANCE TO  GENERAL  PHYSICIANS 
AND  SURGEONS.* 

By  L.  O.  MAULDIN,  M.  D.,  Greenville,  S.  C. 

Of  course,  practically  everything  connected 
with  the  eye  is  of  interest  to  all  physicians,  but 
there  are  a few  things  I wish  to  bring  to  your 
attention  this  evening  which  have  occurred 
from  time  to  time  in  the  scope  of  my  work  and 
which  I believe  have  been  of  great  interest  and 
importance  to  the  general  men  who  have  been 
connected  with  the  particular  cases  under  ob- 
servation. 

I do  not  wish  to  confine  my  observations  on 
any  case  to  the  narrow  limitations  of  vision 
that  an  expert  might  see  through  the  mere  hole 
of  the  reflecting  mirror  of  his  ophthalmo- 
scope; for  this,  while  important,  is  not  the  only 
thing  connected  with  the  study  of  the  eye  that 

*Read  before  the  Greenville  County  Medical  Society,  at  Green- 
ville, S.  C.,  July,  1925. 


enables  one  to  do  his  full  duty  as  an  oculist 
and  that  broadens  his  field  of  usefulness  in 
his  chosen  line  of  work. 

In  dealing  with  cases  in  this  paper,  I do  not 
wish  to  speak  of  them  specifically,  but  wish  to 
speak  of  them  in  a general  way,  pointing  to 
the  salient  facts  standing  out  conspicuously 
in  memory’s  vision  as  those  that  would  natu- 
rally be  of  most  importance  to  any  physician 
who  might  have  the  particular  case  under  ob- 
servation. 

The  findings  that  come  under  the  range  of 
the  heading  of  this  paper  are  due  to  malig- 
nancies, septic  processes,  arterio-sclerotie 
changes,  toxic  absorption  and  injuries. 

Malignancies 

About  fifteen  years  ago  a physician  of  a 
nearby  town  brought  his  twelve  year  old  son 
to  me,  referred  by  another  oculist  of  this  city, 
for  examination  and  diagnosis  of  a peculiar 
condition  in  the  left  eye.  The  pupil  was  di- 
lated and  re-acted  slightly  to  light : there  was 
also  slight,  dull  pain  with  increased  tension  and 
loss  of  vision  of  the  affected  eye.  On  ophthal- 
moscopic examination,  we  found  on  the  tem- 
poral half  of  the  fundus  about  midway  between 
the  periphery  and  the  optic  disc  a distinct  pro- 
trusion, apparently  from  the  choroidal  mem- 
brane, pushing  the  retina  down  into  the  vitre- 
ous. We  watched  this  protrusion  for  several 
days  and  upon  the  history  of  the  rapid  growth 
and  its  appearance — especially  the  general 
malignant  picture  under  the  ophthalmoscope 
— we  diagnosed  “sarcoma  of  the  choroid”  and 
advised  immediate  enucleation  of  the  eye. 
Further  consultation  was  sought  in  the  city 
of  Atlanta  by  the  child’s  father  and  the  same 
advice  was  obtained.  We  enucleated  the  eye 
and  clipped  the  optic  nerve  far  back.  A mi- 
croscopic examination  was  made  and  the 
growth  was  found  to  be  a sarcoma  which  origi- 
nated in  the  choroid  as  a base.  The  patient 
healed  normally  and  got  well  without  any 
metastatic  occurrences. 

A few  years  after  that  another  boy  was 
brought  to  me  about  a hardened  growth  in  the 
upper  lid  of  his  right  eye  which  started  about 
a year  before  when  a calf  with  which  he  was 
playing  threw  up  his  head  and  caught  the  boy 
with  its  horn  under  the  upper  lid  and  upper 
part  of  the  orbit,  severely  bruising  the  same 
without  materially  affecting  the  eye  at  the 
time.  When  brought  to  me  the  child  was  five 
years  old  and  this  was  about  a year  after  the 
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accident.  At  this  time  there  was  nothing  to 
be  seen  but  this  hardened  tumor-like  mass  be- 
neath the  upper  lid.  It  extended  back  into  the 
orbit  above  the  eye  and  apparently  involved 
the  tunic,  seemingly  being  a thing  apart  from 
the  lid  or  eyeball  itself.  The  vision  of  both 
eyes  was  normal  and  there  were  no  changes 
observable  in  the  fundus  of  either  eye. 

As  the  tumor  was  growing  of  late,  I was 
consulted.  I decided  to  give  the  child  an  an- 
esthetic and  remove  the  tumor.  I succeeded 
in  removing  a portion  of  the  tumor  but  found 
that  it  went  so  far  back  into  the  cavity  of  the 
orbit  it  could  not  be  completely  removed  with- 
out injury  to  the  eye,  so  decided  to  send  the 
portion  removed  to  Hopkins  for  microscopic 
examination.  The  report  came  back,  “mixed 
cell  sarcoma”.  I advised,  therefore,  complete 
exenteration  of  the  orbit.  This  I did,  and  the 
little  fellow’s  orbit  healed  beautifully.  This 
Avas  at  a time  before  X-ray  or  radium  were 
available  for  treatment  purposes  in  this  part 
of  the  country,  so  I was  unable  to  follow  up 
my  surgery  with  these  Araluable  aids.  The 
child  went  back  to  his  home  in  the  mountains 
and  I never  saw  him  any  more,  but  was  told 
that  a feAv  months  afterwards  a growth  be- 
gan to  appear  in  the  orbital  caAfity  and  that 
the  child  lingered  along  with  this  growth 
gradually  enlarging  until  it  eventually  became 
a tumefied  mass  almost  as  large  as  the  child’s 
own  head  and  literally  sweated  blood.  The 
child  died  in  six  months  from  the  time  of 
operation.  This  case  is  one  of  the  nightmares 
of  my  oculistic  career,  and  I verily  belie\7e  that 
under  present  day  methods  of  treatment,  es- 
pecially with  the  follow-up  of  X-ray  or  radium 
treatments,  the  tumor  might  have  been  com- 
pletely destroyed  or  at  least  coidd  have  been 
rendered  less  painful  and  perhaps  life  coidd 
have  been  prolonged  with  more  comfort. 

Another  case  that  occurred  the  following 
year  was  that  of  a three  year  old  girl  who  was 
brought  to  me  with  distinct  evidence  of  an 
orbital  tumor  pushing  the  left  eye  forward  and 
downward.  On  account  of  stretching  of  the 
optic  nerve,  it  showed  signs  of  inflammation 
in  the  disc — observable  on  ophthalmoscopy. 
No  other  intra-ocular  changes  were  observable. 
The  eye  was  blind  at  the  time  of  examination. 
With  the  case  of  the  boy  just  mentioned  still 
lingering  in  my  memory,  I sought  consulta- 
tion, and  exenteration  of  the  orbital  contents 
Avas  decided  upon  as  the  only  hope  of  sa\dng 
the  child’s  life.  I did  a thorough  exenteration. 


The  child’s  orbit  apparently  healed  in  about 
three  weeks,  but  a tumor  soon  started  in  this 
orbital  cavity  and  in  three  months’  time  a 
tumor,  SAveating  blood,  Avas  growing  out  on 
the  side  from  the  orbit  as  large  as  a big  grape- 
fruit. This  case  Avas  another  nightmare.  The 
tumor  was  also  diagnosed  at  Hopkins  as  a 
mixed  cell  sarcoma.  No  follow-up  treatment 
in  this  case  Avas  to  be  had  to  destroy  the 
growth. 

I do  not  regard  it  as  being  true  to  science 
to  be  always  reporting  our  successful  cases  and 
leaving  off  those  Avith  which  we  are  unsuccess- 
ful; therefore,  I have  endeaArored  to  give  you 
a knoAvledge  of  these  tivo  very  unsuccessful 
cases  Avith  the  hope  that  I may  be  able  to  de- 
duce from  them  a few  emphatic  facts  worthy 
of  your  consideration. 

I wish  to  say  that  I haA^e  on  record  other 
cases  of  malignancy  where  the  tumor  has  been 
confined  to  membranes  of  the  eyeball,  such  as 
the  iris  or  choroid,  and  enucleation  of  the  eye 
having  been  done  promptly,  the  patients  g'ot 
well  and  staid  so. 

My  observation  of  the  foregoing  cases  is 
that  Avhere  malignancy  is  confined  to  the  eye- 
ball itself,  without  the  extraneous  tissue  out- 
side of  the  orbit  being  immh'ed,  early  enuclea- 
tion cures  the  patient. 

That  is  Fact  No.  1;  and  Fact  No.  2 is  that, 
if  the  orbital  structure  outside  of  the  eyeball 
is  involved  with  malignant  groAvth,  the  growth 
has  usually  definitely  become  too  far  advanced 
before  a diagnosis  of  malignancy  is  made  to 
warrant  one  in  taking  steps  to  establish  a 
permanent  cure.  The  lymphatics  are  usually 
inArolved  before  a diagnosis  of  malignancy  is 
made,  and  this  shoAvs  that  metastasis  has  be- 
come pretty  deep.  Fact  No.  3,  which  is  im- 
portant, is  that  all  operations  about  the  orbit 
for  malignancy  should  be  followed  up  by 
radium  or  X-ray  treatments  in  the  hands  of 
a man  competent  to  give  them.  Fact  No.  4 is 
that,  after  operation  for  malignancy,  we  must 
not  let  apparently  healthy  healing  of  the  site 
of  operation  lull  us  into  a false  sense  of  se- 
curity about  the  ultimate  outcome  of  the  case. 

Septic  Processes 

Seventeen  years  ago  when  I was  taking  post- 
graduate work  in  some  of  the  London  Hospitals 
and  a few  years  later  in  the  New  York  Hos- 
pitals. little  was  said  about  septic  processes  as 
a factor  in  the  cause  of  many  ocular  diseases. 
In  the  past  ten  years  eA^en.  many  things  have 
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been  developed  as  scientific  facts  about  sepsis 
and  we  have  had  to  learn  some  tilings  over. 
We  have  learned  a great  deal  about  septic  foci 
of  infection,  and  it  is  a generally  conceded  fact 
that  we  have  had  to  learn  over  the  tonsil 
operation.  In  like  manner,  we  have  had  to 
learn  over  some  of  our  “look-wise”  and  “talk- 
wise”  knowledge  about  auto-intoxication.  We 
have  had  to  learn  something  new  about  focal 
infection  and,  in  like  manner  “get  wise”  on 
acidosis. 

The  trend  of  medical  thought  is  constantly 
changing.  This,  no  doubt,  is  a healthy  sign, 
especially  when  it  is  always  changing  with  an 
advancing  stride. 

Fifteen  years  ago  iritis  was  said  to  be  of 
rheumatic,  syphilitic,  or  traumatic  origin,  and 
some  of  the  smartest  men  and  greatest  teach- 
ers on  the  eye  in  London  went  so  far  as  to  ad- 
vance the  idea  that  all  iritis  had  a back- 
ground of  gonorrheal  rheumatism.  Today 
nearly  every  oculist  living  who  was  practicing 
at  that  time  can  tell  you  emphatically  that  he 
has  treated  hundreds  of  cases  of  iritis  and  uvei- 
tis that  was  due  to  sepsis  in  the  gums,  alveo- 
lar processes,  tonsils,  sinuses,  gall-bladder, 
prostate,  seminal  vesicles,  etc.  Some  of  our 
cases  of  optic  neuritis  also  come  from  septic 
processes.  Some  of  the  cases  of  phlyctenular 
keratitis  and  conjunctivitis  in  poorly  nourished 
children  are  directly  traceable  to  septic  pro- 
cesses of  the  gums  or  lymphoid  tissue  of  the 
throat.  Some  cases  of  glaucoma  in  the  aged 
are  directly  due  to  septic  gums  and  decayed 
teeth. 

The  time  has  come  when  the  medical  profes- 
sion has  learned  a few  things  well  and  one  of 
these  things  is  that  rheumatism  is  caused  by 
septic  processes  and  that  many  allied  eye  dis- 
eases of  rheumatic  origin  may  be  completely 
cured  by  well  directed  treatment  in  conjunc- 
tion with  the  cleaning  up  of  the  septic  foci  of 
infection. 

Last  month  I treated  a man  forty  years  old 
who  came  to  me  with  a history  of  rheumatism 
dating  back  some  six  months  and  without 
previous  attacks.  He  was  still  limping  at  the 
time  of  consultation.  He  came  to  consult  me 
about  his  eye.  The  eye  showed  intense  red- 
ness over  the  ball,  deep  ciliary  injection  at  the 
cornea,  pupil  contracted,  tension  normal,  great 
lachrymation.  intense  photophobia  and.  in  fact, 
practically  all  the  classical  symptoms  of  iritis. 
Dilatation  of  the  pupil  was  difficult  and,  wheh 
done,  showed  areas  on  the  anterior  capsule  of 


the  crj’stalline  lens  where  the  iris  had  been 
adhered.  The  adhesions  wex-e  broken  with  diffi- 
culty  as  the  atropine  instilled  acted  on  the 
fibres  of  the  iris. 

The  underlying  facts  in  this  case  were  that 
this  patient  had  quite  a number  of  decayed 
teeth  at  the  time  of  first  examination,  around 
which  the  gums  were  spongy  and  an  exudate 
of  pus  could  be  seen  coming  from  the  margins 
and  from  some  a distinct  exudate  could  be 
squeezed.  I insisted  on  certain  teeth  being  ex- 
tracted and  on  the  gums  being  cleaned  thor- 
oughly. When  this  was  done,  the  patient  be- 
gan to  get  better  of  both  the  rheumatism  and 
the  iritis.  Of  course,  I treated  the  iritis  coin- 
cidentlv  with  renovation  of  the  gums,  but  the 
patient  would  not  have  been  definitely  cured 
had  he  not  had  his  gums  attended  to.  I can 
cite  cases  of  this  character  that  occur  very  fre- 
quently, but  this,  in  particular,  illustrates  and 
is  sufficient  for  the  purpose. 

In  the  fall  of  1921  a man,  aged  seventy- 
three,  came  to  me  with  one  eye  almost  blind 
and  with  the  other  getting  nearly  as  bad.  Ex- 
amination showed  increased  tension  in  both, 
more  marked  in  the  left  or  worst  eye.  There 
was  a glaucomatous  cupping  of  the  left  eye 
disc  and  a slight  cupping  of  the  right  disc. 
The  cupping  in  the  left  disc  from  prolonged 
pressure  had  this  part  of  the  optic  nerve  al- 
most atrophic  and  pale  as  it  could  be.  Pa- 
tients blood  pressure  was  140  systolic  and  80 
diastolic.  Wassermann  was  negative.  His 
throat  was  clear  of  disease  but  he  had  about 
a dozen  bad  teeth  in  his  mouth,  some  of  which 
were  loose  and  almost  ready  to  drop  out,  and 
an  exudate  of  pus-like  material  oozing  from 
around  all  the  teeth,  especially  the  loose  ones. 
I prescribed  muriate  of  pilocarpine  for  eye 
drops  and  directed  a cleaning  up  of  the  gums 
and  teeth  before  doing  an  iridectomy.  The  pa- 
tient went  to  the  hospital  and  had  all  his  teeth 
extracted,  the  gums  curetted  where  necessary, 
and  used  the  pilocarpine  drops.  In  two  weeks 
he  noted  a decided  improvement  in  his  best 
eye  and  all  the  inflammatory  symptoms  had 
cleared  in  both  and  the  tension  was  decidedly 
lower.  He  was  soon  able  to  see  well  with  his 
right  eye  and  the  left  had  improved  to  such 
an  extent  as  an  impaired  optic  nerve  would 
allow  it.  No  operation  (iridectomy  or  tre- 
phine) seemed  to  be  necessary,  and  the  patient 
was  still  improving  when  I had  a chance  to  see 
him  recently.  Vision  in  right  eye  is  practical- 
ly normal  and  tension  in  both  is  normal.  Thus,. 
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by  virtue  of  relieving  the  focal  infection,  the 
patient  has  been  cured  of  a severe  and  blind- 
ing disease. 

I have  on  record  a number  of  cases  of  phlyc- 
tenular keratitis  and  conjunctivitis  in  children 
whose  tonsils  and  adenoids  have  been  removed 
as  septic  processes,  and  the  eye  diseases  have 
cleared  up  and  remained  cured. 

Under  this  heading  many  other  cases  should 
be  placed,  including  gonorrheal  conjunctivitis, 
but  there  is  nothing  out  of  the  usual  trend  in 
these  cases  as  to  treatment  and  results.  Be- 
fore hastening  on  to  the  next  subject,  I must 
stress  the  importance  of  prophylaxis  in  the 
new  born. 

Arteeio-Sclerotic  Changes 

The  eye  is  frequently  the  first  organ  of 
the  body  to  show  beginning  arterio-sclerotic 
changes  in  the  general  system.  The  blurring 
of  vision,  usually  bilateral,  the  tortuous  arter- 
ies of  the  retina,  the  flamed-shaped  hemor- 
rhages along  these  arteries,  the  stellate  macula, 
and  the  choked  disc,  tell  in  no  uncertain  lan- 
guage that  serious  kidney  disease  is  present  and 
that  arterio-sceloris  is  far  advanced.  The 
boggy  retina  at  periphery,  with  hemorrhages 
not  alono-  the  arteries,  but  between  the  vessels, 
with  muddy  vitreous,  is  very  suggestive  of  dia- 
betic retinitis  and  indicates  a diabetes  of  long- 
standing. The  optic  neuritis  and  low  grade 
retinitis  is  very  suggestive  of  syphilis  or  a 
syphilitic  toxemia. 

Many  are  the  cases  in  which  the  ocular  find- 
ings have  absolutely  diagnosed  Bright’s  dis- 
ease; cardio-renal  disease  with  high  blood  pres- 
sure, diabetes,  syphilis,  etc.,  have  added  some 
very  important  links  to  the  chain  of  symp- 
toms that  were  necessary  for  a diagnosis  to 
be  made. 

Toxic  Absorption 

Whatever  may  be  the  cause  of  encephalitis 
lethargica  (sleeping  sickness)  I would  like  to 
speak  of  two  cases  of  this  disease  in  connection 
with  my  eye  work,  under  the  head  of  toxic 
absorption. 

A young  business  man  whom  I had  previ- 
ously treated  and  fitted  to  glasses  came  to  me 
one  day  last  year  complaining  of  double  vi- 
sion. As  I had  seen  the  patient  and  examined 
his  eyes  before  and  corrected  a small  refrac- 
tive error  (hypermetropia)  about  a year  previ- 
ously and  was  certain  at  that  time  there  was 
no  muscular  ambulance,  I immediately  became 


suspicious  of  a central  nervous  lesion.  I 
found  no  disturbance  in  the  eye  grounds  at 
the  time  of  this  examination,  but  advised  him 
to  give  his  eyes  rest  for  twenty-four  hours 
(for  he  had  been  working  them  hard)  and  to 
return  for  further  examination.  He  returned 
the  next  day  and  seemed  greatly  concerned 
about  his  eyes  but  little  concerned  about  him- 
self. While  testing  his  eyes  for  his  diplopia 
it  was  necessary  to  ask  him  a few  questions, 
when  he  would  look  as  though  dreaming  and 
answer  a moment  later.  This  showed  me  dis- 
tinctly that  his  case  should  be  studied  from 
many  angles  and  not  altogether  from  the  stand- 
point of  his  eyes.  He  went  to  an  internist  and 
from  there  to  Baltimore  for  treatment  for 
sleeping  sickness.  I believe  that  the  first 
symptom  in  this  case  of  encephalitis  lethargica 
was  the  bilateral  diplopia. 

I have  on  record  another  case  of  encephali- 
tis lethargica  in  a young  married  woman  in 
whom  the  disease  first  manifested  itself  by  a 
diplopia.  The  disease  is  four  years  past.  The 
patient  always  had  a high  degree  of  hyperme- 
tropia with  high  astigmatism,  but  there  were 
no  ocular  changes  suggestive  of  a brain  lesion. 

It  is  interesting  to  note  that  these  two  cases 
started  with  a diplopia. 

Intestinal  toxaemia  is  responsible  for  many 
of  the  vitreous  opacities  called  by  the  physi- 
cian “muscae  volitantes”  and  called  by  the  pa- 
tient “liver  spots.”  It  is  not  wise  to  consider 
these  spots  lightly,  for  frequently  there  is  a 
background  of  syphilis  from  which  they  may 
arise. 

Injuries 

Fracture  at  the  base  of  the  brain  is  fre- 
quently manifested  by  a subconjunctival 
hemorrhage,  optic  nerve  irritation  or  choked 
disc,  irregularity  of  the  pupils,  and  sometimes 
nystagmus.  Experience  has  clearly  demon- 
strated to  me  that  it  is  worth  while,  yea,  im- 
portant, to  look  for  these  things  in  all  cases  of 
injury  about  the  head. 


The  South  Carolina  State  Medical  Associa- 
tion, 

At  its  meeting  held  recently,  elected  Dr.  D. 
Lesesne  Smith,  of  Spartanburg,  president, 
and  decided  to  hold  the  next  annual  meeting 
in  Columbia  in  April,  1928.  Dr.  E.  A.  Hines, 
of  Seneca,  was  re-elected  secretary-treasurer 
for  his  eighteenth  consecutive  term. 
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Bibliotheca  Obstetrica 

Jacques  Guillemeau. 

Guillemeau,  Jacques,  [1550-1612]  De  la 
grossesse  et  accouchement  des  femmes.  Du 
gouvernment  d'icelles  et  moyen  de  survenir 
aux  accidents  qui  leur  arrivent,  Ensemble  de 
la  nourriture  des  enfens.  Reveu  et  augmente 
de  figures  en  taille  douce,  et  de  plusieurs  mala- 
dies secrettes.  Avec  un  traitte  de  l’impuissance 
par  Charles  Guillemeau,  9 p.  1,  1049  pp.,  30  1. 
12°  Paris , A Pacard , 1620. 

Jacques  Guillemeau  was  a pupil  of  Riolan,1 
Courtin2 *  and  Ambroise  Pare.  He  was  especi- 
ally attached  to  Pare,  and  for  many  years 
lived  in  Pare’s  house  and,  like  Pare,  became 
an  Army  Surgeon  and,  later,  “premier  Chirur- 
gien  du  Roy.”  Unlike  Pare,  however,  he  had 
a good  classical  education  and  was  familiar 
with  the  works  of  Hippocrates,  Celsus  and 
Galen.  Guillemeau’s  first  publication  was  a 
translation  into  Latin  of  Pare’s  Treatise  on 
Surgery  (Paris,  1582). 

His  “Traite  des  Maladies  de  l’oeil”  was 
translated  into  English,  German  and  Dutch. 
The  Army  Medical  Library  catalogues  the 
following  editions  of  this  work : Paris,  1585 : 
Dordrecht,  1597;  London.  1662:  Amsterdam. 
1678;  Dresden,  1706;  Dresden,  1710.  In  ob- 
stetrics Guillemeau  followed  his  master’s 
teaching,  developing  the  operation  of  version 
and  accouchement  force,  and,  in  1599.  by  a 
strange  coincidence  was  able  by  this  opera- 
tion to  save  the  life  of  Pare’s  daughter  when 
she  was  taken  with  a severe  ante-partum 
hemorrhage.  Our  interest  in  Guillemeau’s 
writings  is  that  he  definitely  fixes  on  Pare  the 
credit  of  accouchement  force  which  otherwise 
would  have  gone  to  Louise  Bourgeois  who.  in 
her  book  published  in  1609,  claims  to  have 
originated  this  operation.  She  says,  however, 
that  she  did  not  use  the  operation  prior  to 
1602.  Guillemeau.  on  the  other  hand,  says  that 
he  had  seen  Pare  and  Hubert  induce  labor  in 
these  cases  as  early  as  1584.  Pare  makes  no 
mention  of  the  operation  and  this  seems 
strange  to  us  nowadays  who  are  so  eager  to 
rush  into  print  with  anything  that  has  the 
least  tinge  of  novelty.  The  style  of  medical 
literature  in  the  16th  and  17th  centuries  was 
entirely  different,  running  rather  to  contro- 

1. Riolan  was  professor  of  anatomy,  but  is  chiefly  remembered 
because  he  ridiculed  the  election  of  Pare  to  the  College  of  Master 
Surgeons,  and  opposed  Harvey’s  new  idea  concerning  the  circu- 
lation of  the  blood. 

2.  Germain  Courtin  lectured  on  surgery  in  the  Faculty  of 

Medicine  of  Paris. 


versies  and  the  reciting  of  cures,  but  with 
precious  little  details  as  to  procedures.  Pare, 
for  instance,  talks  of  deliverinjr  live  infants 
by  version,  something  entirely  new  in  the 
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world,  as  he  had  seen  his  brother  barber  sur- 
geons, Thierry  de  Hery  and  Nicole  Lambert, 
do.  And  Guillemeau  tells  of  delivering  pla- 
centa previa  cases  by  manual  dilatation  of  the 
cervix  and  version  as  was  taught  him  by  Pare. 
The  reader  is  left  to  judge  of  the  technic  sole- 
ly by  the  results  reported. 

Charles  Guillemeau.  the  co-author,  was  a son 
of  Jacques.  He  was  born  in  Paris  in  1588  and 
died  in  1656.  He  was  at  one  time  'premier 
chirurgien  du  roi , but  later  gave  up  surgery  to 
become  a doctor  in  medicine.  He  is  com- 
mended bv  Guy  Patin  for  his  stand  against 
the  Arabian  pharmacy.  Patin  seems  to  have 
been  very  fond  of  him  and  dedicated  to  him  a 
collection  of  discourses  that  he  edited.  Yet  he 
quotes  the  King  to  the  effect  that  Guillemeau 
was  a wily  courtier,  who  greatly  desired  to 
make  a fortune. 

w.  p.  r. 


Correspondence 


Dental  Program  “Put  Over”  for  School  Chil- 
dren. 


Athens , Ga. 

May  16,  1927. 

To  the  Editor: 

No  doubt,  you  will  be  interested  in  know- 
ing that  we  can  boast  of  having  the  first  city 
in  the  world,  that  has  had  a 100  per  cent 
dental  correction  program  completed  among 
the  white  public  schools.  A week  ago  the 
last  of  the  Athens  schools  went  “over  the  top”. 
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At  the  beginning  of  the  year  the  Dentists, 
the  Department  of  Education,  and  the  De- 
partment of  Health  held  a conference  to  dis- 
cuss this  plan  in  general.  The  School  Board 
voted  a holiday  to  the  school  that  secured 
100  per  cent  correction. 

A card  statins  that  the  child  needed  no 
dental  work  or  that  all  necessary  dental  work 
had  been  done,  was  printed  and  given  to  each 
pupil  for  the  signature  of  his  dentist. 

Talks  were  made  and  literature  distributed 
by  the  health  workers  in  the  schools,  clubs 
and  churches.  Each  teacher  wrote  on  the 
board  the  name  of  each  child  as  he  brought 
back  his  dental  certificate.  When  90  per  cent 
of  the  children  in  a school  were  on  the  cor- 
rected list  and  a holiday  was  so  nearly  in 
sight  the  other  10  per  cent  had  to  fall  in  line 
for  self  protection.  The  dentists,  of  course, 
did  much  charity  work  or  work  below  their 
regular  prices. 

In  any  place  where  the  Dentists,  the  De- 
partment of  Education,  and  the  Department 
of  Health  unite,  this  campaign  can  be  easily 
put  across,  and  we  hope  some  Virginia  city 
will  put  this  program  across  next  year. 

B.  B.  Bagby,  M.  D., 

Health  Com rnissio nee. 

Woman’s  Auxiliary, Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 

Report  of  Washington  Meeting. 

The  Woman’s  Auxiliary  wals  grehtly  en- 
couraged at  the  meeting  of  the  American 
Medical  Association  in  Washington,  on  May 
16th  to  20th.  Not  only  has  the  Auxiliary  won 
the  approval  of  the  House  of  Delegates  of  the 
A.  M.  A.,  but  there  came  complimentary  re- 
marks voluntarily  from  them  on  various  oc- 
casions. At  one  meeting  of  the  delegates,  the 
speaker  said  “The  Woman’s  Auxiliary  has 
rendered  valuable  service  to  the  A.  M.  A.  in 
bringing  the  medical  profession  together  and 
causing  them  to  organize  medical  societies 
throughout  the  United  States.” 
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The  editor  of  Hygeia  was  most  grateful 
and  complimentary  to  the  Auxiliary  for  its 
work  in  the  circulation  of  the  A.  M.  A.’s 
health  magazines,  hygeia  and  Ilappy  Land. 

Mrs.  John  Oliver  McReynolds,  of  Dallas, 
Texas,  president  of  the  W oman’s  Auxiliary 
and  her  official  family  were  invited  to  appear 
before  the  A.  M.  A.  House  of  Delegates  and 
were  received  with  a great  deal  of  enthusiasm. 
There  was  much  applause  when  Mrs.  McRey- 
nolds explained  the  aims  and  policies  of  the 
Auxiliary,  pledging  the  woman’s  motto, 
Service. 

The  Auxiliary  president  was  also  invited 
to  receive  with  the  presidents  and  their  wives 
at  all  functions  and  receptions. 

For  the  first  time,  the  Auxiliary  felt  it  “had 
arrived”.  At  this  meeting,  it  realized  what 
a huge  organization  had  grown  from  that 
small  group  of  women  of  four  years  ago.  The 
attendance  was  enormous  and  enthusiasm 
very  great. 

Report  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  Virginia  to  the 
A.  M.  A.  Auxiliary  in  Washinton 
May  18. 

The  Virginia  Auxiliary  was  organized  in 
October,  1923,  with  an  enrollment  of  only  25 
members.  December,  1926.  shows  a member- 
ship of  350  with  eight  auxiliaries  and  twelve 
counties  represented. 

There  is  a hearty  co-ooperation  with  the 
Public  Health  officials.  Parent  Teachers’  As- 
sociations, and  Woman’s  Clubs. 

“ Hygeia1 ’ subscriptions  have  been  doubled. 

Interest  has  spread  over  the  entire  State, 
principally  through  the  co-operation  of  the 
Virginia  Medical  Monthly  whose  editor  has 
given  the  Woman’s  Auxiliary  a column  and 
each  month  during  the  year  there  has  been 
published  an  interesting  article  for  the  doc- 
tors’ wives. 

The  Chairman  of  Medical  Legislation  for 
Virginia  has  asked  the  Auxiliary  to  co-oper- 
ate with  the  proposed  District  Professional 
Relations  Committee  for  the  purpose  of  edu- 
cating the  public  and  the  law  makers  to  se- 
cure constructive  legislation  regarding  sup- 
port of  the  Medical  Practice  Act. 

This  Woman’s  Legislative  Committee  did 
spendid  work  in  helping  to  defeat  the  Chiro- 
practic Bill,  which  was  presented  twice  last 
year. 

The  outlook  for  the  future  in  Virginia  is 
very  good. 
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Following  the  Washington  meeting,  Mrs. 
McReynolds,  National  president  of  the  Auxi- 
liary, and  Mrs.  Southgate  Leigh,  State  presi- 
dent, stopped  in  Richmond,  and  were  enter- 
tained by  members  of  the  local  auxiliary. 
The  following  Monday  evening,  the  Norfolk 
Auxiliary  entertained  Dr.  and  Mrs.  McRey- 
nolds, the  Norfolk  County  Society  having 
given  this  evening's  program  over  entirely  to 
the  Auxiliary.  Both  occasions  were  most  en- 
joyable for  those  attending. 


The  Truth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  let- 
ter of  March  28th,  the  following  have  been  ac- 
cepted: 

Abbott  Laboratories 

Tablets  Triturates  Ephedrine  Hydrochloride — 
Abbott,  % grain. 

Capsules  Ephedrine  Hydrochloride — Abbott,  % 
grain. 

Ephedrine  Hydrochloride  Solution — Abbott,  3 
per  cent. 

Parke,  Davis  & Co. 

Glaseptic  Ampoules  Mercury  Salicylate — P.  D. 

& Co.,  0.065  Gm.  (1  grain). 

Glaseptic  Ampoules  Mercury  Salicylate — P.  D. 

& Co.,  0.13  Gm.  (2  grains) 

Glaseptic  Ampoules  Mercury  Succinimide — P. 
D.  & Co.,  0.01  Gm.  (1/)  grain). 

Sigurd  E.  Roll 

Viking  Palatable  Cod  Liver  Oil. 

Swan-Myers  Co. 

Ephedrine  Hydrochloride — Swan-Myers 

Capsules  Ephedrine  Hydrochloride  — Swan- 
Myers,  0.0324  Gm.  (y2  grain). 

United  States  Standard  Product  Co. 

Rabies  Vaccine — U.  S.  S.  P.  (Semple  Method). 


NEW  AND  NON-OFFICIAL  REMEDIES 

Culture  Bacillus  Acidophilus — United  Laborato- 
ries.— A pure  culture  of  B.  acidophilus  in  bottles, 
each  containing  about  120  cc.  It  contains  not  less 
than  six  hundred  millions  of  viable  organisms  ( B . 
acidophilus)  per  cc.  at  the  time  of  sale.  For  a dis- 
cussion of  the  action  and  uses  of  bacillus  acido- 
philus preparations,  see  New  and  Non-official  Reme- 
dies, 1926,  p.  211,  “Lactic  Acid-Producing  Organisms 
and  Preparations”.  United  Laboratories,  Inc.,  Pasa- 
dena, Calif.  (Jour.  A.  M.  A.,  April  9,  1927,  p.  1150). 

Abbott’s  Mineral  Oil  Emulsion. — A mixture  com- 
posed of  liquid  petrolatum,  40  cc.;  agar,  tragacanth 
and  gelatin,  2 Gm.;  sugar  and  flavoring,  2 Gm.,  and 
water  sufficient  to  make  100  cc.  It  has  the  action 
of  liquid  petrolatum.  Abbott  Laboratories,  North 
Chicago,  111. 

Ephedrine  Hydrochloride — Swan-Myers. — A brand 
of  ephedrine  Hydrochloride — N.  N.  R.  For  a dis- 
cussion of  the  actions,  uses  and  dosage  of  ephedrine 
hydrochloride,  see  The  Journal,  A.  M.  A.,  March 
19,  1927,  p.  925.  The  product  is  marketed  in  sub- 
stance and  as  Capsules  Ephedrine  Hydrochloride — 
Swan-Myers,  0.0324  Gm.  (y2  grain).  Swan-Myers 
Company,  Indianapolis. 


[June, 

Book  Announcements 


A Text-Book  of  Medicine.  By  130  American  Authors. 
Edited  by  RUSSELL  L.  CECIL,  M.  D.,  Assistant 
Professor  of  Clinical  Medicine,  Cornell  University, 
Medical  School,  New  York.  Octavo  of  1,500  pages, 
illustrated.  Philadelphia  and  London:  W.  B. 
Saunders  Company,  1927.  Cloth,  $9.00  net. 

The  rapid  growth  of  medical  science  dur- 
ing the  past  few  years  has  made  it  almost 
impossible  for  a single  individual  to  master 
the  entire  field.  In  internal  medicine,  as  in 
other  branches  of  human  knowledge  the  age 
of  specialism  has  arrived,  and  some  of  our 
ablest  practitioners  devote  themselves  in  a 
great  measure  to  one  disease.  In  order  that 
physicians  and  students  of  medicine  might 
hat-e  been  the  benefit  of  an  authoritative  and 
up-to-date  treatise  on  every  medical  subject, 
Dr.  Russell  L.  Cecil  has  prepared  his  new 
text-book  by  bringing  together  in  one  volume 
the  best  thought  of  130  of  the  leading  teacher- 
internists  of  the  country. 

Some  of  the  outstanding  contributions  are : 
Tuberculosis  by  Dr.  Allen  Krouse,  Johns  Hop- 
kins, on  the  purely  scienitfic  side,  while 
Brown  and  Packard,  of  Saranac,  Soper,  of 
Yale  and  Webb,  of  Colorado  Springs  write 
on  the  more  practical  phases  of  the  “great 
white  plague” — in  a total  of  78  pages.  Dr. 
Cecil’s  monograph  on  pneumonia  is  a com- 
plete summary-record  of  his  extensive  study 
and  treatment  of  this  important  disease,  in 
28  pages.  Lewellys  F.  Barker,  encaplitis 
lethargica;  C.  C.  Bass,  malaria;  Henry  Chris- 
tian, nephritis — with  such  other  names  as 
Wm.  Engelbach,  Nellis  B.  Foster,  Alexander 
Lambert,  Dean  Lewis,  W.  T.  Longbope. 
George  R.  Minot,  H.  Noguchi,  Martin  E. 
Rehfuss,  Milton  J.  Rosenau,  Fritz  Talbot  and 
Douglas  VanderHoof — is  sufficient  assurance 
of  the  ability  of  the  contributors. 

The  arrangement  of  this  book  is  not  un- 
like that  of  any  other  text-book  on  practice. 
The  unique  feature  consists  in  having  an 
author  of  special  ability  discuss  that  disease 
or  group  of  diseases  with  which  he  is  most 
familiar.  The  book  is  destined  to  meet  im- 
mediate favor  as  the  profession  has  been  sur- 
feited with  voluminous  systems  that  are 
usually  more  ornamental  than  useful. 

This  book  has  but  few  illustrations,  and 
is  unfortunately  large — so  is  the  field  of 
knowledge  it  covers — but  in  printing  and 
binding  it  is  all  that  could  be  desired  and  for 
a remarkable  thing  the  price  is  reasonable. 
In  the  opinion  of  the  reviewer  it  is  one  of 
the  best  books  of  this  decade.  h. 
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Editorial 

Endocarditis. 

It  is  now  nearly  one  hundred  years  (1834) 
since  the  term  “endocarditis”  was  first  em- 
ployed. For  an  half  century  before  this,  how- 
ever, clinicians  recognized  that,  in  attacks  of 
rheumatism,  the  heart  suffered  certain  dam- 
age but  the  actual  nature  thereof  was  not  even 
approximately  understood  until  Bouillaud 
(1834)  defined  this  heart  condition  to  be  en- 
docarditis, as  opposed  to  pericarditis,  and  ex- 
plained that  endocarditis  was  an  inflamma- 
tion of  the  internal  membrane  of  the  heart 
and  especially  of  the  valves  over  which  these 
membranes  extend  (Vaquez).  From  that 
time  until  the  present,  classifications  of  types 
of  endocarditis  have  been  under  discussion. 
Even  vet,  the  last  word  has  not  been  written 
on  this  subject.  However,  to  those,  who  fol- 
low this  literature,  it  is  becoming  apparent 
that  a more  general  agreement  is  being  ar- 
rived at,  although  at  a recent  meeting  of  a 
national  medical  organization  there  were  dis- 
closed evidences,  in  the  discussion,  of  a lack 
of  full  agreement  as  to  incidence,  diagnosis 
and  prognosis  of  sub-acute  bacterial  endocar- 
ditis. For  my  own  purposes,  I shall  follow 
Bierring1  in  a recent  paper,  with  some  modi- 
fication in  his  definitions  and  classifications 
of  endocarditis: 

I.  Rheumatic  endocarditis,  or  acute  verruc- 
ous endocarditis,  accompanies  or  complicates 
an  acute  or  subacute  rheumatism.  In  this 
form  of  endocarditis  the  blood  stream  is  bac- 
teria free : although  in  a recent  paper,  Small 

(1)  Bierring:  J.  A.  M.  A.,  Vol.  87,  No.  7,  pg.  464. 


(A.  J.  M.  Sci.  73,  101,  Jan.  27)  suggests  the 
possibility  of  specific  bacterium  obtained  from 
the  blood.  The  endocardium  is  the  site  of 
vegetations,  whatever  the  causative  micro- 
organism of  acute  articular  rheumatism  may 
be. 

II.  Acute  ulcerative,  or  malignant  endo- 
carditis, is  a form  that  results  from  or  is  a 
part  of  an  acute  pyemia  or  septicemia.  It 
runs  a fatal  course  of  from  a few  days  to  a 
few  weeks.  It  is  caused  by  an  organism  of 
an  highly  virulent  nature. 

III.  Subacute  bacterial  endocarditis,  or 
subacute  ulcerative  endocarditis,  is  a form  of 
slow  onset.  It  extends  its  course  over  a con- 
siderable period  of  time,  and  it  is  character- 
ized by  the  pre-existence  of  a chronic  heart 
lesion  (usually  a rheumatic  lesion).  It  mani- 
fests phenomena  of  an  embolic  nature.  The 
blood,  on  culture,  shows  the  presence  of  a 
non-hemolytic  streptococcus  (S.  Viridans)  of 
a low  virulence.  The  course  of  this  type  of 
endocarditis  is  toward  fatality,  although 
there  is  some  doubt  that  it  is  invariably  fatal. 

IV.  Chronic  endocarditis  is  a terminal  fea- 
ture of  a chronic  heart  malady.  There  art 
sclerotic  changes  in  the  endocardium,  especi- 
ally around  the  aortic  opening,  usually  asso- 
ciated with  arteriosclerosis,  chronic  nephritis, 
obesity,  alcoholism  and  syphilis.  This  form 
is  not  primarily  or  essential^  of  bacterial 
origin. 


So  much  for  general  classifications  and 
definitions:  now  let  us  consider  in  detail  the 
various  forms. 

Simple,  acute  endocarditis,  with  synony- 
mous terms  descriptive  of  its  etiology  and 
pathology,  such  as  simple  vegetative  endo- 
carditis, endocarditis  verrucosa,  thrombo-en- 
docarclitis  super ficialis,  rheumatic  endocardi- 
tis, is  an  inflammation  of  the  valvular  lining, 
usually  of  the  left  heart,  following  a prelimi- 
nary infection,  such  as  tonsillitis,  rheumatic 
arthritis,  chorea,  scarlet  fever,  measles,  gonor- 
rhea and  pneumonia.  This  inflammation  as- 
sumes the  pathologic  formation  of  numerous 
minute  grayish,  white  vegetations  or  verru- 
coses, located  along  the  brim  or  edge  of  the 
valves,  sometimes  on  the  chordae  tendineae 
or  mural  surface.  These  vegetative  forma- 
tions are  made  up  of  thrombotic  masses  of 
blood  platelets,  white  and  red  cells,  and  fibrin. 


Acute,  malignant  (septic),  ulcerative  endo- 
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carditis  is  a progression  of  pathology  found 
in  the  simple  acute  type.  The  thrombi  are 
larger  and  ultimately  undergo  disintegration 
and  ulceration.  These  ulcers  occur  on  the 
valve  and  some  times  on  the  mural  surface. 
In  the  circulating  blood  of  this  type,  by  blood 
culturing,  there  have  been  recovered,  strepto- 
cocci, pneumoncocei.  staphylococci  and  gono- 
cocci. In  post-mortem  examinations  the  same 
organisms  have  been  gotten  from  smears 
taken  from  these  ulcerations.  In  this  malig- 
nant form  of  endocarditis  there  is  observed 
clinically  exfoliative  phenomena  of  the  dis- 
ease. During  the  rapid  course  of  this  type 
there  occur  signs  of  septic  emboli  which  cause 
infarction  of  the  peripheral  blood  vessels  in 
kidneys,  spleen,  heart  and  brain.  The  mitral 
valve  is  the  favorite  site  of  the  primary  le- 
sions although  progressive  involvement  may 
take  place  over  the  entire  left  ventricular  en- 
docardium. By  some,  it  is  thought  that 
aortic  endocarditis  of  this  type  alone  does  oc- 
cur. Syphilitic  pathology  of  the  heart,  hav- 
ing been  shown  to  occur  more  particularly  at 
the  aortic  opening,  involving  aortic  valve  and 
ascending  aorta,  renders  the  statement  of  the 
older  clinician  as  to  frequent  occurrence  of 
simple  or  ulcerative  endocarditis  without  lu- 
etic infection  at  aorta  open  to  some  question. 
The  right  heart  is  rarely  involved  in  infective 
endocarditis  although  sometimes  it  does  oc- 
cur. possibly  oftener  than  now  thought. 

Diagnostic  signs  of  these  forms  of  endo- 
carditis should  be  looked  for  during  the  ac- 
tive. or  following  immediately  the  subsidence 
of  rheumatic  fever,  tonsillitis,  scarlet  fever, 
pneumonia  and  septic  fever  of  all  sorts.  The 
simplest  form  may  never  show  gross  heart 
signs;  often  careful  and  discriminating  phy- 
sical examination  is  needed  in  order  to  elicit 
the  initial  adventitious  signs:  in  the  rheuma- 
tic attacks  the  heart  may  be  overlooked  (be- 
cause severe  arthritic  pains  overshadow  signs 
of  heart  involvement).  Rapid  systoles,  irre- 
gular systoles,  a septic  course  of  fever,  with- 
out new  joint  involvement,  during  a course  of 
rheumatic  fever,  are  harbingers  of  endocardi- 
tis. A septic  course  temperature,  associated 
with  regurgitant  murmurs  and  bruit  may  ap- 
pear later.  With  the  ulcerative  endocardi- 
tis. one  may  expect,  too.  embolic  and  other  ag- 
gravated heart  signs,  involving  valvular  and 
muscular  structures  of  the  heart.  Sudden 
death  from  embolic  infarcts  may  follow  a 
rapid  and  moderately  rapid  septic  sickness. 


displaying  rigors,  fever,  anemia,  emaciation, 
cardiac  distress,  dyspnea  and  spectacular 
symptoms  showing  themselves  in  the  brain, 
spleen,  eyes,  kidneys,  liver,  joint?,  blood  ves- 
sel? and  blood  system.  With  such  a sky-rock- 
eting symptomatology,  malignant  ulcerative 
endocarditis  culminates  its  terminal  stage. 


Chronic  endocarditis  may  be  mentioned  at 
this  point,  if  one  understands  that,  in  using 
the  term  endocarditis,  one  is  not  dealing  with 
bacterial  inflammation  per  se.  if  at  all.  but 
with  a sclerotic  thickening  of  valve-endo- 
cardium in  the  more  or  less  aged  heart.  These 
endocardial  degenerative  pathologic  stigmata 
accompany  or  follow  the  other  marks  of  ad- 
vancing age.  It  is  found  in  the  chronic  alco- 
holic. the  chronic  "over  eater",  the  hyperplas- 
tic syphilitic,  the  gouty  (whatever  that 
means),  the  patients  with  chronic  focal  in- 
fections who  have  acquired  nephritic  disease, 
and  in  the  arteriosclerotic.  In  such  patients 
the  heart  A-alves  have  become  thickened,  nod- 
ular and  sclerotic.  This  pathologic  forma- 
tion at  the  aortic  ring  and  on  the  aortic 
valve  imparts  a peculiarly  metallic  and  high 
pitched  note  to  the  aortic  element  of  the 
second  sound,  or  it  produces  a murmur  pre- 
ceding or  in  connection  with  it  or  supplant- 
ing it.  The  mitral  structures  may  be  also  caught 
up  in  this  sclerosis  of  the  left  endocardium. 
At  the  mitral  area  also  one  may  elicit  pre- 
systolic  obstruction  or  regurgitation  mur- 
mur'. associated  with  cardiac  muscular  hyper- 
trophy which  is  compensating  to  meet  the 
physical  malformations  of  the  valve  disease. 

Subacute  Bacterial  Endocarditis 

This  is  distinctly  an  entity  in  endocarditis. 
It  has  certain  clear  cut  individualities.  Cer- 
tain ear-marks  are  quite  essential  to  know  in 
order  to  understand  it  and  certain  in  order  to 
unearth  it  sometimes  when  hidden  by  an  ob- 
scure initial  symptomatology.  It  is  by  the  fol- 
lowing siuns  that  this  type  is  recognized  and 
diagnosed : 

First,  in  subacute  bacterial  endocarditis, 
there  pre-exists  valvular  heart  lesions  (or 
pathology  ) : there  already  has  existed  chroni- 
cally injured  valvular  endocardium.  This 
valvular  lesion  may  or  may  not  have  been 
clinically  known.  Besides,  subacute  bacterial 
endocarditis  is  a disease  of  adult  life : and 
the  specific  bacterium  usually  engrafts  itself 
upon  the  left  side  of  the  heart:  mitral  valve 
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far  more  often  than  aortic  valve  structures; 
only  a few  cases  of  right  side  infection  have 
been  noted.  There  is  usually  an  undeter- 
mined period  of.  years  between  the  primary 
rheumatic  endocarditis  with  its  apparent 
healing,  and  the  subsequent  appearance  of 
subacute  bacterial  endocarditis  of  which  we 
now  are  speaking.  This  “return  engagement” 
is  brought  about  mainly  by  the  inoculation 
of  two  organisms;  one  of  the  streptococcus 
group,  streptococcus  viridans,  a non-hemolv- 
tic  streptococcus  covering  ninety-five  per  cent 
of  these  infections;  and,  the  other  of  bacillus 
influenza  group  producing  about  five  per  cent 
of  the  remaining  occurrences.  This  type  of 
endocarditis  is  of  low  virulence  and  displays 
evidence  of  an  embolic  but  not  of  pyogeni  • 
nature.  But  the  deadly  progress  of  the 
malady  in  no  manner  is  forestalled  by  the  pe- 
culiarity of  these  phenomena,  so  characteris- 
tic of  acute  malignant  endocarditis,  except  in 
the  saving  quality  of  its  slowness.  Subacute 
bacterial  endocarditis  cases  show  usually  the 
occurrence  in  the  blood  stream  of  non-hemo- 
lytic  strain  of  the  streptococcus  but.  as  Gow 
says,  the  positive  finding  of  this  strain  of 
streptococcus  is  of  great  diagnostic  import- 
ance, while  a negative,  conversely,  is  of  little 
importance. 


News  Notes 

Medical  College  of  Virginia  Finals. 

Commencement  exercises  of  the  Medical 
College  of  Virginia  got  under  way  on  Satur- 
day evening.  May  the  28th,  with  “stunt”  night 
exercises,  which  were  held  in  the  auditorium 
of  John  Marshall  High  School.  The  follow- 
ing night,  Rev.  Charles  L.  King.  D.  D.,  pas- 
tor of  Grace  Covenant  Presbyterian  Church, 
delivered  the  baccalaureate  sermon  to  the 
graduates.  The  alumni  celebration  was  held 
at  Commonwealth  Club  on  Monday  evening. 
The  annual  meeting  of  the  alumni  associa- 
tion was  held  on  the  following  morning  with 
the  usual  alumni  luncheon  afterwards.  The 
ball  game  of  alumni  and  faculty  versus  stu- 
dents was  played  that  afternoon,  and  closing 
exercises  at  the  City  Auditorium  on  that 
evening  were  followed  by  the  usual  dance  and 
reception  at  Commonwealth  Club.  Dr.  Hugh 
S.  Cumming.  Surgeon  General  of  the  IT.  S. 
Public  Health  Service  and  an  alumnus  of  the 
former  University  College  of  Medicine,  Rich- 
mond. was  the  orator  at  the  closing  exercises. 


Following  the  awarding  of  diplomas,  the  hon- 
orary degree  of  Doctor  of  Science  was  con- 
ferred upon  Dr.  Cumming  by  the  College. 

This  year,  there  were  eighty-five  graduates 
in  medicine.  These  with  hospital  appoint- 
ments are  as  follows: 

Memorial  Hospital , Richmond — Drs.  Hen- 
drick A.  Bracey,  Bracey;  William  T.  H. 
Brantley,  Roanoke  Rapids,  N.  C. ; G.  Nor- 
fleet Carter,  Boydton;  Herman  S.  Fletcher, 
Richmond;  Charles  R.  Hoskins,  Jr.,  New- 
port News;  E.  Claude  Jamison,  Boone  Mill; 
Jeremiah  Robert  Johnson,  Winston-Salem, 
N.  C. ; Orvin  C.  Jones,  Richmond:  James 
W.  Keever,  Hickory,  N.  C. ; Blake  W. 
Meador,  Richmond;  Edmund  E.  Robinson, 
Concord,  N.  C. ; Malcolm  S.  Stinnett,  Buch- 
anan; Judson  T.  Vaughan,  Ashland;  John 
C.  White,  Bedford. 

Johnston-Willis  Hospital  — Drs.  John  R. 
Hamilton,  Clarksburg,  W.  Va. ; W.  Cary 
Henderson,  New  Canton;  Alpheus  H. 
Wood,  Emporia. 

Retreat  for  the  Sick , Richmond — Drs.  Wil- 
liam L.  Ball  and  Juliaii  E.  Trainum,  of 
Richmond. 

St.  Elizabeth's  Hospital , Richmond  — Dr. 

Paul  E.  Prillaman.  Callaway. 

St.  Luke's  Hospital . Richmond — Drs.  Edward 
Lee  Alexander,  Ellerson ; Walter  O.  House, 
Norfolk;  A.  A.  Milburn.  Hinton.  W.  Va. 
Stuart  Circle  Hospital . Richmond  — Drs. 
Charles  L.  Newland.  Jackson.  Kv.;  Edward 
N.  Pleasants.  Richmond;  Felix  B.  Welton, 
Moorefield.  W.  Va. 

T unker  Sanatorium , Richmond — Dr.  J.  War- 
ren Hundley,  Jr.,  Richmond. 

Grace  Hospital . Richmond — Dr.  Irwin  Rif- 
kin.  Richmond,  and  Mr.  W.  F.  Fitzhugh, 
undergraduate. 

Sheltering  Arms  Hospital.  Richmond  — Dr. 
Rufus  C.  Alley,  Bristol,  and  Mr.  W.  R. 
Gladding  and  Mr.  A.  P.  Hudgins,  under- 
graduates. 

Children's  Memorial  Clinic , Richmond — Mr. 

N.  C.  Patterson,  undergraduate. 

Citu  Home  Hospital.  Richmond — Messrs.  M. 
M.  Fields.  W.  C.  Jackson  and  D.  F.  Love, 
undergraduates. 

City  ■ Tail  Hospital , Richmond  — Mr.  L.  H. 

Bracey,  undergraduate. 

Convalescent  Hospital.  Richmond  — Mr. 

George  Hess,  undergraduate. 

Home  for  Incurables . Richmond — Mr.  R.  W. 
Southerland,  undergraduate. 
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Hygeia  Hospital , Richmond — Messrs.  A.  L. 

Baker  and  C.  L.  Brother,  undergraduates. 
Penitentiary  Hospital , Richmond — Mr.  C.  G. 

Bennett,  undergraduate. 

Soldiers'  Home  Hospital , Richmond — Mr. 

C.  L.  Neale,  undergraduate. 

George  Ben  Johnston  Memorial  Hospital, 
Abingdon , La. — Dr.  Arthur  D.  Hutton, 
Glade  Spring. 

St.  Agnes  Hospital , Baltimore , Md.  — Drs. 
Thomas  S.  Bowyer,  Emory;  Eliot  W.  John- 
son, Kipling,  N.  C. 

Johns  Hopkins  Hospital,  Baltimore,  Md. — 
Dr.  Harvey  C.  Brownley,  Norfolk. 

St.  Joseph's  Hospital,  Baltimore , Md. — Dr. 

Joseph  V.  Castagna,  Baltimore,  Md. 

I Vest  Baltimore  General  Hospital,  Baltimore, 
Md. — Dr.  S.  Charles  Feldman,  Baltimore, 
Md. 

Mercy  Hospital,  Baltimore,  Md. — Dr.  Victor 
Iv.  Young,  Bloxom. 

Boston  Floating  Hospital , Boston,  Mass. — Dr. 

Frederick  LT.  Metcalf,  Roanoke. 

Long  Island  Hospital , Boston,  Mass. — Dr. 

Thomas  TV.  McBane,  Greensboro,  N.  C. 
Unity  Hospital.  Brooklyn,  N.  T. — Dr.  Mar- 
tin II.  Greenfield,  Brooklyn,  N.  Y. 
Charleston  General  Hospital,  Charleston , IT. 
Va. — Drs.  A.  R.  Lutz,  Orkney  Springs: 
Thomas  N.  Spessard,  Richmond. 

Mountain  State  Hospital,  Charleston,  IT.  V a. 

— Dr.  Roy  R.  Summers,  Clendenin.  TV.  Va. 
St.  Elizabeth  Hospital.  Covington,  Ky. — Drs. 

Leo  E.  Hayes  and  Leo  Jacobs,  Richmond. 
Fitzsimmons  General  Hospital.  Denver,  Colo- 
rado— Dr.  Seth  Gayle,  Jr.,  Richmond. 
Hazelton  State  Hospital,  Hazelton , Pa. — Drs. 
Robert  L.  Eastman,  Frederickstown,  Ohio: 
Earl  J.  Haden.  East  Leake. 

Chesapeake  A Ohio  Hospital.  Huntington, 
IT.  Ya.- — Drs.  Raymond  E.  Bailey,  Ham- 
lin. TV.  Va.;  Dana  L.  Cavendish.  Rainelle, 
TV.  Va, : Raymond  H.  Curry.  Hamlin.  TV. 
Va.:  Carl  C.  Jackson.  Big  Chimney.  TV.  Va. 
Guthrie  Hospital,  Huntington , W.  Ya. — Dr. 

Byford  H.  Denman,  Lufkin,  Texas. 

St.  Mary's  Hospital,  Huntington,  IF.  Ya. — 
Dr.  Harry  E.  Beard.  Huntington.  TV.  Va. 
People's  Hospital.  New  York,  N.  Y.  — Dr. 

Harry  A.  Dick,  New  York,  N.  Y. 
Columbus  Hospital.  New  York,  N.  Y. — Dr. 

Vincent  J.  Felitti.  New  York.  N.  Y. 
Metropolitan  Hospital.  New  York.  N.  Y. — 
Dr/  Emanuel  Roth.  Brooklyn.  N.  Y. 


New  York  Polyclinic  Hospital , New  York. 
N.  Y. — Dr.  Stanley  F.  Stockhammer,  New 
York,  N.  Y. 

Fifth  Avenue  Hospital,  New  York,  N . Y . — 
Dr.  Wilbur  S.  Stakes,  Richmond. 

St.  Vincent's  Hospital , Norfolk,  Va.  — Drs. 
Valentine  Caso,  New  York,  N.  Y. ; Charles 

B.  Martin,  Concord  Depot;  Willard  P. 
Smith,  Newport  News. 

Petersburg  Hospital,  Petersburg,  Ya. — Dr. 

Clabe  TV.  Lynn,  Raleigh,  N.  C. 

Alleghany  General  Hospital,  Pittsburgh,  Pa. 
— Dr.  William  L.  Madera,  Morgantown, 
W.  Va. 

Lewis-Gale  Hospital,  Roanoke , Ya.  — Drs. 
Oliver  L.  Jones,  Powcan;  Maury  C.  New- 
ton, Bluefield. 

Letteimian  General  Hospital,  San  Francisco, 
Cal. — Dr.  L.  Holmes  Ginn,  Jr.,  Berryville. 
Municipal  Hospital , San  Juan,  Porto  Rico — 
Drs.  Juan  N.  Colon,  Cidra,  P.  R. ; Jose  C. 
Collazo,  Rio  Piedras,  P.  R. 

Lakeview  Hospital,  Suffolk,  Ya. — Dr.  John 
R.  Ellison,  Jr.,  Suffolk. 

Holy  Name  Hospital,  Taeneck,  N.  J. — Dr. 

Sidney  F.  Johnston,  East  Radford. 

Tampa  Municipal  Hospital , Tampa,  Fla. 

— Dr.  Louis  S.  Leo,  Richmond. 

Walter  Reed  Hospital,  W ashington,  D.  C. — 
Dr.  James  T.  Tucker,  Huntington,  W.  Va. 
James  Walker  Memorial  Hospital,  Wilming- 
ton, N.  C. — Dr.  William  S.  Jones,  Nash- 
ville, N.  C. 

City  Memorial  Hospital.  Winston-Salem,  N. 

C.  — Dr.  Lester  L.  Anderson,  Advance,  N. 
C. 

N.  C.  State  Baptist  Hospital,  Winston-Salem. 

N.  C. — Dr.  Joseph  T.  McCastor.  Richmond. 
U.  S.  Government  Marine  Hospital  — Dr. 
Palmer  A.  Shelburne,  Richmond. 

In  addition  to  the  above  list,  the  follow- 
ing were  awarded  their  diplomas  in  medicine, 
but  no  hospital  appointments  have  been  an- 
nounced as  we  go  to  press: 

Dr.  Henry  C.  Davis,  Honaker,  Va. 

Dr.  Arnold  J.  Given.  Big  Chimney,  W.  Va. 
Dr.  Carman  I.  Martin.  Maysville.  W.  Va. 
Dr.  Peter  Pagano.  Ridgewood,  N.  J. 

Dr.  John  W.  Parker,  Jr..  Emporia.  Va. 
Dr.  Joseph  T.  Peters,  Princeton.  W.  Va. 
Dr.  Percy  P.  Pharr,  Gap  Mills.  W.  Va. 

Dr.  William  H.  Powell,  Jr.,  Favetteville, 
N.  C. 

Dr.  Frank  F.  Sowers,  Landgraff,  W.  Va. 


1927] 


VIRGINIA  MEDICAL  MONTHLY 


197 


Committees  in  Charge  of  Petersburg  Meet- 
ing, Medical  Society  of  Virginia. 

Petersburg  doctors  have  begun  working  to 
make  our  hfty-eighth  annual  meeting  to  be 
held  in  that  city  in  October  a success.  Need- 
less to  say,  it  is  up  to  each  member  of  the 
Society  to  do  his  or  her  part  by  at  least  at- 
tending, if  possible.  Put  the  dates  in  your 
note  book  now.  They  are  October  18,  19  and 
20,  1927. 

Dr.  J.  Bolling  Jones  has  been  appointed 
general  chairman  of  the  local  committee  of 
arrangements,  and  the  following  committees 
will  have  charge  of  various  aspects  of  the 
work. 

Reception  and  Automobiles  : Dr.  L.  S. 
Early,  Chairman , Dr.  D.  C.  Mayes,  Dr.  W. 
B.  Mcllwaine,  Dr.  W.  A.  Reese,  Dr.  E.  W. 
Perkins,  Dr.  W.  M.  Bowman. 

Badges,  Printing  and  Publicity  : Dr. 
Wright  Clarkson,  Chairman , Dr.  W.  C.  Moo- 
maw,  Dr.  H.  M.  Snead,  Dr.  R.  E.  Wilkin- 
son, Dr.  D.  D.  Willcox,  Dr.  J.  E.  Smith,  Dr. 
P.  L.  Hill. 

Golf:  Dr.  W.  P.  Hoy,  Chairman , Dr.  W. 
B.  Mcllwaine,  Dr.  Herbert  C.  Jones,  Dr. 
Meade  C.  Edmunds,  Dr.  J.  M.  Harwood. 

Finance:  Dr.  William  F.  Drewry,  Chair- 
man,, Dr.  R.  H.  Manson,  Dr.  Herbert  C.  Jones, 
Dr.  C.  S.  Dodd,  Dr.  R.  A.  Martin,  Dr.  J.  M. 
Williams 

Entertainment  : Dr.  Mason  Romaine, 
Chairman , Dr.  E.  L.  McGill,  Dr.  H.  C.  Henry, 
Dr.  J.  Bolling  Jones,  Dr.  W.  I.  Prichard,  Dr. 
Ruth  S.  Mason. 

Commercial  and  Scientific  Exhibits  : Dr. 
W.  C.  Powell,  Chairman , Dr.  George  S.  Fultz, 
Dr.  C.  T.  Jones,  Dr.  W.  S.  Briggs,  Dr.  E.  W. 
Young,  Dr.  E.  J.  Nixon,  Dr.  James  H.  Har- 
grave. 

Hotels  and  Meeting  Hall:  Dr.  E.  L.  Mc- 
Gill, Chairman , Dr.  George  H.  Reese.  Dr.  J. 
D.  Osborne,  Dr.  R.  T.  Hawks,  Dr.  Mason  Ro- 
maine, Dr.  J.  R.  Beckwith. 

The  ladies  have  not  been  forgotten  and  a 
committee  is  to  be  named  shortly  to  look  after 
their  pleasure  and  arrange  for  meetings  of 
the  Woman’s  Auxiliary. 

American  Medical  Association. 

Any  one  attending  the  Washington  meeting 
of  the  American  Medical  Association,  last 
month,  must  have  been  impressed  with  the 
idea  that  there  is  something  in  medical  or- 
ganization for  such  a vast  crowd  to  have  been 


attracted  to  the  sessions  from  all  parts  of  the 
States  and  a few  foreign  countries.  Truly, 
it  was  an  inspiration  to  see  so  many  on  one 
purpose  bent.  There  was  a registered  attend- 
ance of  6,273.  Three  hundred  and  ninety-four 
of  these  were  from  Virginia.  There  was 
something  of  interest  for  everyone  and  spare 
minutes  were  filled  in  with  sight  seeing  in 
the  Nation’s  capital.  Many  side  trips  had 
been  arranged  for  the  visitors  and  the  annual 
reception  for  the  president  and  president- 
elect of  the  Association  at  the  Mayflower 
Hotel  was  a brilliant  affair.  Numerous 
alumni  and  fraternity  gatherings  were  held. 
Virginia  was  represented  in  the  House  of 
Delegates  by  Drs.  Southgate  Leigh,  J.  W. 
Preston  and  E.  C.  S.  Taliaferro. 

The  exercises  held  in  the  amphitheatre  at 
Arlington  National  Cemetery,  in  memory  of 
members  of  the  Association  who  gave  their 
lives  in  the  World  War,  were  most  impressive 
and  will  long  be  remembered  by  those  who 
were  fortunate  enough  to  attend.  On  this  oc- 
casion it  was  stated  that  the  first  American 
soldier  to  be  killed  by  the  enemy  in  the  World 
War  was  a physician.  The  exercises  were  in 
memory  of  the  five  hundred  medical  officers 
who  died  from  all  causes  duing  the  World 
War,  and  were  concluded  with  the  placing  of 
a wreath  on  the  tomb  of  the  unknown  soldier 
by  Dr.  Wendell  C.  Phillips,  at  that  time 
president  of  the  Association. 

The  House  of  Delegates  selected  Minnea- 
polis, Minn.,  for  the  next  annual  session  of 
the  Association  and  elected  Dr.  William  S. 
Thayer,  Baltimore,  Md.;  as  president-elect, 
and  Dr.  Charles  A.  Elliott,  Chicago,  111.,  as 
president.  Dr.  Jabez  N.  Jackson,  Kansas 
City,  Mo.,  succeeded  to  the  presidency,  and 
other  officers  were  re-elected. 

The  Augusta  County  Medical  Association 

Held  its  tri-monthly  meeting  in  Staunton, 
May  4th,  with  a good  attendance.  Clinical 
cases  were  reported  by  several  of  the  mem- 
bers, following  which  several  papers  were 
read.  An  interesting  feature  of  this  meeting 
was  the  donation  of  $100.00  for  the  relief  of 
the  flood  sufferers  in  the  Mississippi  Valley. 

Dr.  H.  G.  Middlekauff,  Weyers  Cave,  is 
president  of  this  society,  and  Dr.  W.  F.  Hart- 
man, Staunton,  R.  D.  7,  secretary. 

Russell  County  Medical  Society 

Recently  re-organized  after  being  inactive 
for  sometime,  and  elected  Dr.  T.  T.  McNeer, 
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Dante,  president,  and  Dr.  S.  C.  Couch.  Cleve- 
land. secretary. 

The  Nelson  County  Medical  Society 

Held  its  regular  meeting  on  May  31st.  and 
elected  Dr.  J.  F.  Thaxton.  Tye  River,  as  presi- 
dent for  the  ensuing  year,  and  Dr.  W.  D. 
Meeks.  Massies  Mill,  secretary-treasurer.  Dr. 
B.  F.  Randolph.  Arrington,  was  named  dele- 
gate to  the  Petersburg  meeting  of  the  State 
Society,  with  Dr.  E.  C.  Kidd,  of  Lovingston. 
as  alternate. 

The  Walter  Reed  Medical  Society 

Held  its  annual  meeting  at  Yorktown.  Ya  . 
May  26  and  27.  under  the  presidency  of  Dr. 
J.  W.  C.  Jones,  of  Newport  News.  The  meet- 
ing was  well  attended  and  interesting  papers 
were  read  by  a number  of  members  and  in- 
vited guest-.  The  Societv  voted  a donation 
of  8100.00  to  the  Walter  Reed  Memorial 
Fund.  Dr.  W.  W.  Kerns,  of  Bloxom.  was 
elected  president  and  the  following  were 
elected  vice-presidents:  Dr.  C.  B.  Courtney. 
Newport  News:  Dr.  H.  G.  Longaker,  New- 
port News;  Dr.  R.  A.  Davis.  Newport  News: 
Dr.  M.  W.  Crafford.  Lee  Hall;  and  Dr.  L. 
O.  Powell.  Seaforcl.  Dr.  L.  E.  Stubbs  and 
Dr.  J.  E.  Marable.  both  of  Newport  News, 
were  re-elected  secretary  and  treasurer,  re- 
spectively. The  meetings  are  held  at  York- 
town. 

The  Medical  Association  of  the  Valley  of 
Virginia 

Held  its  semi-annual  meeting  in  Clifton 
Forge.  May  26th.  the  president.  Dr.  A.  F. 
Robertson.  Jr.,  of  Staunton,  presiding.  There 
was  an  attendance  of  about  fifty  and  an  in- 
teresting program  had  been  arranged.  Dr. 
A.  A.  Berg,  of  New  York  City,  was  an  in- 
vited guest.  The  Association  voted  to  hold  its 
next  meeting  in  Winchester  on  the  last  Tues- 
day in  September.  Dr.  H.  G.  Middlekauff. 
of  Weyers  Cave,  is  secretary. 

Dr.  J.  G.  Bentley 

Announces  his  removal  from  Norton  to 
Blackwood.  Ya. 

Dr.  S.  B.  Nickels 

Has  returned  to  his  home  at  Clinchport. 
Ya..  after  taking  special  post-graduate  work 
in  medicine  at  the  Washington  University 
Medical  School  and  St.  Louis  clinics.  St. 
Louis.  Mo. 


Dr.  and  Mrs.  Fauntleroy  Flinn, 

Of  Decatur,  111.,  but  who  for  a time  made 
their  home  in  Roanoke,  Ya.,  were  recently 
called  to  his  old  home  at  Alberta,  Ya..  on  ac- 
count of  the  illness  of  his  mother. 

The  Virginia  State  Dental  Association 

Held  its  annual  meeting  at  Cavalier  Hotel. 
Virginia  Beach,  early  in  May.  It  was  decided 
to  hold  the  1928  session  in  Roanoke.  Dr. 
W.  G.  Delp.  of  Rural  Retreat,  succeeded  to 
the  presidency.  Dr.  R.  C.  Walden.  Richmond, 
was  made  president-elect,  and  Dr.  A.  M. 
Wash.  Richmond,  was  re-elected  secretary- 
treasurer. 

Dr.  Thomas  Duckett  Jones  Awarded  Fellow- 
ship. 

Dr.  Thoms  Duckett  Jones,  son  of  Dr.  and 
Mrs.  J.  Bolling  Jones,  of  Petersburg.  Ya..  and 
now  instructor  in  medicine  at  the  University 
of  Virginia.  Medical  Department,  has  been 
awarded  a fellowship  for  foreign  study  by 
the  National  Research  Council.  He  will  leave 
September  1st  for  London,  where  he  will 
spend  a year  studying  diseases  of  the  heart 
with  Sir  Thomas  Lewis. 

The  Graduate  Nurses’  Association  of  Vir- 
ginia, 

At  its  annual  meeting  held  at  Norfolk  in 
May,  elected  the  following  officers:  President. 
Miss  Martha  V.  Baylor.  Roanoke;  vice-presi- 
dents. Miss  Ruth  Epperson,  Norfolk : Miss 
Elizabeth  Ritz.  Richmond,  and  Miss  Carrie 
M.  Copenhaver,  Bristol:  secretary.  Miss  Lily 
W.  Walker,  Danville:  and  treasurer.  Miss. 
Florence  A.  Bishop.  Portsmouth.  Miss  L.  L. 
Odom.  Norfolk:  Miss  Josephine  McLeod, 
University,  and  Miss  Agnes  D.  Randolph. 
Richmond,  were  re-elected  directors. 

Dr.  Henry  A.  Christian. 

Physician  in-chief  to  the  Peter  Bent  Brig- 
ham Hospital.  Boston.  Mass.,  a native  of 
Lynchburg.  Ya.,  addressed  the  graduating 
class  of  the  Virginia  Baptist  Hospital,  in  that 
citv.  at  their  closing  exercises,  the  last  of 
May. 

Dr.  and  Mrs.  H.  Inberg, 

Of  Danville.  Ya.,  sailed  the  latter  part  of 
May  from  New  York,  for  a tour  of  Europe 
and  will  be  away  until  August, 

Dr.  George  P.  McCoy, 

Of  Covington.  Ya..  has  moved  to  Hope- 
well.  Ya..  where  he  will  engage  in  general 
practice. 
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The  Association  of  Southern  Railway  Sur- 
geons, 

At  its  recent  meeting  in  Mobile,  Ala.,  se- 
lected Norfolk,  Va.,  as  its  next  meeting  place 
and  elected  the  following  officers : President, 
Dr.  Arthur  T.  Pritchard,  Asheville,  N.  C.; 
vice-presidents,  Drs.  Richard  J.  Payne,  St. 
Louis,  Mo..  M.  B.  Carr,  Tazewell,  Tenn.,  and 
H.  S.  Black,  Spartanburg,  S.  C.  Miss  Edith 
A.  Foltz  Washington,  D.  C.,  was  re-elected 
secretary-treasurer. 

Philadelphia  College  of  Pharmacy  and 
Science. 

Dr.  Wilmer  Krusen,  new  president  of  the 
College,  was  given  a reception,  on  May  27th, 
at  the  Bellevue-Stratford  Hotel,  Philadelphia, 
by  the  Board  of  Trustees  of  the  College. 

Dr.  Charles  O’H.  Laughinghouse, 

Raleigh,  N.  C.,  has  been  elected  secretary  of 
the  North  Carolina  State  Board  of  Health 
and  State  Health  Officer  for  a period  of  six 
years. 

The  Virginia  Society  of  Oto-Laryngology  and 
Ophthalmology 

Held  its  annual  meeting  in  Charlottesville, 
the  last  of  April,  under  the  presidency  of 
Dr.  Clifton  M.  Miller,  of  Richmond.  At  this 
meeting  it  was  decided  that  a prize  would  be 
awarded  each  year  for  the  best  paper  to  be 
presented  by  a member  of  the  society.  The 
following  officers  were  elected  for  the  coming 
year:  President,  Dr.  C.  S.  Dodd,  Petersburg; 
vice-president,  Dr.  Frank  Hanger,  Staunton: 
secretary-treasurer,  Dr.  Fletcher  D.  Wood- 
ward (re-elected),  University.  The  1928 
meeting  will  be  held  in  Newport  News. 

Dr.  Taswell  P.  Haney,  Jr., 

Of  Burnsville,  Miss.,  who  graduated  in 
medicine  at  the  University  of  Virginia,  in 
1926,  has  been  elected  full-time  health  officer 
of  Tishomingo  County,  Mississippi. 

The  Medical  Society  of  the  State  of  North 
Carolina, 

At  its  annual  meeting  at  Durham,  in  April, 
elected  Dr.  John  T.  Burrus,  of  High  Point, 
president,  and  re-elected  Dr.  L.  B.  McBrayer, 
Southern  Pines,  secretary-treasurer.  Drs.  G. 
H.  Macon,  of  Warrenton,  Robert  F.  Leinbach, 
of  Charlotte,  and  William  R.  Griffin,  of  Ashe- 
ville, were  elected  vice-presidents. 


Dr.  Charles  W.  Putney, 

Formerly  of  Staunton,  Va.,  has  just  com- 
pleted a post-graduate  course  in  surgery  at 
the  University  of  Pennsylvania,  and  will 
spend  the  summer  visiting  surgical  clinics  in 
Baltimore,  Cleveland,  Chicago,  and  Roches- 
ter, Minn. 

Dr.  F.  L.  Thurman, 

Of  Buena  Vista,  Va.,  sailed  from  New  York 
on  May  the  25th,  to  attend  the  annual  meet- 
ing of  the  Rotary  International  which  will  be 
held  in  Belgium. 

The  American  College  of  Radiology 

Held  a most  interesting  meeting  in  Wash- 
ington, D.  C.,  during  the  meeting  of  the 
American  Medical  Association.  This  organi- 
zation is  interested  in  work  done  both  with 
X-ray  and  radium  and  has  an  active  member- 
ship limited  to  one  hundred  in  the  United 
States  and  Canada.  Drs.  A.  L.  Gray  and 
D.  D.  Talley,  of  Richmond,  are  the  only  Vir- 
ginia members.  An  outstanding  event  in  this 
meeting  was  the  conferring  of  honory  fellow- 
ship upon  Dr.  Wm.  Duane,  Professor  of 
Physics  at  Harvard  University,  and  upon  Dr. 
William  D.  Coolidge,  renowned  American 
chemist,  of  the  Research  Department  of  the 
General  Electric  Company.  These  are  the 
first  Americans  to  be  so  honored  by  the  Col- 
lege. Dr.  Coolidge  was  also  presented  by  the 
College  with  a medal  in  recognition  of  his 
outstanding  contributions  to  the  art  and 
science  of  roentgenology. 

Dr.  M.  J.  Hubeny,  of  Chicago,  succeeded 
to  the  presidency,  and  Dr.  A.  L.  Gray,  of 
Richmond,  Va.,  was  made  president-elect. 
Other  officers  elected  at  this  meeting  are : 
Vice-president,  Dr.  Howard  E.  Ruggles,  of 
San  Francisco;  secretary,  Dr.  Albert  Sbil- 
and,  Los  Angeles;  treasurer.  Dr.  Benj.  H. 
Orndoff,  Chicago;  historian.  Dr.  I.  S.  Trost- 
ler,  Chicago;  and  Dr.  L.  J.  Menville,  of  New 
Orleans,  and  Dr.  T.  A.  Groover,  of  Washing- 
ton, D.  C-.  Avere  elected  members  of  the  board 
of  chancellors. 

Dr.  Guy  Hinsdale, 

Of  Hot  Springs,  Va.,  left  the  first  of  June 
for  his  summer  home  at  Kennebunkport.  Me., 
and  will  remain  there  until  the  middle  of 
September. 

Dr.  Sheppard  K.  Ames, 

Of  the  class  of  ’25,  University  of  Virginia, 
Medical  Department,  upon  completion  of  an 
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internship  at  St.  Joseph’s  Hospital,  Balti- 
more, Md.,  located  at  Cape  Charles,  Va., 
where  he  is  now  engaged  in  the  practice  of 
medicine. 

Professor  of  Pediatrics  at  Johns  Hopkins. 

Dr.  E.  A.  Park,  after  six  years  at  Yale 
University,  will  return  to  Johns  Hopkins, 
Baltimore,  in  September  as  professor  of 
pediatrics  and  pediatrician-in-chief  of  Johns 
Hopkins  Hospital,  succeeding  Dr.  John  How- 
land who  died  last  June. 

Dr.  Joseph  Caplan, 

University  of  Virginia,  Medical  Depart- 
ment, class  of  ’25,  since  completing  an  intern- 
ship at  Hebrew  Hospital,  Baltimore,  Md.,  has 
been  at  the  Presbyterian  Eye,  Ear  and  Throat 
Charity  Hospital,  in  that  city. 

New  Hospital  to  be  Built  at  Saltville,  Va. 

Plans  have  recently  been  completed  for 
building  a modernly  equipped  45-bed  hospital 
at  Saltville,  Va. 

The  Tennessee  State  Medical  Association, 

At  its  annual  meeting,  recently  held  at 
Chattanooga,  elected  Dr.  William  B.  Malone, 
of  Memphis,  president,  and  Dr.  Harrison  H. 
Shoulders,  of  Nashville,  was  elected  full-time 
secretary  and  editor  of  the  state  medical 
journal. 

Dr.  Fred  J.  Wampler, 

Recently  returned  from  China,  is  now 
county  health  officer  for  Accomac  and  North- 
ampton Counties,  with  headquarters  at  Ac- 
comac. Va.  He  succeeded  Dr.  Robert  P. 
Cooke  who  is  now  in  charge  of  a similar 
work  in  Lexington  and  Rockbridge  County, 
Virginia. 

Dr.  Welch  Awarded  Medal. 

Dr.  William  H.  Welch,  professor  of  history 
of  medicine  at  Johns  Hopkins  Medical 
School,  was  awarded  the  1927  medal  for 
scientific  research  in  medicine,  by  the  Asso- 
ciation of  American  Physicians  at  its  recent 
meeting  in  Atlantic  City,  N.  J. 

Dr.  Samuel  Newman 

Has  returned  to  his  home  in  Danville,  Va., 
after  spending  sometime  in  New  York,  where 
he  took  special  courses  in  his  specialty  at  the 
the  Neurological  Institute  and  the  Vanderbilt 
Clinic. 

Dr.  A.  M.  Byrd, 

Formerly  with  Dr.  W.  R.  Williams,  at 
Richlands.  Va..  and  who  recently  has  been 


with  the  U.  S.  P.  H.  S.,  Hot  Springs  National 
Park,  Ai'kansas,  is  now  associated  with  Dr. 
H.  R.  Connell,  at  Northfork,  West  Virginia. 
He  is  limiting  his  work  to  venerology  and 
proctology. 

Dr.  Charles  L.  Minor, 

Asheville,  N.  C.,  has  returned  home  after 
spending  several  months  visiting  European 
clinics. 

The  Hospital  Clinical  Congress  of  North 
America 

Has  announced  its  annual  meeting  for  June 
20th  to  24th  in  Milwaukee,  Wis.,  under  the 
auspices  of  the  College  of  Hospital  Adminis- 
tration of  Marquette  University.  This  meet- 
ing promises  much  of  interest  to  all  connected 
with  hospital  work.  Communications  con- 
cerning the  meeting  should  be  addressed  to 
College  of  Hospital  Administration,  124 
Thirteenth  Street,  Milwaukee,  Wisconsin. 

Dr.  E.  P.  Cox, 

Norton,  Va.,  was  a visitor  in  Richmond  the 
early  part  of  May. 

Two  Richmond  Doctors  Honored. 

Dr.  Frank  Johns  and  Dr.  Manfred  Call, 
both  of  Richmond,  Va.,  were  elected  associate 
members  of  the  American  Association  for 
Thoracic  Surgery  at  its  recent  meeting  in  New 
York. 

Dr.  D.  Hunter  Marrow 

Has  returned  to  his  home  at  Union  Level, 
Va.,  for  the  summer  months,  after  spending 
the  winter  at  Daytona  Beach,  Fla. 

Dr.  R.  A.  Vonderlehr, 

Formerly  of  Richmond,  Va.,  but  now  with 
the  U.  S.  Public  Health  Service,  has  just  been 
ordered  to  Washington,  D.  C.,  for  training  in 
neuropsychiatry  at  St.  Elizabeth’s  Hospital, 
that  city. 

Dr.  Emory  Hill, 

Richmond,  recently  addressed  the  Norfolk 
County  Medical  Society,  his  subject  being 
“Sinus  Disease  in  Relation  to  Ocular  Infec- 
tion.” 

Dr.  R.  W.  Browne, 

Formerly  with  the  Public  Health  Service 
at  Norfolk,  Virginia,  and  who  has  lately  been 
in  charge  of  the  U.  S.  Veterans’  Hospital  at 
St.  Paul,  Minnesota,  has  just  been  trans- 
ferred to  Ft.  Bayard,  New  Mexico,  and  will 
be  Medical  Officer  in  Charge  of  the  U.  S. 
Veterans’  Hospital  at  that  place. 
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The  West  Virginia  State  Medical  Association 
Will  hold  its  sixtieth  annual  meeting  at 
White  Sulphur  Springs,  June  21-23,  inclusive, 
under  the  presidency  of  Dr.  Chester  R.  Ogden, 
of  Clarksburg.  An  unusually  attractive  pro- 
gram has  been  arranged  and  a large  attend- 
ance is  expected.  Mr.  Joe  W.  Savage  recent- 
ly succeeded  Mr.  Sterrett  O.  Neale,  resigned, 
as  secretary. 

Dr.  Stephen  H.  Watts 

Has  resigned  as  professor  of  surgery  and 
gynecology  at  the  University  of  Virginia,  his 
resignation  to  take  effect  September  1st. 

Dr.  Edith  J.  Lacy, 

Assistant  physician  at  the  Eastern  State 
Hospital,  Williamsburg,  Va.,  resigned  her  po- 
sition at  the  hospital,  effective  June  1,  as  she 
expects  to  go  to  India  for  medical  service. 

The  Association  of  American  Physicians, 

At  its  recent  meeting,  elected  Dr.  A.  S. 
Warthin,  of  Ann  Arbor,  Mich.,  president  for 
the  succeeding  year,  and  Dr.  James  H.  Means, 
of  Boston,  Mass.,  secretary.  The  next  meet- 
ing is  to  be  held  in  Washington,  D.  C-,  in 
May,  1928. 

Aloe’s  Removal. 

The  well  known  surgical  supply  house  of 
A.  S.  Aloe  Company  in  St.  Louis  has  been 
crowded  out  of  their  contracted  quarters  at 
513  Olive  Street,  (the  optical  store  remains 
there)  and  are  now  located  in  the  new  Aloe 
Surgical  Building  at  1819-23  Olive  Street — 
only  three  blocks  from  the  Union  Station. 
The  removal  was  necessitated  by  lack  of 
downtown  parking  facilities  and  the  growth 
of  their  surgical  business  which  required 
larger  and  better  quarters.  Visiting  physi- 
cians should  take  note  of  the  new  location 
near  the  railway  center. 

This  Company  will  be  glad  to  send  the 
Aloe  Catalog  to  any  of  our  readers  upon  re- 
quest. 

Dr.  Harry  Goldstein, 

Of  the  class  of  ’26,  Medical  College  of  Vir- 
ginia, has  located  in  Roanoke,  Va.,  for  the 
practice  of  medicine. 

Dr.  Israel  Brown  Honored. 

Announcement  has  been  made  of  the  ap- 
pointment of  Dr.  Israel  Brown  of  Norfolk, 
Va.,  as  a member  of  the  national  distin- 
guished guest  committee  of  the  American  Le- 


gion. He  is  the  third  Virginian  to  hold  a 
post  in  the  national  legion  organization. 

Sight-Saving  Classes. 

Several  universitites  are  this  year  offering 
courses  for  the  training  of  teachers  for  sight- 
saving classes  during  the  summer  session. 
The  National  Committee  for  the  Prevention  of 
Blindness,  with  headquarters  at  370  Seventh 
Avenue,  New  York  City,  announces  that  there 
are  now  265  sight-saving  classes  in  the  United 
States  vyhile  there  is  need  for  approximately 
5,000  to  provide  a normal  education  for  chil- 
dren with  seriously  defective  vision  without 
imposing  an  undue  strain  on  the  little  re- 
maining sight  of  such  children. 

The  significance  of  these  sight-saving 
classes  to  the  public  at  large  is  the  fact  that 
it  costs  ten  times  as  much  to  educate  a blind 
child  as  it  does  a normally  sighted  child.  The 
experience  from  such  classes  already  in  exist- 
ence shows  that  it  is  now  possible  to  educate 
in  the  public  schools  many  children  with 
seriously  defective  vision  who,  though  not 
blind,  formerly  found  their  only  opportunity 
for  education  in  schools  for  the  blind. 

Dr.  H.  D.  Ribble 

Has  returned  to  his  home  just  outside  of 
Blacksburg,  Va.,  after  spending  the  winter 
months  at  Mount  Hope,  W.  Va. 

Virginia  Tuberculosis  Association. 

At  a called  meeting  of  the  board  of  di- 
rectors of  the  Association  recently,  Mr.  Julien 
Gunn,  of  Henrico  County,  was  elected  presi- 
dent to  fill  the  vacancy  caused  by  Dr.  R.  A. 
Martin’s  having  declined  to  serve.  Dr.  H.  A. 
Latane,  Alexandria,  was  elected  to  succeed 
Mr.  Gunn  as  first  vice-president. 

Halycon  Hospital  to  be  Re-opened. 

It  is  announced  that  Halcyon  Hospital. 
South  Boston,  Va.,  formerly  owned  and  oper- 
ated by  Dr.  H.  S.  Belt,  has  been  leased  by 
Drs.  I.  K.  Briggs,  George  A.  Stover,  H.  H. 
Hurt  and  G.  E.  Faulkner,  of  South  Boston, 
and  will  be  re-opened  this  month. 

Dr.  E.  L.  Caudill, 

Narrows,  Va.,  has  been  edected  president 
of  the  Cavalier  Hosiery  Mills  which  is  to  be 
opened  in  that  place. 

Dr.  V.  W.  Quillen, 

Of  Nickelsville,  Va.,  who  has  been  taking 
post-graduate  work  in  New  York  City,  has  de- 
cided to  finish  the  three  months’  course  in  the 
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medical  seminar,  while  there,  so  will  not  re- 
turn home  until  early  in  July  instead  of  in 
June  as  he  at  lirst  planned. 

Interesting  Booklet. 

Johnson  and  Johnson,  New  Brunswick,  N. 
J.,  one  of  our  advertisers,  has  just  published 
an  exceedingly  interesting  and  attratcive  book- 
let. entitled  “When  the  Medical  Profession  of 
New  York  Paid  Homage  to  ‘The  Autocrat  of 
the  Breakfast  Table’  April  12th,  1883-.”  On 
this  occasion,  a public  dinner  was  given  to  Dr. 
Holmes  just  after  he  resigned  as  a professor 
at  Harvard.  The  booklet  is  profusely  illus- 
trated and  attractively  arranged.  Johnson  and 
Johnson  are  to  be  congratulated  upon  the 
creditable  way  in  which  they  have  honored  Dr. 
Holmes. 

Dr.  Edgar  W.  Young, 

Of  Petersburg,  Va.,  has  resumed  his  prac- 
tice in  that  city  after  being  a patient  at  St. 
Luke’s  Hospital,  Richmond,  for  a month. 

Dr.  Charles  E.  Dyer, 

Recently  of  Pulaski,  Va.,  has  moved  to 
Roderfield,  W.  Va.,  where  he  will  be  physician 
for  several  coal  companies. 

Wanted. 

Spendicl  location  open  for  physician  in 
Southside  Virginia  town,  population  4,500  to 
5.000,  with  good  surrounding  territory.  If 
interested,  write  to  “G.  D.  C.,”  care  this  jour- 
nal. (Adv.) 

Wanted. 

Spendid  location  open  for  colored  physi- 
cian in  Southside  Virginia  town  of  4.500  to 
5,000  population,  with  good  surrounding  ter- 
ritory. If  interested  write  to  “X.  Y.  Z.”.  care 
this  journal.  (Adv.) 


Obituary 

Dr.  Leslie  C.  Brock, 

Smithfield.  Va.,  a prominent  physician  of 
Tidewater  Virginia,  died  at  his  home  in  that 
place  on  May  24th,  following  a stroke  of 
paralysis  which  he  suffered  on  the  preceding 
day.  Dr.  Brock  was  a native  of  Isle  of  Wight 
County  and  fifty-four  years  of  age.  He  was 


graduated  in  medicine  from  the  Medical  Col- 
lege of  Virginia  in  1894  and  shortly  there- 
after located  in  Smithtield.  He  had  been 
mayor  of  Smithfield  for  the  past  twenty-two 
years  and  was  active  in  the  civic  and  profes- 
sional affairs  of  his  community.  He  was  a 
member  of  the  Medical  Society  of  Virginia 
and  also  of  Smithfield  Lodge,  No.  18,  A.  F. 

& A.  M.  His  wife  survives  him. 

Dr.  Robert  T.  Glassell, 

A prominent  physician  of  Bowling  Green, 
Va.,  died  at  his  home  in  that  place,  June  4th, 
after  an  illness  of  a year.  Dr.  Glassell  was  I 
born  in  Bowling  Green  seventy-three  years 
ago  and,  after  his  academic  education,  studied 
medicine  at  the  University  of  Maryland,  from 
which  he  graduated  in  1886.  He  had  been  a 
member  of  the  Medical  Society  of  Virginia 
since  1889.  He  is  survived  by  three  daughters  ' 
and  several  sisters.  * 

Dr.  J.  K.  Simmons, 

Nace,  Va..  Confederate  veteran  and  a mem-  I 
her  of  the  Medical  Society  of  Virginia,  died 
at  his  home  in  Botetourt  Cunty,  April  9,  of 
heart  disease.  He  was  eighty-six  years  of 
age  and  graduated  from  the  Medical  College 
of  Virginia  in  1869. 

Major  Albert  Gallatin  Franklin, 

Of  the  U.  S.  Army  Medical  Corps,  former-  I 
ly  of  Richmond,  Va.,  died  June  1st  at  Walter  ( 
Reed  Hospital,  Washington,  D.  C..  at  the  age  I 
of  fifty-four  years.  He  received  his  medical  I 
diploma  from  the  former  University  College  I 
of  - Medicine.  Richmond,  Va.,  in  1897,  and  I 
practiced  in  this  city  for  several  years  before  I 
entering  the  U.  S.  Army.  He  is  survived  by 
his  wife  and  two  sons. 

Dr.  Charles  Sterling  White, 

Of  Winston-Salem,  N.  C.,  died  April  18th  j 
of  injuries  received  in  an  automobile  acci- 
dent. Dr.  White  was  twenty-five  years  of  age 
and  graduated  from  the  Medical  College  of  i 
Virginia  two  years  ago,  following  which  he  j 
accepted  an  internship  at  City  Memorial  Hos- 
pital in  Winston-Salem. 

Mrs.  Fanny  Berkeley  Barham, 

Wife  of  Dr.  W.  B.  Barham,  of  Newsoms 
and  Big  Stone  Gap.  Va..  died  May  22nd,  after 
an  illness  of  several  months.  She  is  survived 
by  her  husband  and  two  daughters,  Mrs.  ,T. 
A.  Grizzard,  of  Drewyville,  and  Mrs.  James 
M.  Smith,  of  Big  Stone  Gap. 
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SPEAKING  OF  NASAL  SINUS 
OPERATIONS.* 

By  J.  W.  JERVEY,  M.  D.,  Greenville,  S.  C. 

“Speaking  of  Nasal  Sinus  Operations”  may 
sound  rather  Irvin  Cobbish,  but  I can  re-assure 
you  that  I am  not  going  to  give  you  my  per- 
sonal experiences  as  a patient.  So  far  I have 
not  been  a victim  of  any  of  my  rhinological 
brethren.  I shall  attempt  to  recount  to  you, 
in  a general  way,  my  observations  covering 
these  conditions  as  they  have  presented  them- 
selves to  me  in  nearly  thirty  years'  practice  in 
a climate  not  very  dissimilar  from  your  own. 

First  of  all,  you  note,  of  course,  that  I re- 
fer to  “climate”  in  this  connection.  Why 
shouldn't  I?  Those  of  us  who  are  engaged  in 
this  work  in  the  more  rigorous  northern  and 
western  climates  evidently  see  many  more,  and 
much  more  violent,  cases  of  this  sort  than  those 
with  which  we  in  the  “Sunny  South”  come  into 
contact.  The  same  is  true  in  mastoid  infec- 
tion— and,  after  all,  this  mastoid  is  virtually 
but  another,  though  somewhat  segregated, 
nasal  accessory  sinus. 

To  begin  at  the  beginning  (which  is  the 
proper  place  to  begin  even  in  such  as  discur- 
sive discussion  as  this  promises  to  be)  : Why 
is  sinus  disease?  And  we  shall,  by  mutual 
consent,  throw  out  of  consideration  the  so- 
called  “catarrhal  sinus”,  and  confine  ourselves 
to  actual  sinus  infection. 

In  October,  1925,  the  American  College  of 
Surgeons  held  its  annual  meeting  in  Phila- 
delphia. I was  invited  to  open  the  discussion 
of  Joseph  C.  Beck’s  paper  on  nasal  sinus  in- 
fections (I  have  forgotten  the  exact  title  of 
the  paper).  In  the  course  of  his  remarks 
he  stated  that  tonsil  infections  almost  invari- 
ably followed  sinus  infections.  In  my  discus- 
sion I mildly  suggested  that  he  may  inad- 
vertently have  put  the  cart  before  the  horse, 
for  it  has  been  my  observation  that  in  little 
less  than  one  hundred  per  cent  of  the  sinus 
cases  I have  seen  in  thirty  years’  practice  there 
was  either  present,  or  had  been  present,  a pre- 
existing tonsillar  infection.  (This  is.  of  course. 

‘Read  by  invitation  at  the  eighth  annual  meeting  of  the 
Virginia  Society  of  Oto- Laryngology  and  Ophthalmology,  in 
Charlottesville,  Va.,  April  30,  1927. 


exclusive  of  those  antrum  cases  of  frankly  den- 
tal origin,  and  those  which  seem  definitely  to 
be  sequelae  of  influenza — though  most  of  these 
latter  will  be  found  to  have  existent  or  pre- 
existent tonsil  infection). 

Furthermore,  my  experience  has  taught  me 
that  it  is  rather  likely  to  lead  to  a foolish  feel- 
ing, if  one  tries  to  eradicate  a sinus  infection 
and  leaves  infected  tonsils  “as  is”.  Think  that 
over ! Every  time  the  unfortunate  proprietor 
of  infected  tonsils  coughs,  or  sneezes,  or,  blows 
his  nose,  a hurricane  of  pus-saturated  air 
breezes  through  his  post-nasal  and  nasal 
channels.  Why  wouldn’t  the  sinus  outlets 
gather  in  their  share  of  it?  And,  remember- 
ing your  anatomy,  which  of  the  nasal  sinuses 
are  most  likely  to  bear  the  brunt  of  this  pol- 
luted air  attack? 

Most  of  this  vicious  current  is  gathered  in 
by  the  overhanging  posterior  end  of  the  mid- 
dle turbinate  and  is  swept  directly  across  the 
hiatus  semilunaris  where  are  the  mouths  of 
the  frontal,  ethmoid  and  maxillary  sinus  ori- 
fices. The  sphenoid  orifice  is  on  the  posterior 
wall  of  the  nasal  chamber.  The  effect  of  the 
blast  is  rather  to  create  a sphenoid  vacuum 
and  cleanse  this  sinus,  without  direct  contact 
of  the  impregnated  stream  with  the  sphenoid 
orifice.  But  the  others  suffer  from  the  contact 
in  varying  degree.  The  frontal  has  a long 
dowmwartl  drainage  trend,  and  is  not  often  im- 
plicated. The  ethmoid  has  a downward  and 
forward  drainage  trend,  but  it  is  a much 
shorter  route ; while  the  maxillary  antrum  has 
its  yawping,  dangerously  placed,  orifice  ready 
to  take  in  any  stranger  that  comes  its  way. 
These  are  anatomical  facts.  What  are  our 
pathological  observations? 

The  antrum  is  by  far  the  most  frequently 
infected  sinus.  I believe  we  are  all  agreed  on 
that  point.  Next,  certainly  in  my  observation, 
comes  the  ethmoid  labyrinth.  Then  comes  the 
frontal,  and,  finally,  and  seldom  seen  in  our 
climate,  the  sphenoid.  Exactly  the  order  wre 
might  expect  in  consideration  of  the  mechani- 
cal formation  and  forcible  expulsion  of  infec- 
tion from  behind — that  is,  from  the  pharynx 
up  to  the  posterior  choana  and  forward. 

I do  not  for  a moment  deny  the  influence  of 
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the  influenza  infection  in  the  causation  of 
sinusitis,  but  even  in  these  cases  the  mechanics 
of  the  situation  are  largely  the  same,  and  ton- 
sil infections  are  almost  invariably  present. 
Nor  do  I deny  the  occasional  (though,  I be- 
lieve, not  as  frequently  as  supposed)  infection 
of  the  maxillary  antrum  from  a diseased  tooth 
root.  And  I am  glad  to  pay  tribute  to  my 
dentist  friends  who  frequently  send  antrum 
cases  to  me,  not  because  they  are  caused  by 
infected  teeth,  but  because  the  patients  think 
they  have  dental  trouble,  and  the  dentist,  find- 
ing no  pathology  within  his  own  domain, 
recognizes  the  likelihood  of  antrum  infection. 
I have  one  dentist  friend  who  is  particularly 
clever  at  this  diagnosis. 

Having  thus  briefly  disposed  of  the  relative 
frequency  of  incidence  of  sinus  infection,  al- 
low me  to  try,  equally  as  briefly,  to  dispose  of 
their  management  by  operative  procedure — 
the  raison  d’etre  of  this  discussion. 

Let  me  say,  in  passing,  that  certainly,  at 
least  in  acute  infections,  conservative  meas- 
ures, such  as  shrinking  of  intranasal  mucosa 
to  provide  for  drainage,  vacuum  drainage  and 
douching,  and  local  medication,  as  well  as 
general  dehydration  and  drying  up  of  secre- 
tions, should  first  be  resorted  to.  Nor  are  cer- 
tain dietary  regulations  and  the  particular 
importance  of  blood  calcium  content  to  be 
ignored;  and  these  latter  are  of  vital  import- 
ance also  in  the  chronic  and  operative  cases. 

Beginning,  then,  with  the  most  frequent 
group  of  sinus  infections  requiring  some  form 
of  operative  interference,  viz. : the  maxillary 
antrum  infections,  I shall  outline  to  you  my 
method  of  attack  by  means  which  have  given 
me  the  most  satisfactory  results.  First,  I 
puncture  and  irrigate  through  the  naso-antral 
wall,  below  the  inferior  turbinate.  The  most 
scrupulous  aseptic  precautions  are  observed, 
because,  even  though  you  know  you  already 
have  a present  infection,  there  can  be  no  excuse 
for  adding  fuel  to  the  fire.  The  irrigation  is 
done  with  saline  solution,  and  when  the  cavity 
is  washed  clean,  the  syringe  is  again  used  to 
blow  the  residual  solution  out  and  the  cavity 
is  filled  with  1-1,000  neutral  acriflavine  solu- 
tion. I am  aware  that  some  accidents  have 
been  reported  from  the  injection  of  air  into 
the  antrum,  but  I consider  the  procedure  en- 
tirely safe,  if  proper  care  has  been  used  in  thp 
original  puncture. 

I am  also  aware  of  the  fact  that  our  labora- 
tory friends  tell  us  that  we  must  determine 


first  whether  we  have  an  infection  from  an 
acid-fast  or  Gram-positive  or  Gram-negative 
micro-organism,  or  some  other  variety,  and  be 
thereby  guided  in  our  choice  of  antiseptic. 
There  may  be  something  in  this;  I am  willing 
to  concede  the  point;  but  I have  been  so  often 
misled  by  these  friends  that  I make  many 
mental  reservations  in  accepting  their  dicta, 
and  often  prefer  to  let  my  conscience  and  my 
clinical  sense  be  my  guide. 

When  this  means  fails  in  a reasonable  time 
to  bring  about  improvement,  I resect  the  naso- 
antral  wall  below  and  external  to  the  inferior 
turbinate,  making  a large  and  permanent  open- 
ing for  drainage  and  ventilation.  This  can 
and  should  be  done  without  sacrifice  of  any 
part  of  the  inferior  turbinate,  and  is  invari- 
ably a successful  procedure,  except  where 
there  is  polypoid  degeneration  (and  sometimes 
even  then)  or  other  neoplastic  growth.  And 
this  thought  leads  me  to  asseverate  what  you 
all  doubtless  already  know,  but  bears  empha- 
sis, and  that  is  that  the  presence  of  mucous 
polyps  does  not  always  mean  that  these 
growths  have  to  be  surgically  dealt  with.  Free 
drainage  and  ventilation  have  made  many  a 
well- formed  and  robust  polyp  “iris  out”,  as 
they  say  in  moving  picture  parlance. 

Where  we  encounter  persistent  neoplastic 
development  in  the  antrum,  then  the  Caldwell- 
Luc  or  the  Denker  operation  is  indicated.  I 
prefer  the  latter.  I may  say  also  that,  when 
I do  it,  I prefer  to  suture  the  buccal  incision. 
Thus,  briefly,  we  dispose  of  the  infected  an- 
trum. the  commonest  of  the  nasal  accessory 
sinus  infections. 

Next,  let  us  consider  infection  of  the  eth- 
moid labyrinth.  It  is  difficult,  and  I believe 
unneccessarv,  to  draw  a dividing  line  between 
anterior  and  posterior  ethmoid.  Knowing  that 
we  have  disease  in  this  area,  my  first  idea  is 
to  try  to  drain  it  through  its  natural  exits 
by  means  of  vacuum  douches.  If  I have  rea- 
son to  think  the  infection  is  limited  to  the 
anterior  cells,  and  conservative  measures  are 
unsuccessful,  then  I open  these  cells  under  the 
middle  turbinate  without  disturbing  the  lat- 
ter. If  the  posterior  cells  are  involved.  I do 
not  hesitate  to  sacrifice  the  whole  of  the  mid- 
dle turbinate  bv  resection  before  entering  the 
labyrinth.  Mv  method  of  opening  these  cells 
is  from  before  backward,  and  every  step 
strictly  under  the  direct  scrutiny  of  my  eye. 
Nobody  should  enter  my  ethmoid  by  any  other 
procedure,  and  I shall  not  enter  the  other  fel- 
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low’s  save  under  the  same  safeguards.  I have 
seen  it  done  otherwise,  by  the  sense  of  touch, 
and  the  assumed  sense  of  a more  or  less  divine 
intuition  or  orientation — but  not  for  me.  I 
may  say  that  I approach  the  complete  eth- 
moid exenteration  with  greater  fear  and  re- 
spect than  any  other  sinus  operation  (includ- 
ing the  mastoid). 

Next,  and  in  the  order  of  frequency,  we  come 
to  the  frontal  sinus.  When  I know  I have 
an  infection  of  this  cavity,  I resort,  as  in  the 
case  of  the  ethmoid,  first  to  vacuum  douch- 
ing. If  this  does  not  turn  the  trick,  I resect 
the  anterior  third  of  the  middle  turbinate 
which  is  almost  invariably  hypertrophied  or 
cystic,  in  the  hope  that  this  will  relieve  the 
drainage  block.  This  failing,  I break  down 
the  anterior  ethmoid  cells,  which  procedure, 
in  almost  all  cases,  gives  direct  entrance  into 
the  frontal.  The  passage  may  be  enlarged 
with  rasps  if  necessary.  Then  irrigation  and 
medication  follows,  similar  to  that  already 
described  in  the  case  of  the  maxillary  antrum. 

Just  as  in  the  case  of  the  antrum,  however, 
we  may  happen  to  be  confronted  with  a cyst 
or  a polyp  or  other  neoplastic  formation.  In 
addition,  we  may  have  here,  what  is  rare  in 
the  antrum,  one  or  more  dividing  septa,  per- 
haps with  small  communicating  openings  be- 
tween divisions  of  the  sinus.  In  these  cases, 
of  course,  the  radical  operation  must  be  un- 
dertaken. Yet  I have  very,  very  seldom  found 
it  to  be  necessary.  When  it  must  be  done,  I 
rather  incline  to  the  Lothrop  operation,  which, 
of  course,  is  well  knoAvn  to  you. 

As  to  the  sphenoid  sinus,  I must  say  that  its 
involvement  has  been,  in  my  experience,  ex- 
tremely rare.  Occasionally  I drag  a polyp  out 
of  its  depths,  perhaps  originated  by  infection 
in  an  adjacent  posterior  ethmoid  cell.  Yet  I 
never  fail  to  investigate  the  sphenoid  when 
doing  a radical  ethmoid  exenteration.  In 
nearly  every  such  case  I resect  the  anterior 
sphenoidal  Avail  (carefully  avoiding  the  loAver 
external  angle,  Avhere  a branch  of  the  ascend- 
ing palatine  artery  is  likely  to  provide  lively 
hemorrhagic  possibilities,  if  sectioned),  and 
assure  myself  of  the  physiological  integrity 
of  the  cavity.  So  important  do  I deem  this, 
in  view  of  the  many  reported  cases  of  optic 
nerve  involvement  from  this  source,  that,  if  I 
cannot  locate  the  sphenoid  orifice,  I make  an 
operative  opening  into  the  anterior  Avail  Avith 
a Grayson  sphenoid  burr  (a  very  simple  pro- 


cedure), and  enlarge  this  for  inspection  of 
the  cavity. 

Majr  I add  that  sinus  infections  in  infants 
and  young  children  are  almost  invariably 
amenable  to  conservative  treatment  by  means 
of  proper  irrigating  and  douching.  It  is  the 
exception  when  operation  is  required. 

You  Avill  observe  that  I haATe  had  nothing 
to  say  about  the  diagnosis  or  symptoms  of  ac- 
cessory sinus  disease.  These  do  not  fall  within 
the  puiwiew  of  the  title  of  this  paper.  But  I 
cannot  leave  the  subject  without  reference  to 
one  point  in  semeiology  and  one  in  diagnosis. 
The  first  is  that  frontal  pain  and  tenderness 
do  not,  even  in  half  the  cases,  point  to  frontal 
sinus  involvement.  A great  many  cases  of 
antrum  infection,  and  nearly  all  ethmoid  in- 
fections, will  produce  frontal  pain  and  tender- 
ness of  the  frontal  floor. 

The  other,  the  diagnostic  point,  has  to  do 
with  the  roentgenology  of  the  situation.  In 
the  first  jfiace,  every  , rhinologist  should  learn 
to  read  the  radiographs  of  his  sinus  cases, 
even  though  he  has  not  his  own  X-ray  labora- 
tory. No  roentgenologist  is  capable  of  mak- 
ing a sinus  diagnosis  without  careful  consid- 
eration of  clinical  consultation;  and  the  rhinol- 
ogist should  be  ashamed  to  expect  him  to  do 
it,  and  is  derelict  in  his  duty  if  he  allows  him 
to  do  it. 

I cannot  enter  here  into  a discussion  of  the 
preferred  positions  for  radiographs  in  these 
cases — for  Ave  have  varying  predilections;  nor 
can  I discuss  the  frequently  contrasting  find- 
ings of  roentgenology  and  transillumination, 
and  their  differentiation  as  between  the  pres- 
ence of  pus  and  polyps,  previous  sinus  disease 
and  thickened  mucosa,  varying  density  of  bony 
formation,  and  so  on.  But  I do  say  that  the 
greatest  A^alue  of  roentgenology  in  these  cases 
lies  not  in  its  inherent  diagnostic  aid  (in 
which  sphere  it  is  distinctly  secondary  to  clini- 
cal observation),  but  in  its  corroborative  value 
to  a diagnosis  already  made  or  clinically  sus- 
pected, and  to  a greater  and  more  important 
degree  in  its  definition  of  the  area  and  distri- 
bution and  relative  position  of  the  various 
sinuses  and  their  connections,  forming  an  im- 
portant guide  and  check  on  whatever  operative 
interference  may  be  undertaken. 

Finally,  without,  I assure  you,  the  least  in- 
tent to  magnify  any  successes  or  minimize  any 
failures  that  I may  have  encountered  in  the 
management  of  these  cases,  I can  truly  say 
that  belief  and  confidence  in  the  principles 
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just  outlined  have  resulted  in  making  it  diffi- 
cult to  find,  in  a search  of  my  records,  a single 
case  of  sinus  disease  that  was  not  adequately 
taken  care  of,  and,  so  far  as  I know,  cured. 
Always  remember,  if  you  please,  that  I am 
speaking"  as  one  who  practices  only  in  the 
“Sunny  South”,  but  who  knows  from  contact 
and  observation  and  contemporary  reading 
that  the  farther  north  we  go,  and  the  more 
rigorous  the  climatic  conditions  that  exist,  the 
greater  and  more  difficult  and  serious  are  the 
problems  encountered  in  the  management  of 
nasal  accessory  sinus  infections. 


COALITION  AS  AN  INDISPENSABLE 
FACTOR  IN  THE  DIAGNOSIS  OF 
PYORRHEA  ALVEOLARIS.* 

By  JOHN  BELL  WILLIAMS,  Ph.G.,  D.  D.  S„  Richmond.  Va. 

McGuire  Clinic. 

“Mighty  things  from  small 
beginnings  grow.” — Dryden. 

Pyorrhea  alveolaris  is  a disease  which  has 
been  destroying  the  teeth  and  their  surround- 
ing tissue  since  the  dawn  of  civilization.  Ex- 
isting evidence  indicates  that  beyond  a doubt 
this  insidious  disease  cast  its  shadow  on  the 
lives  of  the  early  Chinese,  Egyptians,  Phoe- 
nicians, Greeks  and  Romans;  for  in  ancient 
literature  their  frequent  allusions  to  “loose 
teeth”  and  “bleeding  gums  filled  with  corrup- 
tion” can  easily  be  interpreted  today  as  de- 
scribing pyorrhea. 

Nomenclature 

The  term  “pyorrhea”  was  originated  by  a 
French  dentist,  Monsieur  le  Docteur  le  Den- 
tiste  Joirac,  in  1822,  and  was  generally  con- 
sidered incurable  in  that  unenlightened  day 
of  dentistry. 

Men  attempted  to  treat  the  disease  with 
mouth  washes  to  induce  “breath  like  a May 
morn.”  Even  today  we  find  survivals  of  the 
mouth-wash  treatment  which  is  so  ineffective 
that  it  almost  amounts  to  a superstition  and 
is  quite  in  keeping  with  the  French  custom  of 
using  perfume  instead  of  bath  tubs.  Our  laity 
are  importuned  by  advertisements  to  use  mouth 
washes  for  halitosis,  while  the  American  den- 
tists attempt  to  teach  that  it  is  better  to  elimi- 
nate the  debris  than  constantly  to  deodorize  it. 

John  M.  Riggs,  of  Hartford,  Conn.,  in  1845 
wras  the  first  to  proclaim  pyorrhea  a curable 
disease.  In  his  revolutionary  paper  he  asserted 
that  with  proper  surgical  treatment  90  per 

•Read  before  the  Southside  Virginia  Medical  Association 
at  Hopewell,  Va.,  March  8,  1927. 


cent  of  all  cases  could  be  cured.  He  acquired 
an  enviable  reputation  in  America  and  abroad, 
and  as  a result  of  his  work  pyorrhea  came  to 
be  known  as  “Riggs’  disease.”  In  recent  years 
the  American  Academy  of  Periodontology  has 


Fig.  1. — Normal  relation  of  bone  and  teeth. 


adopted  the  title  of  “periodontoclasia”  or  “den- 
tal periclasia,”  as  proposed  by  A.  J.  McDon- 
ough, of  Toronto,  meaning  a breaking  down 
of  the  tissues  surrounding  the  teeth.  Between 
the  introduction  of  these  titles  no  less  than 
fifty-seven  appellations  have  been  offered  to 
designate  these  persisting  pockets  of  pus.  In 
endeavoring  to  keep  “up-to-date ' with  the 
numerous  titles,  we  have  frequently  been  forced 
to  call  into  use  the  retort  of  David  Crockett, 
who  when  he  was  criticized  by  a fellow  member 
of  Congress  for  his  poor  spelling,  replied  that 
a man  must  be  a mighty  poor  speller  if  he 
could  not  spell  a word  more  than  one  way. 
Whether  this  dread  disease  is  called  pyorrhea, 
periclasia  or  any  of  the  other  numerous 
“-itides”  or  “-asiae”,  is  not  so  important  as 
the  realization  of  its  fiendishness  as  a focal- 
ized infection. 

Pathology 

Pyorrhea  alveolaris  begins  as  a rule  at  the 
gingival  border,  progressing  slowly  toward  the 
apices  of  the  roots  of  the  teeth.  A complete 
destruction  of  the  alveolar  process  and  peri- 
cementum with  exfoliation  of  the  teeth  is  in- 
evitable unless  the  disease  is  arrested  by  treat- 
ment. Some  of  the  characteristics  attending 
its  progress  are  inflammation  of  gingiva 
usually  spoken  of  as  soft,  swollen,  bleedinj. 
gums,  destruction  of  the  floor  of  the  gingiva 
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crevice,  absorption  of  the  alveolar  process  and 
the  formation  of  suppurative  jackets.  Other 
characteristics  are  sensitiveness  of  thermal 
changes,  separation,  elongation  and  loosening 
of  teeth.  The  first  phenomenon  to  manifest 
itself  in  this  disease  is  gingival  inflammation 
which  may  come  from  various  causes,  of  which 


Fig.  2. — Normal  appearance  of  soft  tissues  about  cen- 
tral incisor,  cuspid  and  bicuspid,  with  recession  of 
the  marginal  gingival  line  about  the  lateral  incisor. 


uncleanliness  of  the  mouth  is  paramount.  Ir- 
ritation of  the  gingiva  from  any  cause  of 
long  standing  will  result  in  inflammation 
which  may  be  carried  through  the  gingival 
group  of  pericemental  fibres  to  the  pericemen- 
tum and  cause  a break  in  the  floor  of  the  gin- 
gival crevice.  Following  upon  this  break  the 
cementum,  the  pericementum  and  alveolar  pro- 
cess are  thrown  open  to  ruinous  irritation  and 
infection.  The  destruction  of  the  alveolar  pro- 
cess and  pericementum  is  followed  by  shrink- 
age of  the  gums  and  bone  resorption  resulting 
in  the  formation  of  pockets  where  the  bacterial 
flora  of  the  mouth  find  their  way.  The  bac- 
teria of  the  mouth  are  not  believed  to  have 
any  direct  primary  relationship  to  pyorrhea; 
they  are  considered  secondary  trespassers  only. 

Relation  to  Systemic  Disease 

It  is  certain  that  the  day  when  dentistry  was 
judged  in  terms  of  gold  shell  crowns  and  false 
teeth  has  been  relegated  to  the  past  and  rests 
in  the  archives  of  that  era  in  medicine  when 
calomel  was  kin"  and  blood-letting-  the  anchor 
of  hope.  For  her  renaissance  dentistry  owes 
much  to  the  study  of  systemic  disease,  for  what 
Shakespeare  did  for  the  theatre,  what  Patrick 


Henry  did  for  the  Revolution,  what  ether  did 
for  surgery,  focal  infection  has  done  for  den- 
tistry. 

It  would  be  as  presumptuous  for  a dentist 
unassisted  by  a physician  to  attempt  to  diag- 


Fig.  3. — (a)  Destruction  of  soft  tissue  about  an  in- 
cisor tooth.  (b)  Radiograph  of  same  tooth  fails  to 
show  presence  of  the  disease,  because  the  bone  de- 
stroyed by  the  lesion  is  overshadowed  by  the  tooth. 

nose  such  systemic  diseases  as  those  of  the  heart 
and  pericardium,  serous  membranes,  joints, 
gastro-intestinal  tract,  eye,  genito-urinary 
tract,  etc.,  in  relation  to  any  form  of  oral 
sepsis  as  it  would  be  impossible  for  a physi- 
cian to  diagnose  and  treat  decayed  teeth.  The 
dentist  struggling  alone  is  about  as  far  from 
even  a working  knowledge  of  these  systemic 


Fig.  4. — (a)  Radiograph  of  bicuspid  and  molar  teeth 
fails  to  show  any  distruction  of  bone.  (b)  Photo- 
graph of  same  teeth  showing  the  absence  of  the 
buccal  plate  of  bone  about  the  first  molar. 
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diseases  as  Benjamin  Franklin  was  from  the 
radio.  The  dental  examination  is  merely  one 
of  the  elements  from  which  the  finished  diag- 
nosis is  synthesized.  The  master  chemist  in 
this  building  process  must  be  the  doctor  of 
general  medicine  or  surgery.  He  is  not  the 
dentist,  the  roentgenologist,  nor  is  he  the  oto- 
laryngologist or  any  worker  in  a special  field. 
With  the  doctor  of  general  medicine  or  surg- 
ery  lies  the  responsibility  of  sifting  the  essen- 
tials from  the  non-essentials  and  of  reducing 
the  mass  of  special  work  to  manageable  form. 
The  importance  of  pyorrhea  in  this  melting 
pot  is  summed  up  by  James  H.  Smith*  as  fol- 
lows : 

“The  subject  of  pyorrhea  is  one  which  I 
think  may  not  receive  the  attention  it  deserves 
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(1)  A clinical  examination  without  an  X- 
ray  examination. 

(2)  An  X-ray  examination  without  a clini- 
cal examination. 

(3)  A combination  of  these  two  procedures. 
Box*  has  enumerated  twenty  “signs”  of 

early  periodontal  disease: 

(1)  Traumatic  crescent. 

(2)  Congestion  of  marginal  gingiva. 

(3)  Mobility  No.  1. 

(I)  Recession  of  the  marginal  gingival  line. 

(5)  Asymmetric  recession  of  the  marginal 
gingival  line. 

(6)  Recession  of  the  alveolar  crest  line. 

(7)  Increased  radiolucency  of  the  alveolar 
crest  of  lamina  dura. 


Fig.  5. — A beginning  of  bone  destruction  about  several  teeth  with  advanced  destruction  about  the  lower 
incisors.  Note  area  of  apical  change  about  the  upper  left  second  bicuspid  and  second  molar. 


at  the  hands  of  internists,  though  I may  be  un- 
justly ascribing  my  own  tendencies  to  others. 
We  think  of  it  as  esthetically  objectionable, 
and  as  a liability  for  the  entrance  of  bacteria 
into  the  digestive  tract,  believing,  however, 
that  under  normal  conditions  they  will  be  taken 
care  of.  But  as  sources  of  toxic  absorption 
by  way  of  lymphatics,  we  are  inclined,  I think, 
to  regard  pyorrhea  lightly,  counting  on  its 
superficial  localization  and  unimpeded  drain- 
age to  avoid  the  role  of  foci  of  infection.  I 
am  inclined  to  believe  we  may  now  underesti- 
mate its  constitutional  effects  even  as  once  we 
possibly  overestimated  them.” 

Diagnosis 

Today  three  methods  are  employed  in  the 
diagnosis  of  pyorrhea  alveolaris: 

•Smith.  James  H.,  M.  D. : The  Dental  Problems  of  In- 
ternal Medicine.  Dental  Cosmos,  October,  1926. 


(8)  Disturbance  of  normal  contour  of  the 
alveolar  crest. 

(9)  Increased  widening  of  the  pericemental 
space. 

(10)  Mobility  No.  2. 

(11)  Shortening  of  the  crest  of  the  septal 
gingiva. 

(12)  Linear  depressions  in  the  alveolar  mu- 
cosa. 

(13)  Stillman’s  clefts. 

(14)  Absence  of  stippling. 

(15)  Festoons. 

(1G)  Injection  of  blood  vessels. 

(17)  Increased  depth  of  the  gingival  crev- 
ice. 

(18)  Epithelial  nodules. 

(19)  Distended  veins  in  the  mucosa. 

(20)  Pus  cells  in  the  crevicular  exudate. 

‘Studies  in  Periodontal  Pathology,  Harold  Keith  Box,  D. 
D.  S..  Ph.D.,  F.  A.  A.  P.,  Canadian  Dental  Research  Founda- 
tion, Toronto. 
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Four  of  these  signs  can  be  determined  only 
by  the  use  of  the  X-ray.  Eight  can  be  seen 
only  upon  clinical  or  microscopic  examina- 
tion, while  with  the  remaining  eight  signs 
pyorrhea  will  leave  its  trace  so  profoundly  as 
to  be  seen  either  by  the  eye  or  upon  an  X-ray 
plate. 

It  is  as  certain  that  the  presence  of  pyorrhea 
as  shown  on  a radiograph  cannot  always  be 
determined  by  a clinical  examination  as  it  is 
manifest  that  pyorrhea  may  be  present  but 
show  no  evidence  of  its  manifestations  upon 
a radiograph.  The  reason  for  this  is  because 
the  character  of  the  tissues  is  such  that  the 
changes  in  the  hard  tissues,  that  is  the  cemen- 
tum  and  bone,  cannot  be  seen  upon  clinical 
examination,  while  changes  in  the  soft  tissues, 
that  is  the  gingiva  and  pericementum,  cannot 
be  transposed  to  a radiograph.  Another  rea- 
son the  radiograph  sometimes  fails  is  because 


hanging  fillings,  improperly  fitting  crowns  and 
other  forms  of  irritation.  Obviously  this  must 
be  done  by  a dentist.  The  second  part  of  the 
treatment  is  to  balance  the  occlusion,  that  is 
the  correction  of  “traumatic  occlusion”,  or 
“pernicious  percussion”,  so  that  the  stress  of 
mastication  will  fall  equally  upon  all  the  teeth. 
This  is  done  by  grinding  the  chewing  sur- 
faces of  the  teeth  until  they  “hit”  uniformly. 
The  third  and  most  important  part  of  the 
treatment  is  preventive  as  well  as  curative.  In 
its  application  the  physician  has  an  oppor- 
tunity for  rendering  a great  service  toward 
postponing  the  “toothless  age.”  This  part  of 
the  treatment  consists  of  purging  the  blood 
content  of  the  periodontal  vessels  at  least  twice 
daily.  It  is  carried  out  by  the  correct  use  of 
a good  tooth  brush.  The  average  drug  store 
tooth  brush  is  improperly  shaped,  too  soft  and 
entirely  too  large  for  any  human  being’s 


Fig.  6. — Photograph  of  maxillary  molar  teeth  showing  extensive  bone  destruction  about  the 
palatal  roots.  Radiograph  fails  to  show  this  destruction  of  bone. 


the  teeth  set  between  two  plates  of  bone.  One 
of  these  plates  may  be  destroyed  while  the  op- 
posite plate  remains  standing  to  be  recorded 
on  the  radiograph,  shielding  the  destruction  of 
its  fellow. 

Treatment 

Treatment  for  pyorrhea  is  divided  into  three 
parts.  The  first  part  is  to  scavenge  the  mouth 
of  all  debris,  deposits,  necrosed  tissue,  over- 


mouth. A brush  that  can  be  brought  into  con- 
tact with  the  tissues  about  all  the  teeth  must 
be  small.  To  properly  massage  these  tissues 
it  should  be  hard.  A good  technique  for  us- 
ing the  brush  has  been  introduced  by  Paul  R. 
Stillman,*  of  New  York.  It  consists  in  placing 
the  bristle  ends  of  the  brush  partly  on  the 
gingiva  and  partly  on  the  cervical  portion  of 


♦Stillman,  Paul  R.,  D.  D.  S.,  F.  A.  C.  D. : Physical  Culture 
for  the  Gingivae.  Dental  Cosmos,  October,  1924. 
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the  teeth.  Sufficient  pressure  is  applied  to  ef- 
fect a perceptible  “blanching7’  of  the  gingival 
tissues.  As  the  pressure  is  released  there  is  a 
rapid  inrush  of  blood  causing  a marked  “blush- 
ing.” This  act  is  repeated  several  times  about 
all  the  teeth.  The  result  is  a cleansing  of  the 
teeth  and  a distinct  massage  to  the  soft  parts. 
It  supplies  the  highest  degree  of  cleanliness 
and  health  to  the  teeth  and  surrounding  tis- 
sues. 

I have  presented  a great  many  details  re- 
lating to  the  causes,  pathology  and  treatment 
of  pyorrhea  at  the  risk  of  becoming  tedious 
to  a body  of  physicians,  but  they  are  facts  es- 
sential to  a discussion  of  this  subject  because 
the  minor  details  are  the  small  irritants  that 
are  “like  unto  the  mustard  seed,  which  is  the 
least  of  all  seeds,  but  when  it  is  grown  it  is 
the  greatest  among  herbs  and  shooteth  out 
great  branches.” 

Conclusions 

(1)  The  term  periodontoclasia  appears  more 
appropriate  than  any  other  title  for  describ- 
ing diseases  of  the  investing  tissues  of  the 
teeth. 

(2)  The  term  pyorrhea  is  more  generally 
used  in  describing  these  conditions. 

(3)  The  manifestations  of  this  disease  are 
to  be  seen  in  almost  every  adult  mouth. 

(4)  Its  importance  as  a focalized  infection 
is  generally  conceded. 

(5)  Its  successful  treatment  depends  upon 
early  recognition. 

(6)  Early  recognition  is  dependent  upon 
careful  co-operation  of  clinicians  and  roent- 
genologists. 

(7)  It  can  often  be  diagnosed  by  a clinical 
examination  alone,  but  its  extent  can  never  be 
determined  or  proper  operative  treatment  ap- 
plied without  an  X-ray  examination. 

(8)  An  X-ray  examination  will  frequently 
show  evidence  of  pyorrhea  which  cannot  be 
seen  upon  clinical  examination. 

(9)  An  X-ray  examination  alone  will  some- 
times fail  to  show  an  active  pyorrheal  process. 

(10)  The  safest  method  of  examination  is  a 
combined  X-ray  and  clinical  examination. 

(11)  In  the  prevention  as  well  as  in  the 
treatment  of  pyorrhea,  correct  brushing  of  the 
teeth  and  gums  is  the  core  of  the  whole  sub- 
ject. 


INFECTIOUS  JAUNDICE. 

By  WYNDHAM  B.  BLANTON,  M.  D„  Richmond,  Va. 

Infectious  jaundice  is  a disease  that  has 
been  recognized  as  a clinical  entity  since 
18491 ; a disease  that  has  assumed  epidemic 
proportions  both  in  war  and  in  civil  life, 
where  individuals  have  been  forced  to  live 
among  insanitary  surroundings.  It  is  like- 
wise a disease  that  occurs  sporadically,  and 
as  such  is  probably  encountered  more  fre- 
quently than  is  generally  supposed.  Whether 
we  are  justified  in  classifying  infectious  jaun- 
dice into  a single,  or  into  several  separate 
categories  remains  to  be  seen,  and  awaits  the 
final  demonstration  of  the  infective  agent  in 
the  case  of  epidemic  icterus,  and  doubtless 
also  in  those  cases  of  so-called  catarrhal  jaun- 
dice. It  seems  likely  from  what  is  already 
known  of  this  whole  class  of  icteric  diseases 
that  the  common  etiological  organism  when 
demonstrated  will  be  a spirillum. 

Since  Schaudinn  demonstrated  the  Trepo- 
nema pallidum  (Syphilis)  in  1905,  the  num- 
ber of  infectious  diseases  recognized  as  due 
to  spirochetes  has  steadily  increased.  Under 
this  heading  are  now  classed  the  Spirillum  of 
Vincent  (Vincent's  Angina),  Spirochaeta 
Obermeier  (Relapsing  fever),  Spirochaeta 
morsus  mura  (Rat  bite  fever),  Spirochaeta 
pertenuis  (Yaws).  Leptospira  icteroides  (Yel- 
low fever)  and  Leptospira  icterohemorrhagiae 
(Weil’s  disease). 

I.  SniROCHAETOSIS  I CTEROHEMORR HAGICA 

(Weil's  Disease) 

Weil’s  disease  was  first  recognized  by  Lar- 
rey  and  Ozanam  (1849).  It  was  first  de- 
scribed accurately  by  Weil  (1886)2.  The  first 
demonstration  of  the  causative  organism  was 
made  by  Inada.  (1913)3,  and  since  then  it  has 
been  successfully  cultured  on  artifical  media, 
using  the  method  by  which  Noguchi  for  the 
first  time  grew  the  treponema  of  syphilis. 

This  type  of  infectious  jaundice  occurs 
widely  throughout  the  world.  It  was  recog- 
nized among  the  troops  on  every  battle  front 
in  the  recent  war — French,  Japanese,  Cana- 
dian. British,  Rumanian  and  Italian.  Epi- 
demics of  it  have  been  studied  and  described 
in  Japan,4  especially  in  mines  where  the  ad- 
jacent soil  is  alkaline.  Sporadic  cases  are 
everywhere  met,  but  in  this  country  very  few 
instances  are  on  record  in  which  the  causative 
organism  has  been  isolated.  In  January  of 
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this  year,  Hayman5  reported  the  fifth  case. 
Cushing6  has  recently  demonstrated  it  in  two 
cases  in  Bellevue  Hospital,  New  York  City. 

The  Japanese,7  who  have  added  most  to 
our  knowledge  of  this  disease,  describe  it  as 
presenting  three  phases.  First — Febrile  stage, 
7 days.  There  is  a sudden  onset  with  chill, 
fever,  injected  eyes,  herpes,  hemorrhages, 
headache  and  muscle  pains.  There  is  albu- 
minuria, enlargement  of  the  liver  and  tender- 
ness of  the  abdomen.  Organisms  (leptospira) 
occur  in  the  blood,  liver,  spleen  and  adre- 
nals. No  immune  bodies  are  demonstrable. 
Second — Icteric  stage,  7th  to  13th  day.  Jaun- 
dice usually  begins  on  the  fourth  day.  There 
is  a peculiar  greenish  tint  present  in  the  skin. 
The  pulse  is  slow,  itching  and  other  symptoms 
of  jaundice  exist.  The  leptospira  now  leaves 
the  blood  stream,  liver  and  adrenals.  It  is 
still  present,  however,  in  the  kidneys  and 
urine.  Immune  bodies  can  now  be  demon- 
started  in  the  blood.  This  is  the  period  dur- 
ing which  death,  if  it  occurs,  is  to  be  expected. 
Third — Convalescent  stage,  13th  to  16th  day. 
Jaundice  begins  to  fade.  Anemia  and  wast- 
ing are  now  important  features.  Immune 
bodies  reach  their  height  in  the  blood  serum. 
Organisms  are  present  in  the  kidneys  and 
urine. 

Case  Report. 

A university  student,  aged  20,  presented  himself 
because  of  jaundice  of  three  weeks’  duration.  He 
had  taken  part  in  a swimming  meet  and  almost  im- 
mediately became  suddenly  and  acutely  ill.  He 
entered  the  University  of  Virginia  Hospital  as  a 
suspected  case  of  grippe.  Headache,  fever,  pains  in 
the  back,  nausea  and  vomiting  were  distressing  and 
continued  off  and  on  for  the  first  week.  He  had  no 
appetite  and  was  quite  constipated.  His  tempera- 
ture is  said  to  have  reached  104°  F.  On  the  second 
day  of  his  illness  he  became  jaundiced,  his  stools 
were  observed  to  be  light  and  his  urine  dark.  There 
were  no  hemorrhages. 

Examination  three  weeks  after  the  onset  showed 
that  he  was  still  markedly  jaundiced,  though  he 
was  up  and  about.  His  temperature  was  normal. 
The  stools  were  light  though  not  clay  colored.  The 
urine  was  dark  and  showed  bile.  There  were  both 
albumin  and  casts  in  the  urine.  The  icte'ric  index 
was  75.  Several  duodenal  taps  got  quantities  of 
dark  bile.  The  liver  and  spleen  were  not  palpable. 
He  continued  to  be  constipated,  showed  little  appe- 
tite and  lost  weight.  The  blood  serum  was  sent  to 
Dr.  Noguchi,  of  the  Rockefeller  Institute,  who  found 
that  it  completely  destroyed  leptospira  icterohemor- 
rhagiae,  establishing  the  diagnosis  of  Weil’s  disease. 

On  the  twenty-eighth  day  of  his  illness  he  began 
to  complain  again  of  headache,  loss  of  appetite,  con- 
stipation and  general  malaise.  His  temperature  rose 
to  101°-102°  F.  After  one  week  in  bed  he  became 
markedly  better,  the  jaundice  began  to  clear  and 
five  weeks  after  the  onset  he  was  able  to  return  to 
his  work.  Though  still  jaundiced,  the  urine  was 
bile  free.  At  the  time  of  his  second  febrile  reac- 


tion, urine  was  injected  intraperitoneally  into  a 
guinea  pig.  This  pig  did  not  develop  jaundice  and 
has  remained  well.* 

Correspondence  with  Dr.  H.  B.  Mulholland,  of  the 
University  of  Virginia  Hospital,  who  saw  this  pa- 
tient when  he  was  first  taken  ill,  disclosed  the  fact 
that  blood  withdrawn  at  that  time  was  injected  into 
guinea  pigs  from  whom,  he  reports,  the  leptospira 
icterohemorrhagiae  was  isolated.  This  was  an  in- 
teresting verification  of  Pfeiffer’s  reaction  already 
demonstrated  in  the  blood  serum  by  Dr.  Noguchi. 
Dr.  Mulholland  plans  to  report  this  case  and  his 
work  upon  it  during  this  stage  in  a separate  paper. 
His  findings  were  made  entirely  independent  of  the 
subsequent  history. 

II.  Epidemic  Infectious  Jaundice 

Jaundice  of  an  epidemic  nature  occurred 
in  22,509  soldiers  during  our  Civil  War. 
There  were  161  deaths  in  this  number.  5,648 
cases  were  reported  as  occurring  in  the  South 
African  war.  In  1917,  in  Mesopotamia  alone, 
there  were  4,171  cases.  Colonel  W.  H.  Will- 
cox8  has  admirably  reported  this  epidemic  in 
his  Lettsomian  Lectures  on  jaundice.  There 
have  been  civilian  epidemics  of  jaundice  in 
the  LTnited  States  since  1812.  As  Blumer’s9 
studies  showed,  practically  every  state  in  the 
Union  has  been  affected.  There  were  small 
epidemics  in  Norfolk  in  1812,  at  Halifax  Court 
House  in  1856,  and  in  Richmond  in  1860.  In 
1922  Williams10  reported  an  epidemic  of  300 
cases  among  school  children  in  New  York 
State.  Symmers11  and  Witt12  both  described 
small  outbreaks  from  Bellevue  Hospital. 

Willcox  from  an  enormous  experience  gives 
the  symptoms  as  follows:  a prodromal  period 
of  abdominal  discomfort,  anorexia,  nausea, 
occasional  vomiting,  diarrhea  and  constipa- 
tion. The  onset  is  marked  by  a mild  pyrexia 
and  chilliness.  The  tongue  is  furred.  There 
is  vomiting,  headache  and  “pains  all  over”. 
About  the  fourth  day  jaundice  gradually  begins 
to  appear.  The  liver,  spleen  and  right  heart 
are  enlarged.  After  a mild  course — usually 
three  weeks — the  patient  is  convalescent.  Severe 
and  fatal  cases  were  occasionally  encountered. 
Yellow  atrophy  of  the  liver  was  noted  in  a few 
of  the  fatal  cases.  The  mortality  was  far  be- 
low that  of  Weil’s  disease — 0.4  per  cent  as 
against  an  average  mortality  of  30  per  cent. 
No  organisms  were  found  after  elaborate  and 
thorough  laboratory  investigation  of  the  Dar- 
danelles’ epidemic.  Other  workers  in  similar 
outbreaks  have  been  unsuccessful  in  estab- 
lishing the  causative  organism. 

♦Inada  denied  the  occurence  of  relapses.  He  speaks  instead 
of  after-fevers  due,  he  thinks,  to  disintegrating’  toxins  at  the 
height  of  immunity.  He  bases  this  on  the  fact  that  at  this 
time  there  is  no  return  of  the  main  symptoms  and  the  blood 
is  not  infectious. 
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A small  epidemic  of  infectious  jaundice  Avas 
recently  encountered  in  Richmond  school  chil- 
dren. Three  children,  each  eight  years  old, 
occupying  adjacent  seats  in  a school  room, 
simultaneously  developed  a similar  train  of 
sypmtoms.  the  prominent  features  of  which 
were  anorexia,  languor,  mild  gastric  and  in- 
testinal complaints,  slight  temperature,  en- 
largement of  the  liver,  jaundice,  clay  colored 
stools  and  bile  in  the  urine.  After  one  week 
all  of  the  stools  again  showed  the  presence 
of  bile.  A study  of  the  urine  sediments  un- 
der the  dark  field  revealed  no  spirochetes. 
Guinea  pigs  were  inoculated  intraperitoneal- 
lv  with  G c.c.  of  fresh  urine  from  each  case 
during  the  first  week.  The  pigs  Avere  bled 
from  the  heart  after  forty-eight  hours  and  the 
blood  serum  searched  under  the  dark  field. 
No  organisms  were  found.  All  of  the  pigs 
survived.  After  ten  days  the  urine  Avas  again 
inoculated  into  guinea  pigs,  also  with  nega- 
th*e  results. 

Three  weeks  after  the  development  of  these 
three  cases,  other  cases  began  to  appear.  In 
the  home  of  one  of  the  children  a younger 
brother  and  sister  each  developed  the  disease, 
the  only  other  brother  escaping.  Another  of 
the  original  cases  infected  her  younger 
brother.  The  third  did  not  infect  any  of  his 
three  brothers  and  sisters,  who  were  older 
than  he.  At  this  time  three  other  cases  de- 
veloped. one  in  the  same  class  room,  tAvo 
others  from  a different  class.  In  all,  eight 
cases  of  jaundice  appeared,  three  simultane- 
ously: and  three  weeks  later.  five  others  who 
AA-ere  definite  contacts.  Six  of  these  cases  were 
seen  and  studied  by  us.  It  is  to  be  noted  that 
home  contact  between  school  children  and 
children  who  were  not  in  school  Avas  a promi- 
nent feature  of  this  outbreak.  The  disease  is 
eA'identlv  carried  from  person  to  person, 
though  in  this  instance  the  contact  was  us- 
ually an  intimate  one — those  first  affected  sat 
side  by  side  in  school  and  the  secondary  cases 
Avere  brothers  and  sisters.  The  great  majority 
of  the  other  children  in  the  same  school  room 
were  unaffected.  These  observations  are  at 
A*ariance  with  the  assertion  of  Willcox  that 
“the  epidemic  character  appeared  due  to  a 
common  cause  rather  than  a spread  from  per- 
son to  persorr’.  He  asserted  that  instances  of 
infection  from  patient  to  patient  in  the  hos- 
pital Avere  not  common. 


Case  Reports. 

Case  1.  An  eight  year  old  boy,  who  had  been  per- 
fectly well  except  for  tonsillitis  a month  previously, 
became  listless,  constipated  and  lost  his  appetite. 
The  next  day  he  complained  of  pain  in  the  epigas- 
trium and  nausea,  and  vomited  moderately.  Jaun- 
dice of  the  skin  and  mucous  membranes,  clay  col- 
ored stools  and  dark  bile-containing  urine  were 
noticed.  Pule  72.  Temperature  99.5°  F.  The  liver 
margin  Avas  firm,  but  not  tender,  and  extended  one 
inch  below  the  costal  border.  After  two  days,  most 
of  the  symptoms  subsided,  but  jaundice,  palpable 
liver  and  characteristic  stools  and  urine  continued 
for  one  week.  On  the  seventh  day  a distinct  yellow 
color  began  to  show  in  the  stool. 

Case  2.  A previously  healthy  girl  of  eight  years 
was  given  calomel  by  her  mother  for  constipation. 
She  appeared  well  for  a week.  Her  mother  then 
kept  her  in  bed  because  she  refused  food  and  was 
again  constipated  and  Arery  languid.  There  was  no 
pain,  nausea  or  \-omiting.  No  symptoms  referable 
to  the  head,  heart,  lungs,  kidney  or  nervous  system. 
Examination  disclosed  moderate  jaundice  of  the 
mucous  membranes  and  skin.  The  liver  was  palpa- 
ble one  inch  below  the  costal  margin,  not  tender. 
Spleen  not  felt.  Slight  elevation  of  temperature. 
Physical  examination  otherwise  negative.  Urine 
contains  considerable  bile,  stool  light  grey.  After 
several  days  symptom-free,  except  for  jaundice. 
Color  returned  to  the  stools  after  one  week. 

Case  3.  A boy  of  eight  was  noticed  to  be  pale, 
irritable,  and  without  appetite.  He  was  put  to  bed 
after  having  a large  foamy  loose  stool.  No  tem- 
perature. Next  day  he  had  no  complaint  except  lan- 
guor. No  pain,  nausea,  vomiting  or  other  symptoms. 
On  the  second  day  jaundice  of  the  skin  and  mucous 
membranes  Avas  noticed.  Urine  dark  and  stool  light. 
Spleen  and  liver  negative.  Remaining  physical  ex- 
amination negative.  After  one  week  color  began  to 
return  to  the  stool. 

Case  4.  A boy  of  seven  had  a stomach  upset,  with 
foul  breath  and  headache.  Three  weeks  preAuously 
his  sister  had  had  jaundice.  He  temporarily  im- 
proA'ed  and  returned  to  school.  At  this  time  he 
showed  no  alteration  in  the  color  of  his  skin,  stools 
or  urine.  One  week  later  the  conjunctivae  became 
violently  inflamed  and  fever  developed — 102°  F.  aaws 
the  highest.  No  nausea  or  vomiting,  no  pain  in 
abdomen.  Anorexia.  Constipated.  TAArelve  days 
after  onset,  urine  became  dark.  Parents  had  not 
noticed  any  jaundice.  For  a few  days  had  had  a 
cough  and  a head  cold.  Examination  disclosed  an 
acutely  ill  boy  with  slight  jaundice  of  the  skin  and 
mucous  membranes.  Temperature  99.5°  F.  Pulse 
110.  The  nose  and  throat  were  slightly  red.  The 
heart  and  lungs  were  normal.  The  lower  margin 
of  the  liver  could  be  felt  one  inch  below  the  costal 
border,  not  tender.  The  spleen  could  not  be  felt. 
The  urine  showed  bile.  Icteric  index  was  15.  The 
urine  shOAved  albumin  but  no  casts.  Blood  count — 
W.  B.  C.  6,000;  R.  B.  C.  4,130,000;  Hgb.,  74%.*  A 
guinea  pig  into  whose  peritoneum  5 c.c.  of  blood  was 
injected,  survived  symptom-free. 

Case  5.  A boy  four  years  old  (brother  of  one  of 
the  first  cases),  was  awakened  at  5 A.  M.,  Aromiting 
phlegm.  In  bed  all  day,  no  temperature.  Next  day 
better.  Next  day  had  pain  in  his  abdomen,  which 
was  relieved  by  enema.  Temperature  102.5°  F. 
Large  foamy  stool.  Two  more  later.  No  tempera- 
ture next  day.  Coughing,  pain  in  stomach,  no  appe- 
tite. Three  days  later,  dark  urine  (6th  day).  Next 
day  vomited,  pain  in  abdomen,  no  temperature, 
jaundiced,  bile  in  urine.  Next  day  stool  yellow  with 
broAvn  streaks.  Progressively  better,  but  urine  still 
dark  on  the  11th  day  of  the  disease.  This  case  oc- 
curred three  weeks  after  the  outbreak  of  the  con- 
tact case. 
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Case  C.  A girl  three  years  old  (sister  of  one  of 
the  first  cases).  Severe  attack  of  urticar.a  of  one 
day’s  duration.  Pain  in  abdomen,  vomiting.  Tem- 
perature 101°  F.  Two  days  later  much  pain  in  the 
abdomen,  distention,  belching.  Temperature  103°  F. 
Mucus  in  stool.  Three  days  later,  urine  dark.  On 
the  4th  day,  no  temperature.  On  the  8th  day,  sug- 
gestion of  clay  colored  stool.  Slight  jaundice  noticed 
the  same  day.  Bile  in  urine.  Very  yellow  on  the 
9th  day*.  Same  day  color  began  to  come  back  in  the 
stool.  After  the  12th  day,  much  better.  This  case 
also  occurred  three  weeks  after  the  outbreak  of  the 
contact  case.* 

Etiolckjy 

Epidemic  jaundice  is  recognized  as  contagi- 
ous. A soldier  sleeping  in  a barn  with  seven 
or  eight  other  soldiers  has  been  known  to  in- 
fect them  all.  However,  we  know  neither  the 
organism  nor  the  method  of  conveyance. 

Rats  have  been  suspected  of  being  the  most 
important  factor  in  the  spread  of  Weil’s  dis- 
ease. In  Japan  (40  per  cent),  in  America 
(10  per  cent),  and  elsewhere  rats  have  been 
shown  to  harbor  pathogenic  leptospira  ictero- 
hemorrhagiae  in  their  kidneys,  and  to  ex- 
crete them  in  their  urine.  Victims  of  Weil’s 
disease  are  thought  to  become  infected 
through  contact  with  rat  contaminated  soil, 
(bare  footed  miners),  or  from  articles  of  food 
to  which  rats  have  had  access.  These  findings 
“seem  to  be  particularly  important  in  reveal- 
ing a latent  danger  to  which  we  have  been 
constantly  exposed,  but  from  which  we  es- 
cape as  long  as  sanitary  conditions  are  not 
disturbed  by  untoward  events.”  No  contact 
with  rats,  however,  could  be  shown  either  for 
our  case  of  Weil’s  disease  or  for  the  eight  cases 
of  epidemic  jaundic  reported.  Emulsions  of 
the  kidneys  of  a number  of  Richmond  rats 
were  injected  into  guinea  pigs  with  negative 
results. 

Several  of  our  cases  were  tested  for  im- 
mune bodies.  The  serum  of  the  case  of  Weil's 
disease  completely  destroyed  leptospira  ictero- 
hemorrhagiae.  The  sera  of  three  of  our  other 
cases  were  likewise  tested  by  Dr.  Noguchi. 
None  of  them  reacted  to  leptospira  ictero- 
hemorrhagiae,  but  they  did  x’eact  to  a lepto- 
spira recovered  from  ice  box  water.  It  was 
not  possible  to  collect  drinking  water  for  ex- 
amination to  which  our  cases  had  access. 
These  appear  to  be  very  suggestive  results. 
As  said,  no  one  has  yet  demonstrated  the  or- 
ganism of  epidemic  jaundice.  A tremendous 
amount  of  work  was  done  on  it  by  the  British 

•Cases  No.  7 and  No.  8 were  seen  by  Dr.  J.  O.  Fitzgerald  and 
presented  similar  symptoms. 


during  the  recent  war,  with  negative  results. 
Dr.  Noguchi’s  findings  certainly  indicate  the 
need  for  further  studies  in  epidemic  jaundice, 
dark  field  examinations  of  blood  and  urine, 
and  the  inoculation  of  guinea  pigs  in  ail 
stages  of  the  disease. 

Table  I 

A Comparison  of  Epidemic  Jaundice  and  Weil’s 


Disease 

Based  on  tiie  Cases  Here 

Reported. 

Epidemic  Jaundice  Weil’s  Disease 

One  week 

Duration 

Six  weeks 

Unknown 

Etiology  Leptospira  ictero- 

hemorrhagiae 

Immune  Bodies 

For  leptospira  from  ice  For  leptospira  ictero- 

box  water  ’ hemorrhagiae 

Intense  and 

sudden  Jaundice  Slight 

and  gradual 

None 

Hemorrhage 

None 

None 

Splenic  Enlargement 

None 

Moderate 

Hepatic  Enlargement 

None 

One  week. 

slight  Fever  One  week,  high 

Light 

Stool 

Variable 

One  week 

Bile  in  Urine 

Five  weeks 

6-18 

Icteric  Index 

75 

Absent 

Casts  and  Albumin 

Present 

None 

Relapse 

One 

0.4% 

Accepted  Mortality 

30%: 

Epidemic  Jaundice  vs.  Weil’s  Disease 

A comparison  of  the  two  diseases  here  re- 
ported brings  out  the  following  differences. 
In  our  cases  of  epidemic  jaundice  the  dura- 
tion was  one  week,  the  icterus  was  of  oradual 
onset  and  mild,  the  fever  was  slight,  the  urine 
was  negative,  the  liver  was  enlarged  and  there 
was  no  relapse.  No  organisms  were  found 
though  the  sera  reacted  with  a leptospira. 
On  the  other  hand,  in  Weil’s  disease  the  dura- 
tion was  more  than  five  weeks,  the  jaundice 
came  on  suddenly  and  was  very  intense,  the 
urine  showed  casts  and  albumin,  there  was 
no  enlargement  of  spleen  or  liver,  a relapse 
occurred  after  four  weeks,  leptospira  ictero- 
hemorrhagiae  was  demonstrated  in  the  blood 
(Dr.  Mulholland)  and  later  the  convalescent 
sera  reacted  to  the  Rockefeller  strain  of  lep- 
tospira icterohemorrhagiae.  The  difference 
in  mortality  between  the  two  diseases  should 
be  noted — 0.4  per  cent  for  epidemic  jaundice 
against  30  per  cent  for  Weil’s  disease. 
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III.  Catarrhal  Jaundice 
Cocayne15  believes  that  catarrhal  jaundice 
is  the  sporadic  or  endemic  form  of  epidemic 
jaundice.  The  French,  Brule16  in  particular, 
hold  to  the  same  view,  regarding  catarrhal 
jaundice  as  an  infectious  disease  due  to  altera- 
tion in  the  hepatic  cells  and  not  the  result  of 
obstruction.  Eppinger17  and  also  Stadelmann18 
showed  intrahepatic  mucous,  bile-stained 
plugs  blocking  the  bile-canaliculi,  and  claimed 
to  find  them  only  in  non-infectious  icterus. 
The  old  idea  of  a mucous  plug  obstructing 
the  ampulla  of  Yater  is  not  tenable.  Autopsy 
findings  do  not  substantiate  it  and  clinical  ex- 
perience, with  gall-bladder  drainage  through 
a duodenal  tube,  shows  the  bile  usually  flows 
freely  in  cases  of  catarrhal  jaundice.  The  oc- 
currence of  catarrhal  jaundice  in  adolescence, 
the  immunity  conferred  by  one  attack,  the 
similarity  of  its  symptoms  to  infectious  jaun- 
dice, the  occasional  development  out  of  it  of 
Icterus  Gravis,  or  acute  yellow  atrophy  of 
the  liver,  point  to  an  infectious  disease  in- 
volving- the  finer  ducts  and  cells  of  the  liver 
in  varying  degrees.  This  theory  is  not  really 
in  conflict  with  Eppinger's  description  of 
mucous  plugs  in  the  ducts,  because  such  ac- 
cumulations may  easily  form  as  a part  of  a 
diffuse  cholangeitis. 

There  is  need  for  more  study  of  these  very 
interesting  outbreaks  of  icterus.  Leptospira 
may  be  a comparatively  recent  invader  of  the 
human  body  as  Noguchi  suggests.  As  it 
gains  in  virulence  by  repeated  animal  pas- 
sage. we  may  expect  more  serious  consequences 
and  a higher  mortality.  The  relatively  high 
mortality  among  the  Japanese  is  explained 
also  by  Noguchi  on  these  grounds.  These 
spirochetal  infections  doubtless  occur  about 
us  more  frequently  than  we  realize.  It  is  im- 
portant to  know  that  though  the  organism 
may  not  be  always  demonstrable,  the  serum 
reaction  for  immune  bodies  can  be  done,  and 
is  as  informing  as  the  Widal  reaction  in 
typhoid  fever. 
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ON  HEMORRHAGE  AS  A COMPLICATION 
OF  TONSILLECTOMY.* 

By  WALTER  A.  WELLS.  A.  M„  M.  D.,  F.  A.  C.  S., 
Washington,  D.  C. 

There  is  probably  no  kind  of  medical  in- 
formation which  it  is  so  important  that  we 
should  possess,  in  an  accurate  and  complete 
form,  as  that  which  concerns  the  surgical  emer- 
gencies; for  its  province  is  not  the  indefinite 
interwoven  boundary  between  health  and  dis- 
ease or  between  disease  and  death,  but  rather 
the  slender,  delicate  thread  that  connects  al- 
most perfect  health  with  sudden  death. 

Tonsillectomy  is  practically  always  an 
operation  of  election,  done  to  prolong  life 
and  not  to  save  it.  The  patient  comes  to  us 
direct  from  school,  the  work-shop,  the  office, 
and  we  promise  that  within  a week  or  so  he 
shall  be  back  again  at  his  accustomed  avoca- 
tion. better  fitted  than  before  for  life’s  ac- 
tivities. If  it  happen  otherwise,  the  fault 
is  naturally  placed  at  our  door. 

The  removal  of  tonsils  when  done  by  a 
competent  laryngologist  familiar  with  his 
ground,  versed  in  all  the  technicality  of 
his  profession,  and  prepared  for  every  emer- 


*Read  before  the  Section  on  Ophthalmology  and  Otology, 
Medical  Society  of  District  of  Columbia,  February  18,  1927. 
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gency,  must  be  regarded  as  an  operation  al- 
most free  from  hazard. 

But  as  you  know  the  operation  is  not  al- 
together in  good  repute  with  the  general  pub- 
lic, and  the  reason  will  appear. 

A patient  comes  to  you  from  his  family 
physician,  with  the  request  that  you  examine 
the  tonsils  to  determine  if  they  may  be  the 
possible  source  of  an  obstinate  arthritis,  or 
of  an  obscure  heart  affection,  or  of  repeated 
attacks  of  kidney  inflammation,  or  of  a per- 
sistent duodenal  ulcer,  or,  perhaps,  of  an 
otherwise  unexplained  high  blood  pressure 
or  general  ill  health. 

You  examine  carefully  and  discover  that 
he  has  soft  spongy  tonsils,  with  abundant 
pathological  exudate  easily  expressed  from 
the  crypts,  or  that  the  surface  of  the  tonsils 
appears  ragged,  irregular,  deeply  furrowed, 
with  scars  and  adhesions  which  bespeak  past 
suppurative  inflammation,  or  that  they  are 
of  the  imbedded  type,  with  dilated  crypts 
whose  contents  are  imprisoned  by  an  abnor- 
mally extensive  plica,  or  that  the  pillars  are 
congested,  swollen  and  edematous,  indicating 
a possible  pus  focus;  you  note  that  the  pa- 
tient has  enlarged  cervical  glands  and  you 
may  see  evidence  of  involvement  of  the  Eus- 
tachian tube,  and  you  may  obtain  history  of 
former  local  trouble  as  an  attack  of  peri-ton- 
sillar  abscesses.  In  other  words,  the  case  is 
such  as  to  convince  you  that  the  tonsils  are 
diseased,  and  you  feel  conscientiously  bound 
to  recommend  their  removal  as  a probable 
cause  of  trouble. 

The  patient  hesitates  and  you  inquire  his 
reason.  He  will  tell  you  frankly  that  he  fears 
the  outcome,  and  above  all  he  fears  a possi- 
ble hemorrhage.  Never  having  had  a fatality 
in  your  own  immediate  practice,  you  assure 
him  that  his  fears  are  ill-founded  and  that 
the  danger  is  nil.  And  then  this  particular 
patient  will  recite  to  you  instances  that  have 
come  within  his  personal  knowledge  of  seri- 
ous accidents  and  even  death.  He  tells  you  of 
an  intimate  friend,  a relation  or  a neighbor 
who  went  to  the  hospital  in  comparatively 
good  health,  and,  after  this  supposed  simple 
operation,  was  taken  home  dead. 

I have  heard  this  and  you  have  heard  it, 
not  once,  but  a number  of  times,  and  there  is 
but  one  conclusion;  it  is  that  too  many  un- 
trained, unskilled,  inexperienced  persons  are 
performing  the  tonsil  operation,  under  the 


impression  that  it  is  always  a simple  and  per- 
fectly safe  procedure.  And  so  without  ade- 
quate knowledge  of  normal  and  possible  ab- 
normalities and  with  disregard  of  surgical 
principle,  they  hack  and  slash  and  mutilate 
the  pillars,  cut  away  the  underlying  muscle, 
and  lacerate  large  vessels. 

Schaeffer5,  in  an  excellent  recent  article  deal- 
ing with  anomalies  in  the  blood  supply  of  the 
tonsil  region,  takes  occasion  to  mention  three 
cases  of  death  from  sudden  and  excessive 
hemorrhage  during  tonsillectomy,  that  had 
come  under  his  personal  observation. 

One  patient  was  a woman  and  the  opera- 
tor a well-known  specialist;  the  second  a girl, 
the  operation  being  performed  by  an  occa- 
sional operator;  and  the  third  case  a girl,  the 
operation  being  done,  he  says,  by  a would-be 
surgeon,  evidently  not  versed  in  tonsil  work. 

One  of  the  most  tragic  incidents  that  I have 
seen  recorded  in  the  literature  is  that  of  a 
surgeon  of  Chicago  who  journeyed  to  a small 
neighboring  town  to  operate  on  three  cases 
at  the  request  of  a medical  friend,  one  of  the 
cases  being  his  daughter.  The  surgeon  after 
the  oj^eration  left  hurriedly,  supposing  all 
was  well.  The  next  morning  over  the  tele- 
phone he  learned  the  sad  news  that  the  little 
daughter  of  the  physician  had  died  during 
the  night  of  a hemorrhage  which  could  not 
be  stopped. 

Impressed  with  the  rather  prevalent  rumors 
of  fatalities  attending  (operations  upon  the 
nose  and  throat,  H.  W.  Loeb9  undertook,  by 
means  of  a questionnaire  sent  to  physicians 
practicing  this  specialty,  to  collect  all  authen- 
ticated cases  of  death  fatality  not  previously 
reported.  Deaths  from  anesthetic  were  ex- 
cluded, as  likewise  those  attributable  to  some 
already  existing  known  illness.  In  other 
words,  they  were  cases  in  which  the  opera- 
tions were  elective  and  the  death  unexpected 
and  apparently  umvarranted.  He  Collected 
332  of  such  fatalities,  and  of  these  there  were 
41  due  to  hemorrhage  following  tonsillectomy. 

H.  G.  Hill6  sent  out  a questionnaire  limited 
to  tonsil  problems  and,  in  order  to  better  in- 
sure obtaining  desii’ed  information,  specified 
that  reports  as  to  death  due  to  tonsillectomy, 
instead  of  being  confined  to  personal  experi- 
ence, should  include  all  cases  that  had  come 
within  the  knowledge  of  the  reporters. 

One  prominent  operator  reported  eleven 
cases  of  fatal  hemorrhage,  one  reported  four 
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cases,  one  reported  three  cases,  four  reported 
two  cases.  That  is,  of  the  fifty  laryngologists 
questioned,  seven  reported  twenty-seven  cases 
of  death  from  hemmorhage  which  had  come 
to  their  knowledge. 

The  most  recent  statistics  of  death  fatali- 
ties are  those  given  out  by  F.  TV.  Bailey,  ob- 
tained by  a questionnaire  sent  to  400  laryn- 
gologists. They  are  really  more  alarming 
than  any  one  of  the  others.  Twenty-seven 
out  of  350  operators  who  replied  reported 
death  from  hemorrhage  following  removal  of 
tonsil,  which  means  that  out  of  every  thirteen 
operators  one  had  had  death  from  this  cause. 

The  hemorrhage  of  tonsillectomy  is  usually 
classified  as  primary  and  secondary. 

By  primary  we  mean  the  bleeding  which 
occurs  at  the  time  of  the  operation  or  directly 
succeeding.  The  term  secondary  is  applied 
to  the  bleeding  which  occurs  several  days 
after  the  operation,  due  to  reopening  of  ves- 
sel from  separation  of  slough  or  surrounding 
necrosis. 

A hemorrhage  which  occurs  comparatively 
often  only  a few  hours  after  the  operation  and 
often  referred  to  as  secondary,  is  not  strictly 
secondary  at  all.  but  a delayed  primary 
hemorrhage.  It  is  due  to  the  fact  that  some 
bleeding  was  overlooked  or  not  sufficiently 
stopped  at  the  time  of  the  operation. 

Real  secondary  hemorrhage  does  not  occur 
until  forty-eight  hours  after  the  operation, 
and  may  occur  on  the  third,  fourth  and  fifth 
day  and  even  later.  Dr.  V.  Dabney2  has  re- 
ported some  interesting  cases  of  late  secon- 
dary hemorrhage  following  tonsillectomy,  one 
as  late  as  the  tenth  day. 

Hemorrhage  is  a most  deplorable  compli- 
cation of  the  tonsil  operation,  even  when  the 
final  outcome  is  fortunate. 

Occurring  at  the  time  of  the  operation,  it 
lengthens  the  duration  of  the  anesthetic,  in- 
creases the  amount  of  shock  and  retards  re- 
covery. and,  if  it  has  necessitated  much  in- 
strumental manipulation,  or  the  sewing  of 
the  pillars  or  the  retention  of  sponges  or  of 
some  hemostatic  apparatus,  the  patient  is  in 
for  much  local  reaction  and  a generally  dis- 
agreeable epicrisis. 

If  the  hemorrhage  occurs  subsequent  to  the 
operation,  it  may  prove  very  disturbing  for 
surgeon  as  well  as  for  patient,  for  now  the 
surgeon  has  to  deal  with  a patient  who  has 
just  been  through  an  ordeal,  whose  resistance 


is  lowered  and  his  nervousness  and  anxiety 
increased,  while  his  throat  is  too  sore  and 
painful  to  tolerate  manipulations. 

Just  how  frequently  hemorrhage  of  such 
severity  as  to  be  a serious  complication  oc- 
curs, it  is  difficult  to  say,  for,  appearing  in 
all  gradations  of  severity,  it  is  subject  to 
arbitrary  distinctions,  and  besides,  unfortu- 
nate experiences  are  insufficiently  reported. 

According  to  Yerger,  out  of  a thousand 
tonsillectomies  done  at  Johns  Hopkins  in 
1911,  there  were  thirty-eight  cases  of  trou- 
blesome hemorrhage,  twenty-six  of  which 
were  designated  as  slight  and  twelve  as  se- 
vere. 

Cocks1,  in  1912,  stated  that  at  the  Manhat- 
tan Eye  and  Ear  Hospital,  Avith  an  average 
of  200  cases  of  tonsillectomy  per  month,  there 
were  always  about  eight  to  twelve  cases  each 
month  of  severe  past-operative  hemorrhages. 

O.  Wilkinson13,  in  200  consecutive  cases  of 
tonsillectomy  under  local  anesthetic,  had  four 
cases  of  primary  hemorrhage  and  three  of 
secondary  (one  to  thirty).  Mygind10,  in  171 
cases  under  local  anesthetic,  all  adults,  had 
to  contend  with  fourteen  cases  of  secondary 
hemorrhage  (about  one  in  every  twelve) , 
while  R.  McKinney14  reports  that  he  encoun- 
tered four  cases  of  severe  hemorrhage  in  a 
series  of  fifty  cases  of  tonsilleetomv  done  un- 
der local  anesthetic  usinof  the  Sluder  method. 

Dr.  Beaman  Douglas’  reports  that  there 
were  1.560  cases  of  tonsillectomy  done  at  the 
Post-Graduate  Hospital  in  New  York  in  1919, 
and  that  in  more  than  six  out  of  every  hun- 
dred the  physician  had  to  be  summoned  to 
the  ward  after  the  operation  on  account  of 
bleeding.  H.  A.  Barnes11  states,  in  140  cases 
of  tonsillectomy  in  adults,  the  hemorrhage 
was  of  such  gravity  to  require  suturing  of 
the  tonsil  in  four  patients  (that  is  one  for 
every  thirty-five ) . 

At  the  Episcopal  Hospital,  this  city,  there 
are  no  records  kept  of  incidence  of  hemorrhage, 
but  I took  occasion  to  question  different  mem- 
bers of  the  House-Stall,  and,  comparing  their 
answers.  I gathered  that  on  an  average  of 
twice  a week  there  is  a summons  from  nurse 
to  room  or  ward  on  account  of  a post-opera- 
tive bleeding,  and  that  on  an  average  of  twice 
a month  a patient  has  to  be  taken  to  the  ope- 
rating room  and  re-anesthetized  on  account 
of  hemorrhage  not  otherwise  controlled. 

Now  and  then  some  surgeon  makes  the 
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statement  that  he  never  has  any  trouble  on 
account  of  hemorrhage.  Recently,  such  a re- 
mark was  made  by  a prominent  laryngolo- 
gist in  this  city  in  the  presence  of  a hospital 
interne,  who  had  on  that  day  been  called  to 
the  bed-side  to  stop  a very  troublesome 
hemorrhage  in  a patient  operated  on  by  this 
same  surgeon.  The  interne  did  not  think  it 
was  a good  occasion  to  add  to  the  sum  of  this 
surgeon’s  experience,  but  he  added  a little, 
silently,  to  his  own.  As  an  illustration  of  the 
hazard  of  the  attitude  of  unconcern,  I must 
refer  to  a recent  experience  of  my  associate, 
Dr.  E.  R.  Shepherd.  An  operation  having  been 
done  by  a certain  surgeon  at  a certain  hos- 
pital in  this  city,  the  patient  was  allowed  the 
next  day  to  go  home.  Two  days  later  the  pa- 
tient was  brought  back  to  the  hospital  on  ac- 
count of  bleeding.  The  surgeon  in  the  case, 
not  being  available,  on  account  of  departure 
from  the  city,  the  interne  undertook  to  stem 
the  bleeding  under  general  anesthetic.  It  was 
only  temporarily  successful,  for  later  on  the 
same  day,  the  hemorrhage  continuing,  another 
attempt  was  made  under  general  anesthetic 
to  stop  it.  But  the  bleeding  persisted,  and 
that  evening  Dr.  Shepherd,  being  called, 
found  the  patient  exsanguinated,  and  in  a 
state  of  extreme  collapse.  Now  for  the  third 
time  the  patient  had  to  be  subjected  to  gen- 
eral anesthetic.  This  time,  fortunately,  the 
result  was  permanent,  for,  after  several  su- 
tures in  the  bleeding  area,  there  was  no  re- 
turn  of  the  hemorrhage. 

A question  that  is  frequently  and  some- 
times almost  acrimoniously  discussed  is 
whether  the  incidence  of  hemorrhage  is 
greater  with  the  operation  done  under  local 
or  general  anesthesia.  It  is  certain  that  the 
bleeding  attending  the  operation  can  be 
brought  to  a minimum  with  the  local  anes- 
thetic when  combined  with  adrenalin. 

But  there  is  always  some  reaction  from  the 
latter  agent,  which  must  be  in  proportion  to 
the  concentration,  and  this  will  naturally  tend 
to  bring  about  delayed  primary  hemorrhage. 
A certain  proportion  of  cases  besides  have  an 
unpleasant  idiosyncracy  for  this  drug. 

With  ether  there  is  usually  freer  bleeding 
at  the  time  of  the  operation,  but  this  is  in  a 
sense  a guarantee  against  trouble  as  it  stimu- 
lates the  operator  to  greater  care  in  effecting 
a complete  hemostasis  at  the  time. 

During  my  military  service  overseas,  fol- 


lowing the  policy  then  in  force  with  the  medi- 
cals corps  of  the  army,  I performed  a great 
number  of  tonsillectomies  by  the  local  anes- 
thetic method;  and  I must  say  I was  im- 
pressed with  a proportion  of  after-bleeding 
to  which  I'  had  not  been  accustomed  in  my 
civil  practice,  with  operations  done  for  the 
most  part  under  general  anesthesia. 

In  addition  to  all  the  danger  of  a hemor- 
rhage per  se:  we  may  have  to  involve  in  the 
charge  against  it  a complication  that  follows 
sometimes  in  its  wake  and  believed  by  cer- 
tain authorities  to  be  directly  due  to  its  oc- 
currence. I refer  to  the  pulmonary  abscess, 
to  which  the  attention  of  the  profession  was 
especially  directed  by  Dr.  C.  W.  Richardson12, 
in  1912.  Since  then  a number  of  cases  have 
been  reported  in  various  parts  of  the  country. 
Mayer,  for  example,  reported  in  1916  as  many 
as  nine  cases  having  come  under  his  personal 
observation  in  the  Mt.  Sinai  Hospital  in  the 
course  of  a single  year. 

According  to  some  authors  the  pulmonary 
complication  is  to  be  attributed  to  a thrombo- 
sis of  the  veins  in  the  tonsillar  bed.  others  to 
inspiration  of  septic  material  from  crypts, 
while  still  others  believe  it  is  due  to  the  pres- 
ence of  blood  in  the  pulmonary  organ. 

It  should  be  mentioned  that  Myerson8  has 
shown  by  a routine  direct  laryngoscopy  and 
tracheo-bronchoscopy  of  a large  series  of 
cases,  even  when  extraordinary  precautions 
have  been  taken,  that  some  blood  will  prac- 
tically always  be  found  in  the  tracheo-bron- 
chial  tree. 

The  careless  opening  of  veins  in  a region 
that  is  naturally  septic  should  not  be  lightly 
regarded,  and  there  is  in  the  possible  occur- 
rence of  pulmonary  abscess  as  a complication 
additional  reason  for  extreme  care  both  in 
preventing  hemorrhage  and  avoiding  trau- 
matisms that  induce  sloughing  and  necrosis 
of  the  tissues. 

With  regard  to  hemorrhage,  it  is  well  to 
keep  in  mind  all  causes  that  might  predis- 
pose to  its  undue  occurrence.  First  of  all, 
one  must  consider  the  possibility  of  anoma- 
lous disposition  *of  the  blood-vessels  and  al- 
ways before  operating  there  should  be  a sur- 
vey of  the  fauces  to  discover  the  presence  of 
unusual  pulsations  in  the  tonsil  region.  A 
strong  visibly  pulsating  posterior  pillar  may 
indicate  an  aberrant  internal  carotid  which 
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can  in  some  cases  come  into  very  dangerous 
proximity. 

Some  operators  are  in  the  habit  of  operat- 
ing immediately  after  recovery  from  an  acute 
inflammatory  process  in  the  tonsils  or 
pharynx.  This  I regard  as  a very  bad  prac- 
tice and  responsible  not  only  for  a greater 
than  normal  bleeding,  but  also  giving  rise  to 
much  local  reaction  and  danger  of  infection. 
One  should  never  operate  under  two  weeks 
following  an  acute  tonsillitis  or  peri-tonsillar 
abscess. 

Disease  of  the  kidney,  uncomplicated  heart 
lesions,  and  certain  vascular  and  circulatory 
diseases  are  known  to  greatly  favor  bleeding. 

Every  patient  should,  then,  have  the  bene- 
fit of  a preliminary  general  examination,  and 
in  the  case  of  adults  special  attention  should 
be  given  to  the  state  of  the  arteries  and  the 
degree  of  the  blood  pressure. 

Of  the  blood  dyscrasias.  most  emphasis  is 
placed  upon  a condition  designated  as  hemo- 
philia. This  term,  however,  is  very  loosely 
used,  and  we  are  convinced  that  true  hemo- 
philia is  exceedingly  rare. 

The  coagulation  test  as  a guide  to  prob 
able  hemorrhage  is  in  many  hospitals  now  a 
routine  procedure.  Nevertheless,  grave  doubt 
has  been  cast  upon  its  value  by  recent  obser- 
vation. The  average  normal  time  is  supposed 
to  range  between  three  and  one-half  and  four 
and  one-half  minutes,  but  Dr.  George  Rich- 
ards4. in  a study  of  a series  of  500  cases  in 
which  the  test  was  made,  noted  that  in  none 
of  the  cases  in  which  hemorrhage  occurred 
did  the  time  exceed  four  and  one-half  minu- 
tes; while  in  more  than  100  of  the  500  cases 
there  was  a coagulation  time  of  five  minutes 
or  greater. 

Can  we  do  anything  to  increase  the  coagu- 
lation of  the  blood  in  vivo , and  so  lessen  the 
tendency  to  hemorrhage?  For  this  purpose 
various  agents  have  been  brought  forward 
which,  in  certain  quarters,  especialy  manufac- 
turing, have  been  highly  recommended,  but 
experience  has  not  generally  supported  these 
optimistic  claims.  Supra-renal  gland  extract, 
pituitary  gland  extract,  emetin,  thrombo- 
plastin. coagulose,  are  among  the  agents  ex- 
ploited for  this  purpose.  On  the  theory  that 
the  coagulation  of  the  blood  depends  upon 
the  concentration  of  calcium  some  authors  ad- 
vise its  administration  in  the  form  of  the  lac- 
tate for  several  weeks  beforehand  in  case  of  a 


suspected  bleeder.  But  the  most  recent  labora- 
tory test  contradicts  the  claim  that  dependence 
can  be  placed  upon  this  practice. 

As  it  appears,  then,  that  we  have  neither  re- 
liable means  for  predicting  hemorrhage,  nor 
reliable  means  for  preventing  it,  our  efforts 
must  be  in  the  direction  of  providing  meas- 
ures for  control  in  the  event  of  its  unforeseen 
occurrence. 

Some  of  the  agents  which  have  been  advo- 
cated as  valuable,  hypodermically  adminis- 
tered, for  the  prevention  of  hemorrhage,  are 
put  up  also  in  a form  for  local  use  and  ad- 
vised to  be  employed  in  this  way  to  induce 
clotting  and  help  in  overcoming  hemorrhage. 

Thrombo-plastin  is  perhaps  the  best  of 
these,  and,  applied  directly  to  a bleeding  sur- 
face, will  no  doubt  have  some  effect  in  lessen- 
ing the  general  oozing  from  the  surface,  but 
it  can  naturally  be  of  no  value  in  controlling 
a vessel  that  is  spurting  or  bleeding  at  a 
lively  rate. 

This  is  the  criticism  that  must  apply  in  the 
case  of  all  local  styptics,  whether  they  be  in 
the  class  of  astringents,  vaso-constrictors  or 
coagulants. 

Dioxvgen,  antipyrine,  gallic  and  tannic 
acids,  and  Monselks  solution  are  still  given 
a place  in  the  text-books,  but  have  lost  stand- 
ing as  a part  of  the  armamentarium  of  the  mod- 
ern operation  room. 

Experience  shows  that  they  only  lessen  the 
general  oozing  which  would  in  a short  time 
stop  spontaneously  and  they  are  absolutely 
useless  in  a case  of  serious  hemorrhage; 
moreover,  vaso-constrictors  are  followed  by  a 
reaction  and  the  coagulants  produce  an  ugly 
clot  under  which  concealed  bleeding  still  con- 
tinues. 

Horse-serum,  it  is  thought,  has  in  some  cases 
had  a favorable  influence  in  the  control  of 
hemorrhage,  but  it  may  induce  very  severe 
antiphylactic  phenomena,  and  there  are  some 
reports  of  actual  fatality  from  its  use. 

Of  instrumental  measures  to  control  hemor- 
rhages from  the  tonsil,  there  is  much  va- 
riety in  practice  and  opinion. 

There  are  on  the  market  a dozen  or  more 
different  models  of  special  hemostats  to  make 
constant  pressure  over  the  bleeding  area. 
They  are  so  constructed  as  to  be  self-retain- 
ing, one  blade  pressing  against  the  tonsil 
fossa  and  the  other  against  the  outside  of 
the  cheek.  Besides  being  exceedingly  painful 
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to  the  patient,  they  tend  to  promote  slough- 
ing of  the  parts,  which  in  our  estimation  are 
fatal  objections  to  their  employment. 

Sewing  together  of  the  pillars  is  advised 
and  practised  as  a proper  means  to  stop 
hemorrhage  that  cannot  be  controlled  by  sim- 
ple pressure  or  use  of  the  hemostatic  forceps. 
This  is,  in  our  mind,  a very  unsurgical  way 
of  side-stepping  the  practice  which  prevails 
in  all  surgery  elsewhere,  of  directly  seizing 
and  ligating  the  particular  bleeding  vessels, 
and  it  is  sure  to  be  followed  by  much  un- 
pleasant reaction. 

This  is  all  the  more  true  when  the  fossa  is 
full  of  a gauze  or  cotton  pack,  and  the  pillars 
sewed  over  it. 

After  all  is  said  and  done,  the  best,  safest 
and  most  reliable  measure  is  the  immediate 
ligating  of  the  bleeding  vessels  in  the  wound. 
The  only  objection  to  its  general  use  is  the 
difficulty  in  its  performance.  Special  hemo- 
static forceps  have  been  designed  to  facilitate 
the  transit  of  the  ligature  loop  over  the  point 
of  the  instrument,  and  to  aid  tying  of  the 
thread. 

The  technical  difficulties,  however,  are  never 
mastered  by  some  operators,  and  the  time  con- 
sumed in  the  procedure  may  be  a serious  ob- 
jection. The  suture  ligature  is  the  best  solu- 
tion of  the  problem  for  many  operators, 
though  this  too  is  difficult  in  throats  of  a cer- 
tain conformation  when  the  bleeding  vessel 
may  be  almost  inaccessible,  as,  for  example, 
in  the  extreme  end  of  the  lower  pole  near  the 
base  of  the  tongue.  Besides,  there  is  a pos- 
sibility of  snapping  the  needle  in  the  throat 
in  an  attempt  to  force  it  through  the  tissues. 


We  have  been  using  with  much  comfort  for 
a number  of  months,  a special  suture  placer 
of  our  own  design,  which  enables  us  with  en- 
tire ease  to  place  a suture  in  any  part  of  the 
tonsil  fossa  we  desire.  The  instrument  is  so 


constructed  that  as  soon  as  the  thread  is  drawn 
through  the  tissues,  it  become  automatically 
released  from  one  blade  of  the  instrument 
while  the  other  end  is  brought  out  through  the 
mouth  so  that  it  can  be  readily  seized  and  tied. 

The  facility  with  which  the  suture  can  be 
placed  without  loss  of  time  leaves  no  excuse 
for  overlooking  a bleeding  area,  and  of  late 
we  have  been  in  the  habit  of  placing  ligatures 
as  a routine  at  special  points,  as  the  best 
guarantee  against  post-operative  hemorrhage. 

When  we  consider  all  the  discomforts  and 
dangers  of  hemorrhage,  'and  especially  the 
grave  possibility  in  some  instances,  we  should 
not  hesitate  to  exercise  the  most  scrupulous 
care  and  precaution  to  avoid  it,  for  certainly 
over-precaution  is  well  repaid  if  it  means  the 
saving  of  a single  case  in  a whole  life  time  of 
practice. 
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SURGICAL  TREATMENT  OF  GASTRIC 
AND  DUODENAL  ULCER.* 

By  STEPHEN  H.  WATTS,  M.  D.,  F.  A.  C.  S.,  University,  Va. 

Professor  of  Surgery,  University  of  Virginia. 

When  I accepted  the  invitation  to  present 
a paper  on  “Gastric  and  Duodenal  Ulcer'5  at 
this  meeting,  I said  that  I hesitated  about 
adding  to  the  volumes  which  have  been  writ- 
ten  on  this  subject  in  recent  years.  The  very 
abundance  of  this  literature  probably  attests 
the  unsettled  state  of  the  subject  and  I believe 
the  problem  of  the  treatment  of  these  condi- 
tions will  remain  largely  unsettled  until  we 
know  more  about  their  etiology.  In  the  case 
of  gastric  ulcer,  as  someone  has  said,  we  seem 
driven  to  remove  the  organ  in  which  the  lesion 
occurs,  and  this  is  very  much  like  amputating 
the  leg:  for  varicose  veins. 

In  a recent  thorough  study  of  the  etiology 
and  pathology  of  peptic  ulcer,  Levine  reached 
the  following  conclusions:  (1)  Peptic  ulcer 
starts  as  an  erosion;  (2)  Erosions  may  be  pro- 
duced by  mechanical,  chemical  or  physical 
causes,  circulatory  and  nervous  disturbances, 
infection,  and  aliergic  phenomena;  (3)  Ero- 
sions in  the  region  of  the  Magenstrasse  (gas- 
tric pathway)  do  not  heal  readily  because  of 
its  peculiar  structure;  (4)  Erosions  are  con- 
verted in  peptic  ulcers  by  the  destructive  ac- 
tion of  the  acid  gastric  juice;  (5)  The  isth- 
mus, pyloric  canal,  and  first  portion  of  the 
duodenum,  because  of  the  resistance  they  of- 
fer to  the  acid  chyme,  are  particularly  liable 
to  be  involved  in  ulcerative  processes.  These 
conclusions  seem  to  cover  very  well  the  cur- 
rent views  concerning  .the  factors  possibly  in- 
volved in  the  production  of  these  ulcers. 

Acute  gastric  or  duodenal  ulcers  can  be  pro- 
duced experimentally  in  animals  with  relative 
ease  and  by  various  methods,  but  they  show  a 
great  tendency  to  heal  and  not  to  become 
chronic.  Mann  and  Williamson  have,  how- 
ever, been  able  to  produce  typical  subacute  and 
chronic  ulcers  in  the  jejunum  of  dogs  in  which 
they  did  a “functional  resection”  of  the  duo- 
denum, that  is,  they  divided  the  stomach  at 
the  pylorus,  closed  the  end  of  the  duodenum, 
divided  the  jejunum  and  sutured  the  distal 
end  into  the  end  of  the  stomach  and  then 
anastomosed  the  proximal  end  of  the  jejunum 
with  the  lower  ileum,  thus  exposing  the  jeju- 
num to  the  acid  gastric  juice  unmixed  with 
the  secretions  which  normally  neutralize  it. 
These  experiments  would  seem  to  prove  the 

•Read  at  the  Sectional  Meeting  of  the  American  College  of 
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important  part  which  the  acid  gastric  juice 
plays  in  the  production  of  gastric  and  duode- 
nal ulcers. 

You  are  all  familiar  with  the  work  of  Rose- 
now,  who  has  called  attention  to  the  role  of  in- 
fection in  peptic  ulcers.  In  the  light  of  our 
present  knowledge  we  insist  upon  the  eradica- 
tion of  foci  of  infection  in  the  treatment  of 
peptic  ulcer;  however,  I believe  that,  while 
infection  may  cause  the  initial  lesion  in  some 
cases,  other  factors  probably  account  for  its 
becoming:  chronic. 

There  has  been  much  discussion  regarding 
the  relative  value  of  the  medical  and  the  sur- 
gical treatment  of  peptic  ulcer.  The  results 
of  medical  treatment  in  the  hands  of  certain 
men  seem  to  compare  favorably  with  some  of 
the  surgical  statistic^.  This  question  will 
probably  not  be  settled  until  many  large  series 
of  cases  treated  by  each  method  are  pains- 
takingly studied  for  many  years.  I think  that 
any  fair-minded  person  will  acknowledge  that 
there  is  gu-eat  g:ood  in  each  and  that  the  best 
interest  of  the  patient  demands  the  close  co- 
operation of  the  internist  and  the  surgeon. 
The  fact  that  most  surgeons  insist  upon  medi- 
cal treatment  after  operation  indicates  that 
they  have  some  faith  in  such  treatment,  and 
most  of  us  are  disinclined  to  operate  until 
medical  treatment  has  been  given  a thorough 
trial.  We  would  expect  better  results  from 
medical  treatment  in  the  earlier  stages  of  ulcer 
as  the  conditions  for  healing  in  the  old  ulcers 
with  dirty,  fibrotic  base  and  overhanging 
edges  are  not  g:ood. 

For  many  years  gastro-enterostomy  with  or 
without  excision  of  the  ulcer  has  been  our  chief 
dependence  in  the  surgical  treatment  of  this 
condition.  In  spite  of  some  findings  to  the 
contrary,  I believe  that  a well  placed  and  well 
executed  gastro-enterostomy  facilitates  the 
emptying  of  the  stomach  and  diminishes  the 
acidity. 

Since  the  vicious  circle  has  been  largely 
conquered  by  perfected  technique,  gastro- jeju- 
nal ulcer  has  become  the  chief  complication 
of  gastro-enterostomy.  It  was  my  fortune  in 
1903  to  write  the  first  article  in  English  on 
jejunal  ulcer  following  gastro-enterostomy. 
This  ulcer  occurred  in  a dog  upon  which  I 
had  performed  a gastro-enterostomy  several 
months  before,  perforation  of  the  ulcer  being 
found  at  autopsy  to  be  the' cause  of  the  ani- 
mal’s death.  I was  much  interested  in  the 
specimen  and  on  investigation  I found  that 
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fourteen  such  ulcers  had  been  reported  in 
the  German  literature.  I did  not  think  at  the 
time  that  the  subject  would  ever  assume  the 
lively  interest  which  it  has. 

While  other  factors,  such  as  trauma  and 
infection,  may  enter  into  the  production  of 
these  ulcers,  I believe  that  the  acid  gastric 
juice  is  the  chief  factor  concerned  in  their 
production.  In  nrv  comparatively  small  series 
of  cases  of  gastro-enterostomy,  I have  fortu- 
nately had  little  trouble  on  this  score,  possibly 
to  some  extent  due  to  the  fact  that  I do  not 
use  intestinal  clamps. 

The  best  treatment  of  this  complication  is 
probably  partial  gastrectomy.  I have  recently 
seen  a case  in  which  I operated  two  years  ago 
for  a gastro-jejuno-colic  fistula  which  had 
followed  a gastro-enterostomy  performed  else- 
where. In  this  case  I was  unable  to  do  a par- 
tial gastrectomy  owing  to  numerous  adhesions 
about  the  pyloric  end  of  the  stomach ; there- 
fore, I resected  the  jejunum  and  made  a new 
gastro-enterostomy.  He  was  perfectly  well 
and  happy. 

Some  authors  claim  that  gastro-enterostomy 
for  gastric  or  duodenal  ulcer  does  not  restore 
the  stomach  to  a normal  physiologic  condition, 
that  it  is  liable  to  complications,  and  that  it 
fails  to  completely  cure  the  patient  in  a con- 
siderable percentage  of  cases.  They,  there- 
fore, advocate  the  doing  of  some  kind  of 
pyloroplastic  operation  whenever  it  is  at  all 
feasible.  The  old  Heineke-Mikuliez  pyloro- 
plasty is  seldom  done.  The  Finney  pyloro- 
plasty or  gastro-pyloroplasty  is  a valuable 
operation  in  selected  cases,  and  in  his  hands 
has  had  a wider  range  of  usefulness.  It  is 
chiefly  applicable,  however,  where  the  gastric 
and  duodenal  mobility  are  good,  where  peri- 
gastritis is  absent  and  where  the  pylorus  is 
not  involved  in  scar  tissue.  In  1914  Finney 
reported  100  cases  treated  by  this  method. 
Five  died  shortly  after  operation  and  seven- 
teen were  not  traced.  Ultimate  results  were 
found  to  be  satisfactory  in  93. G per  cent  of 
the  seventy-eight  cases  which  were  examined. 
Horsley  has  devised  a method  of  pyloroplasty 
which  perhaps  has  certain  advantages  over  that 
of  Finney  but  it  seems  to  me  that  his  method 
is  subject  to  the  same  limitations,  as  noted 
above. 

I think  it  may  be  said  that  surgeons  are 
directing  more  and  more  attention  to  the  re- 
moval or  destruction  of  the  ulcer  itself,  rather 
than  relying  upon  gastro-enterostomy  or 


pyloroplasty  alone.  This  is  due  to  the  fact 
that  the  latter  procedures  have  been  followed 
in  a considerable  number  of  cases  by  recur- 
rence of  the  ulcer,  by  bleeding,  and  in  the 
case  of  gastric  ulcer  by  malignant  change.  In 
this  connection  it  is  interesting  to  speculate  as 
to  why  we  practically  never  find  cancer  de- 
veloping in  a duodenal  ulcer. 

While  realizing  that  the  results  obtained  by 
the  methods  outlined  above  were  far  from 
ideal,  we  were  moderately  well  satisfied  with 
them  until  recently.  Extensive  series  of  cases 
have  been  reported  bv  Balfour,  Sherren,  Peck 
and  others  in  which  the  results  were  said  to  be 
satisfactory  in  80  to  90  per  cent  of  the  cases; 
however,  in  many  of  the  Continental  clinics 
and  some  American  clinics  the  results  were 
far  from  satisfactory.  Lewisohn,  in  a study  of 
the  cases  operated  upon  at  the  Mt.  Sinai  Hos- 
pital from  1915  to  1920,  found  that  gastro- 
enterostomy effected  a perfect  cure  in  less 
than  50  per  cent  of  the  cases  and  there  was 
secondary  ulceration  in  34  per  cent  of  these 
cases,  whereas  the  usual  incidence  of  this  com- 
plication is  said  to  be  2 to  5 per  cent. 

Many  European  surgeons  are  now  doing  ex- 
tensive gastrectomies  for  gastric  and  duodenal 
ulcers  and  their  example  is  being  followed  by 
some  in  this  country.  The  object  of  this  opera- 
tion is  to  remove  the  ulcer  and  at  the  same 
time  to  reduce  the  acidity  by  removing  that 
portion  of  the  stomach  which  regulates  acid 
production.  Mayer,  Brains  and  Graves  studied 
twenty-two  cases  in  which  this  operation  had 
been  done  for  gastric  ulcer  and  found  a total 
absence  of  free  hydrochloric  acid  in  all  of  the 
cases. 

Moynihan,  Haberer,  Finsterer  and  Pauchet, 
who  are  among  the  chief  exponents  of  partial 
gastrectomy  for  ulcer,  report  an  operative 
mortality  of  2 to  3 per  cent,  which  is  little 
more  than  that  of  gastro-enterostomy.  While 
this  mortality  may  prevail  in  the  hands  of 
such  expert  operators,  I believe  it  would  be 
much  larger  in  the  average  surgical  clinic, 
though  I grant  that  this  is  not  a valid  argu- 
ment against  the  procedure,  provided  it  is  jus- 
tified on  other  grounds.  It  is  certainly  a very 
grave,  mutilating  operation  and  seems  to 
greatly  diminish  or  even  destroy  the  gastric 
acidity,  and  who  can  now  say  that  this  is  an 
inconsiderable  matter?  In  the  light  of  our 
present  knowledge,  would  it  not  be  better  to 
reserve  this  very  radical  operation  for  cases 
in  which  it  seems  particularly  indicated?  I 
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wonder  how  many  of  us  would  like  to  bare 
this  operation  done  on  us  for  an  ordinary  duo- 
denal ulcer.  I think  partial  gastrectomy  is 
probably  the  operation  of  choice  in  certain  gas- 
tric ulcers,  particularly  the  large  ones  with 
possible  carcinomatous  changes. 

TYhat  procedure  shall  follow  the  gastrectomy 
is  largely  a question  of  personal  experience 
and  choice.  I believe  the  Polya-Balfour 
operation  will  prove  the  safest  and  best  in  the 
average  hands. 

Braithwaite  has  advocated  doing  a chole- 
cyst- gastrostomy  in  certain  inaccessible  ulcers 
of  the  stomach,  on  the  ground  that  the  bile 
thus  diverted  into  the  stomach  lowers  the  gas- 
tric acidity  and  promotes  healing  of  the  ulcer. 
He  reports  eighteen  cases  treated  in  this  way 
with  gratifying  results,  but  he  does  not  report 
his  cases  in  detail  and  does  not  give  the  results 
of  gastric  analysis  before  and  after  the  opera- 
tion. Some  years  ago  Grey  studied  the  effect 
of  cholecyst-gastrostomy  on  the  gastric  acidity 
in  dogs  and  found  that  the  presence  of  bile  in 
the  stomach  throughout  the  course  of  diges- 
tion had  no  appreciable  effect  on  the  acidity 
of  the  gastric  contents.  This  procedure  in  gas- 
tric ulcer  may  be  worthy  of  further  investiga- 
tion. 


SOME  CONSIDERATIONS  PERTAINING 
TO  NASAL  PATHOLOGY.* 

By  ILLIAM  C.  MOO  MAW,  M.  D.,  Petersburg,  Va. 

For  the  purposes  of  this  paper,  and  with- 
out any  claim  to  mastery  of  the  subject,  nasal 
pathology  is  imposed  upon  certain  definite 
factors  the  chief  of  which  are:  (1)  Morbid 
anatomy  and  histology;  (2)  Tissue  resistance, 
local  and  systemic:  (3)  Certain  bacterial  and 
chemical  agents  and  irritants;  (4)  Perverted 
physiology,  hygiene  and  habits. 

Associated  with  the  first  factor  are  observed 
such  conditions  as  septal  spurs,  ridges  and 
deviations:  narrow  noses  crowding  intra- 
nasal  structures,  and  hypertrophied  and  cys- 
tic turbinates:  growths,  including  tonsils  and 
adenoids:  congenital  and  post-operative  atre- 
sias: and  foreign  bodies.  These  constitute  the 
usual  findings  in  nose  examinations,  and  give 
rise  to  some  form  or  degree  of  nasal  obstruc- 
tion to  one  or  more  of  the  nasal  functions,  in- 
cluding breathing,  drainage  and  ventilation 
of  the  sinuses,  phonation  and  olfaction.  Tis- 
sue contacts,  associated  with  or  produced  by 

*R*--.d  at  the  meeting  of  the  Soutimde  Virginia  Medical  As- 
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the  above  mentioned  conditions,  give  rise  to 
intranasal  pressure , the  precursor  of  irrita- 
tion. congestion,  stasis,  and  inflammation. 

Secondly,  considerations  of  tissue  resist- 
ance lead  us  into  fascinating  fields  of  stud)'. 
Advances  in  immunology  have  given  us  more 
or  less  definite  measures  of  prevention.  Fa- 
miliar now  are  the  various  foreign  protein 
and  bacterial  tests,  including  the  Schick  and 
the  Dick  tests,  but  we  of  the  rank  and  file  of 
the  profession  have,  probably,  not  availed 
ourselves  of  the  means  at  hand  for  determin- 
ing the  susceptibility  of  our  patients  to  infec- 
tions and  sensitizations,  particularly  as  re- 
lated to  those  allied  diseases  known  as  nasal 
and  bronchial  asthma,  hay  fever  and  vaso- 
motor rhinitis.  The  urge  to  give  our  pa- 
tients the  best  and  the  most  that  preventive 
medicine  has  to  offer  should  come  from  an 
alertness  within  our  own  trained  minds.  We 
should  not  wait  to  be  lured  into  line  by  en- 
thusiastic and  enterprising  biological  chem- 
ists and  pharmacists,  however  efficient  and 
commendable  their  contributions  may  be. 

Thirdly,  the  virulency  of  bacterial  organ- 
isms found  in  the  nose  and  accessory  sinuses, 
and  the  wide  distribution  of  these  disease 
processes  by  continuity  of  tissue,  through  the 
lymphatics  and  the  blood  channels,  often  with 
frightful  results,  have  not  aroused  us  to  a 
sufficient  recognition  of  ail  of  the  sources  of 
such  organisms,  nor  to  the  various  modes  of 
transmission  of  these  agents. 

With  the  great  "flu”  and  similar  epidemics 
we  have  a loquacious  familiarity,  but  in  so  far 
as  a comprehensive  and  thorough-going 
knowledge  and  control  of  the  transmission  of 
such  and  similar  diseases  are  concerned,  we 
must  be  assured  that,  as  yet,  our  success  has 
been  but  partial. 

Much  has  been  achieved,  but  we  have  not 
gone  far  enough  in  educating  the  public  mind 
as  to  the  evils  of  spitting,  blowing  the  nose 
to  the  winds,  coughing  and  sneezing.  Local 
governments  have  not  gone  far  enough  with 
our  well-equipped  Health  Boards  in  regulat- 
ing the  methods  of  sweeping  our  streets  and 
sidewalks,  whereby  sporiferous  and  germ- 
bearing particles  are  stirred  up  to  a ruthless 
rampage.  The  incriminating  Petri  dish,  ex- 
posed for  a few  moments  to  the  air  and  then 
incubated,  once  so  awe-inspiring,  now  fails  to 
elicit  much  concern. 

Do  we  know  more  or  do  we  know  less  of 
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transmission?  We  overlook  such  sources  as 
house-dust,  made  infectious  by  germ-filthy 
shoes  and  clothing;  infected  pockets  from 
contaminated  handkerchiefs,  which  doubtless 
often  re-infect  the  patient;  infected  but  well 
advertised  swimming-pools  which  harbor 
millions  of  bacteria  from  infected  noses  and 
throats  of  swimmers,  as  pointed  out  by  Shore 
of  Des  Moines;  infected  tonsils  and  adenoids 
impregnating  the  saliva  and  mucus  with  bac- 
teria and  toxins,  and  carried  into  the  post- 
nasal  and  nasal  spaces  in  several  Avays,  chief- 
ly by  blowing  and  sneezing;  the  eyes,  al Avays 
exposed,  and  frequently  becoming  involved  in 
catarrhal  and  grippal  waves,  as  indicated  by 
redness  'and  smarting  of  the  lids,  may  be  the 
initial  link  in  the  chain  of  acute  respiratory 
disorders; — these  are  some,  and  often  unsus- 
pected, sources  o,f  infections  leading  to  nasal 
pathology. 

Fourthly,  the  relation  of  perverted  physiol- 
ogy to  nasal  pathology  is  sufficiently  appar- 
ent not  to  require  discussion  here. 

Just  a word  about  hygiene  and  habits.  It 
seems  trite  and  common-place  to  refer  to  such 
things  as  food,  clothing,  exercise,  elimination, 
ventilation,  and  social  usages,  but  the  so- 
called  common-place  things  are  the  little 
blocks  upon  which  our  theories  rest. 

The  march  of  civilization  brings  someAvhat 
which  tallies  for  disease.  A certain  perverse- 
ness of  the  age  strikes  the  “jazz”  trail,  and 
like  “Zig-zag”  Ike,  steers  Avide  of  “the  ancient 
landmarks”.  Gone  are  the  simple  modes  and 
manners  of  our  forebears;  gone,  for  instance, 
is  the  simple  diet  of  the  early  days.  We  split 
our  Avheat  with  patent  rollers; — the  cows  get 
the  food,  Ave  get  the  firmentation  and  the  con- 
stipation. Patent  processes  have  striven  for 
delectable  dishes  until  our  palates  are  enticed 
and  over-stimulated,  so  that  masses  of  the 
people  have  become  heedless  stomach-stokers. 
Over-eating  ranks  high  as  a cause,  not  only 
of  nasal  disorders,  but  of  general  diseases  as 
Avell,  and  is  a serious  menace  to  health  because 
of  its  apparent  innocence,  its  insidiousness, 
and  its  un-get-atable-ness.  Gone  are  the 
warm-woven  garments  which  protected  us 
from  wintry  blasts,  and  have  come  scant, 
flimsy  fabrics  which  fashion  drapes  about  our 
cold  extremities  and  our  blood-bleached  bod- 
ies, and  have  come,  therefore,  “colds”,  coughs, 
and  a distressing  increase  in  the  great  “white 
plague”.  Gone  is  the  warm,  radiant  hearth, 


Nature’s  best  rubifacient  for  cold,  anemic 
feet  and  limbs,  and  have  come,  to  the  poor, 
those  nefarious,  ill-smelling,  oxygen-consum- 
ing oil-heaters,  and  to  the  rich,  weather-strip- 
ped,  super-heated  houses  and  offices,  with 
doAvny-cushioned  motor  cars  to  convey  our  flac- 
cid bodies  betAveen  the  two.  Gone  are  the 
flickering  candles  that  sent  us  to  early  retir- 
ing after  the  day’s  demands  had  depleted  the 
body  forces,  and  have  come  the  brilliant  Maz- 
das  that  lure  the  jaded  brain  and  body  far 
into  the  night  and  to  delayed  rising  and  de- 
layed body  functions.  Gone  are  the  days  of 
discretion,  especially  Avith  the  younger  folk, 
and  have  come  the  days  of  excesses  in  one 
form  or  another;  as,  for  instance,  hours  spent 
in  aquatic  sports,  subjecting  the  body  to  Ioav 
temperatures  for  prolonged  periods:  result, 
congested  and  hypertrophied  turbinates  with 
concomitant  evils.  Excessive  use  of  tobacco, 
the  smoke  of  Avhich  is  irritating  to  the  mu- 
cous lining  of  the  nose,  is  a present  and  un- 
derestimated evil.  Excessive  and  very  pre- 
valent use  of  the  sugars — at  least  one  alcohol 
beyond  the  pale  of  prohibition — -is  chargeable 
with  many  body  evils,  not  the  least  of  Avhich 
is  irritation  of  the  mucous  system,  often  giv- 
ing a characteristic,  raw-ham  appearance  to 
the  lining  membrane  of  the  nose.  All  these 
and  many  other  etiological  factors,  however 
poetic  and  fanciful  they  may  sound,  have  a 
direct  bearing  on  pathology  of  the  nose. 

Some  might  object  that,  despite  all  this, 
longevity  has  stretched  in  the  last  tAventy-five 
years  from  forty-five  to  some  fifty-six  years; 
— yes,  despite  all  this , not  because  of  it.  Were 
it  not  for  modern  medicine  holding  the  bul- 
warks of  Health  against  the  onslaughts  of  in- 
discretion, these  figures  Avould  be  doAvn,  not 
up. 

Turning  now  to  vieAV  nasal  pathology  from 
another  angle,  Ave  desire  to  note  certain  symp- 
toms which  point  thereto. 

The  symptoms,  both  subjecth’B  and  objec- 
t ive,  which  serve  as  a directory  of  nasal 
pathology,  are  produced  by  two  main  classes 
of  conditions,  which,  for  convenience,  may  be 
classified  as  non-inflammatory  and  inflam- 
matory. the  latter  into  suppurative  and  non- 
suppurative. The  non-inflammatory  findings 
constitute  the  obstructions  above  referred  to, 
or  at  least  some  of  them. 

Nasal  obstruction  is  not  a simple  matter. 
The  immediate  discomforts  of  nasal  obstruc- 
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tion  and  tissue  contacts  are  often  pathetic,  but 
the  greater  evils  lie  in  the  remote  resultants 
which  eclipse  the  original  state. 

Do  we  fully  appreciate  and  weigh  the  re- 
sults of  interrupted  breathing?  The  mere 
difficulty  of  breathing  may,  and  often  does, 
interfere  with  respiratory  rhythm.  Snuffling, 
sneezing,  blowing  the  nose,  “catching  the 
breath",  un-gear  the  respiratory  ‘‘timer”.  This 
is  carried  to  a pathetic  climax  in  nursing  in- 
fants, struggling  and  scrapping  at  once  for 
life's  two  chief  essentials,  air  and  food. 

Nasal  obstruction  limits  not  only  the  qual- 
ity of  breathing,  but  the  quantity  as  well. 
These  respiratory  derelicts  simply  try  to  do 
with  less  air.  Inhalation,  therefore,  is  frac- 
tional. and  the  thoracic  capacities  are  but  par- 
tially developed.  The  respiratory  function, 
from  the  respiratory  center  all  the  way  down, 
must  be  educated  and  raised  to  full  capacity. 
This  cannot  be  done  with  an  obstructed  nose. 

Mark  Twain  said,  in  substance,  that  he 
heard  a lot  of  discussion  of  the  weather,  but 
nobody  seemed  to  do  anything  about  it.  Con- 
siderations of  nasal  pathology  are  useless  un- 
less they  bring  relief.  It  is  in  this  light, 
therefore,  that  we  consider  these  symptoms. 

Mouth-breathing  is  a harmful  and  unneces- 
sary evil.  To  greet  “the  incense-breathing 
morn"  with  dry  lips  and  mouth,  parched  and 
puckery  tongue,  a desiccated  throat  and  tra- 
chea, is.  to  say  the  least,  robbing  Health  of 
one  of  her  great  exhilarations. 

Then  come  the  characteristic  changes  in 
physiognomy — the  relaxed  lower  jaw,  relaxed 
and  thickened  lips,  pinched  alae  and  narrow 
vestibule,  listless  eyes,  and  a dull,  heavy,  all- 
over  expression. 

More  devastating  than  this,  and  far  more 
serious,  is  obstruction  to  drainage  and  aera- 
tion of  the  accessory  sinuses  of  the  no^e.  Nar- 
row or  retracted  nasal  bones  and  pinched-in 
nasal  processes  of  the  maxillary  bones,  high 
deviations  of  the  nasal  septum,  hypertrophied 
and  cystic  middle  and  superior  turbinates, 
and  hyperplastic  or  thickened  mucosa  or  sup- 
porting structure,  with  blocking  of  the  ostia 
and  canals  of  the  sinuses,  are  definite  enti- 
ties, which  foster  further  and  more  serious 
pathology. 

A blocked  sinus  is  a potentially  diseased 
sinus.  It  is  a pathological  “no-man’s-land” 
which  may  be  harassed  at  any  time  by  bac- 
terial barrages.  The  oxygen  therein  is  ab- 


sorbed, negative  pressure  ensues,  followed  by 
sensitive  sinus  walls,  congestion,  stasis,  im- 
paired or  exfoliated  epithelium  with  loss  of 
function  and  resistance, — a prepared  soil  for 
infections,  degenerations  and  polyp  forma- 
tions. 

Llere,  as  elsewhere,  Nature  turns  on  the  red 
light  signals:  The  “morning  drop”  of  mucus 
from  a water-logged  membrane ; morning 
sneezing  from  puffy,  impacted  middle  turbi- 
nates, made  worse  by  recumbent  position  of 
the  night:  a sense  of  fullness  and  heaviness 
between  the  eyes,  with  a desire  to  blow  the 
nose : tenderness  of  the  o-lobes  associated  with 
eye  movements,  and  sometimes  slight  blurring 
of  vision — “a  skim  over  the  eyes”;  headache. 
especially  the  morning  type,  wearing  off  by 
night,  and  of  a fairly  definite  character — the 
so-called  “vacuum  headache”  of  Sluder.  The 
prevalence  of  these  headaches  and  the  very 
great  importance  of  this  symptom,  pointing 
as  it  does  to  an  unsuspected,  insidious,  primary 
pathological  state  in  the  nose,  leads  me  to 
quote  Sluder’s  words  relative  to  it : 

“A  low  grade,  unending  headache  is  estab- 
lished by  closure  of  the  frontal  sinus,  without 
nasal  signs  or  symptoms,  that  is,  obstruction 
or  secretion,  and  is  made  worse  by  use  of  the 
eyes.  These  patients  have  ocular  symptoms 
only.  The  air  is  partly  absorbed  in  the  sinu- 
ses and  the  negative  pressure  makes  the  walls 
sensitive.* 

“The  floor  of  the  sinus  is  its  thinnest  wall 
and  has  attached  to  it  the  pulley  of  the  su- 
perior oblique.  The  sensitive  floor  is  pulled 
on  by  use  of  the  eyes.  * * * 

“This  class  of  cases  never  has  pus  in  the 
nose;  never  has  the  severe  pain  produced  by 
suppurating  sinuses;  and  never  is  complicated 
by  blindness  or  changes  within  the  globe.  The 
eye  disturbance  is  of  the  nature  of  astheno- 
pia. They  are  almost  always  closed  frontal 
sinuses  which  are  otherwise  normal.  Occa- 
sionally it  is  the  anterior  ethmoid  labyrinth 
which  has  become  closed.  * * * Ewing 

was  the  first  to  recognize  these  cases  and  to 
describe  the  symptoms,  which  briefly  are: 
‘Inability  to  use  the  eyes  for  near  work  be- 
cause of  headache  which  is  produced  thereby, 
and  which  is  not  relieved  bv  glasses  nor  eye 
treatment’.  The  headache  is  frontal,  usually: 
very  rarely  it  is  referred  to  the  external 
angle  of  the  frontal  bone.  It  is  frequently 


♦This  idea  was  advanced  by  P.  McBride  in  1891. 
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present  on  rising,  but  grows  worse  on  using 
the  eyes.  The  pain  never  reaches  the  intense 
degree  of  that  produced  by  confined  empyema, 
but  is  quite  sufficient  to  prevent  the  use  of  the 
eyes.  Occasionally  a patient  relates  that 
‘blowing  the  nose  is  sometimes  accompanied 
by  a squeaking  sound  and  sensation  of  air 
running  up  to  the  brain’,  which  is  followed 
very  soon  by  temporary  relief  of  the  discom- 
fort. I have  often  had  them  say,  ‘I  feel  some- 
thing crawling  up  in  my  forehead’”. 

The  optometrist  throws  out  a drag-net  for 
this  class  of  patients  and  fattens  on  them. 
When  a patient  under  presbyopic  age  tells  me 
he  has  had  his  glasses  changed  one  or  more 
times,  I usually  want  to  see  the  nose,  not  the 
eyes. 

There  is  one  condition  which  closely  simu- 
lates the  above  picture.  The  symptom-parallel 
is  sufficiently  interesting  to  call  for  a word: 
I refer  to  the  headache  caused  by  intestinal 
stasis  and  auto-toxemia.  This  may  so  nearly 
duplicate  the  symptom-complex  quoted  from 
Sluder  that,  at  times,  it  is  difficult  to  differ- 
entiate the  two.  Whether  this  be  a separate 
entity  or  whether  retained  toxic  solids  and 
liquids  aggravate  the  already  present  nasal 
condition,  adding,  as  some  one  aptly  said, 
“the  last  straw”,  I am  unable  to  say.  A high 
enema,  unloading  the  intestinal  tract,  will 
clear  up  one  type  of  these  cases,  and  probably 
relieve  others.  Before  giving  a final  verdict 
incriminating  the  nose,  I usually  order  thor- 
ough elimination  by  means  both  of  medica- 
tion and  enemas.  Parenthetically,  and  to 
those  of  us  avIio  operate  in  the  nose,  I know 
of  nothing  that  brings  more  relief  and  leaves 
a more  grateful  patient  than  to  deplete  a post- 
operative congestion  and  fullness  in  the  nose 
than  by  elevating  the  head  and  shoulders, 
heating  the  feet  and  lower  limbs,  and  unload- 
ing the  large  intestines.  Try  it. 

During  the  past  several  years  in  studying 
and  treating  these  headaches,  I have  been 
struck  with  a decided  psychological  phase 
which  many  of  these  patients  present, — a men- 
tal picture  which  is  more  marked  in  the  se- 
verer types  of  nasal  involvements,  but  which 
is  also  evident  in  the  type  under  discussion. 

A large  percentage  of  these  patients  when 
interrogated  will  give  a history  of  dizziness, 
mental  depression,  despondency,  impaired 
memory,  absent-mindedness,  feeble  concentra- 
tion and  co-ordination.  They  state  that  in 


reading  the  eyes  follow  the  lines  but  they  can- 
not repeat  what  they  read.  They  cannot  add 
a column  of  figures  with  certainty  of  accu- 
racy. These  symptoms  may  be  ephemeral. 
The  patient  may  be  “feeling  fine”,  when  sud- 
denly these  dark  clouds  will  pass  over  the 
sensorial  sky.  Patients  with  more  serious 
sinus  pathology  may  be  morose,  non-eom- 
municative,  hypersensitive,  introspective,  and 
hypochondriacal.  They  usually  have  narrow 
faces,  narrow  interpupillary  spaces,  narrow 
noses  and  narrow  nasal  fossae. 

Pathology  incident  to  inflammatory  pro- 
cesses, both  suppurating  and  non-suppurating, 
is  manifested  in  most  cases  by  fairly  consist- 
ent symptoms  and  signs.  Head  and  face 
pains  in  acute  and  chronic  stages  usually  in- 
dicate either  a closed  empyema  or  an  involved 
nerve  or  ganglion.  Acute  suppurative  frontal 
sinusitis  probably  causes  the  severest  pain. 
Chronic  sinuses  may  cause  moderate,  non-pul  - 
sating  pain  when  the  drainage  is  blocked  or 
inadequate,  or  when  nerve  tissue  is  affected. 
Sinus  infections  are  often  overlooked,  because 
the  pain  therefrom  is  often  remote  and  enig- 
matic. It  may  be  reflected  to  many  points 
and  areas  about  the  face,  head  and  neck. 

About  three  years  ago  I had  a woman  some 
forty  years  of  age  referred  to  me  with  a sup- 
posed mastoiditis  on  the  right  side.  The 
whole  mastoid  process  was  excessively  tender 
and  painful.  Even  slight  pressure  caused 
pain.  The  external  canal  walls  and  the  drum 
membrane  did  not  tally  with  the  symptoms. 
X-  ray  of  the  mastoid  discouraged  an  opera- 
tion. The  nose  was  examined  and  the  pa- 
tient again  X-rayed.  Pus  or  granulations 
was  reported  in  the  left  antrum  which  was 
irrigated  for  a period  of  time.  The  first  ir- 
rigations showed  pus,  and  the  mastoid  symp- 
toms quickly  cleared  up. 

Lyman,  of  St.  Louis,  in  a paper  on  “Simu- 
lated Mastoiditis  Relieved  by  Sphenoidec- 
tomv”,  cites  several  cases,  in  the  summary  of 
which  he  said,  in  part : “In  each  of  these 
cases,  while  the  tenderness  was  very  marked 
over  a large  area,  there  was  a point  of  ex- 
treme sensitiveness  a short  distance  back  of 
the  mastoid  process.  This  tender  point  is 
quite  constant  in  nasal  ganglion  headaches. 
Operations  on  the  mastoid  had  failed  to  re- 
lieve the  pain.  Cocaininzation  of  the  nasal 
ganglion  afforded  practically  no  relief.  Open- 
ing the  sphenoid  and  ethmoid  sinuses  resulted 
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in  marked  amelioration  of  the  mastoid  symp- 
toms.” 

Sinus  infections,  per  se , are  usually  not  dis- 
astrous, but  metastatic  flare-ups  may  prove  to 
be  so.  Complications  are  less  liable  in  sinu- 
sitis, probably  because  the  focus  is  in  tissues 
always  at  rest,  housed,  as  the  sinuses  are,  in 
rig-id  bone.  Just  the  opposite  of  this  desidera- 
tum is  observed  in  apical  infections  of  the 
teeth,  the  tooth  acting  as  a plunger  to  pump 
bacteria  and  toxins  into  convevino-  channels. 

«/  o 

Frequent  “colds”,  purulent  otitis  media,  and 
even  dangerous  mastoid  infections,  especially 
in  children  whose  tonsils  and  adenoids  have 
been  cleanly  removed,  majr  be  traced  to  an 
unsuspected  sinus  infection.  I recently  treated 
a girl  of  fourteen  years  of  age,  who  was  ane- 
mic, no  appetite,  underweight,  had  had  some 
ear  pains,  and  “colds  all  the  time”,  as  the 
mother  stated.  The  X-ray  reported  pus  or 
granulations  in  the  antra,  which  were  opened 
up  through  the  nose  and  treated.  All  symp- 
toms showed  marked  improvement  and  relief. 

F.  E.  V.  Shore,  in  a splendid  paper  on  “An- 
trum Infections  as  an  Etiological  Factor ‘in 
Remote  Pathological  Changes”,  reports, 
among  others,  this  case : “Some  three  years 
ago  while  searching  for  the  cause  of  an  acute 
suppurative  otitis  media  in  a lad,  on  whom 
a perfect  tonsillectomy  had  been  performed 
some  years  prior,  I decided  to  wash  the  an- 
trum. and,  much  to  my  surprise,  obtained  a 
drachm  of  pus.  This  was  done  every-  day  for 
three  washings  with  a complete  cessation  of 
the  aural  discharge,  although  no  medication 
has  been  made  to  the  ear.”  Similar  citations 
could  be  limitless,  as  I am  sure  the  case  files 
of  most  nose  specialists  will  testify. 

Erosion  and  absorption  of  the  supporting 
walls  of  the  sinuses  may  be  a true  osteomyeli- 
tis and  prove  very  troublesome,  or  it  may  ad- 
mit of  rupture  and  extension  into  the  brain, 
resulting  in  meningitis  or  brain  abscess.  I 
have  had  one  case,  a young  robust  man,  who, 
when  recovering  from  an  operated  mastoid, 
was  smitten  with  intense  headache  and  super- 
vening loss  of  consciousness.  A Richmond 
specialist  was  called  in  consultation.  We  ex- 
plored the  mastoid  field;  he  removed  some 
cells  which  at  the  time  of  the  operation  were 
very  sclerotic  and  apparently  healthy,  and 
which  were  allowed  to  remain;  we  also  ex- 
plored the  dura  and  the  brain.  These  showed 
no  pathology  and  could  not  explain  the  alarm- 


ing symptoms.  A history  had  previously  been 
taken  of  prior  sinus  infection  following  sev- 
eral attacks  of  grippe,  or  “flu”,  with  head- 
aches, marked  depression  even  to  threats  of 
suicide,  and  nasal  discharge.  Ewings  sign 
and  other  evidences  of  frontal  infection  were 
positive  and  palpable  when  making  the  first 
examination.  An  autopsy  could  not  be  ob- 
tained, but  from  the  nature  of  the  onset  and 
physical  findings,  the  presumption  was  logi- 
cal that  the  brain  infection  was  a metastatic 
involvement  from  an  old  sinus  empyema, 
which,  under  the  stress  of  a mastoid  operation, 
flared  into  flame. 

The  non-suppurating,  sometimes  called  hy- 
perplastic, types  are  of  interest  because  of  one 
complication  which  is  not  at  all  infrequent, 
— partial  or  total  blindness  which  clears  up 
completely,  as  a rule,  if  early  diagnosis  and 
prompt  and  efficient  treatment  are  available. 

These  cases  range  all  the  way  from  “a  skim 
over  the  eyes,”  as  they  express  it,  to  complete 
loss  of  vision,  particularly  of  central  vision. 

A study  of  the  proximity  of  the  canalis  op- 
ticus to  the  most  posterior  ethmoid  cell  and 
to  the  bony  wall  of  the  sphenoidal  sinus,  will 
suggest  the  easy  possibility  of  optic  nerve  in- 
fection and  a post-optic  neuritis.  The  bony 
walls  here  are  sometimes  papyraceous  and, 
indeed,  may  present  a dehiscence  in  the  cell 
wall.  This  possibility  is  favored  by  hyper- 
trophied superior  and  middle  turbinates, 
which  more  or  less  obliterate  the  superior  and 
middle  meatus,  thus  interrupting  drainage 
and  aeration  of  the  posterior  ethmoid  laby- 
rinth and  the  sphenoidal  sinus. 

Leon  White,  of  Boston,  in  studying  these 
ocular  cases,  was  first  aroused  by  the  con- 
sistency with  which  he  had  noted  in  his 
records  a thickened  and  impacted  middle  tur- 
binate, but  an  otherwise  apparently  normal 
nose.  In  most  cases,  probably  90  per  cent  of 
them,  there  was  no  pus.  This  is  a very  im- 
portant fact  to  keep  in  mind  in  all  nose  ex- 
aminations leading  to  a diagnosis  of  ocular 
and  other  obscure  head  symptoms. 

14  Marshall  Street. 


CIRCULATORY  ADAPTATION  TO  MUSCU- 
LAR EXERTION. 

By  C.  C.  HASKELL,  M.  D..  Richmond,  Va. 

It  is  axiomatic  that  an  increase  in  the  activ- 
ity of  the  striated  muscles  calls  for  an  increase 
in  the  supply  of  oxygen  to  them : indeed,  it  has 
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recently  been  shown  that  the  oxygen  absorp- 
tion of  man  may  rise  thirteen-fold  as  a result 
of  violent  muscular  exertion.  Since  it  is  only 
through  the  blood  that  appreciable  amounts 
of  oxygen  can  be  transported  to  the  muscles, 
it  is  obvious  that  a change  must  take  place  in 
the  circulation  to  meet  this  demand  for  an  in- 
creased oxygen  supply.  The  ways  in  which 
this  adaptation  is  effected  are  to  be  sought 
chiefly  in  altered  activity  of  the  heart  and  in 
the  state  of  the  blood  vessels;  and  the  coordi- 
nation manifested  between  these  two  factors, 
as  well  as  with  other  influences  constitutes  one 
of  the  most  beautifully  adjusted  physiological 
mechanisms  with  which  we  are  acquainted.  Be- 
cause of  this,  an  attempt  will  be  made  to  re- 
view the  explanations  that  have  been  offered 
for  the  cardiac  and  vascular  changes  that  re- 
sult from  increased  muscular  exertion. 

An  increase  in  heart  rate  accompanying 
muscular  exertion  is  a matter  of  common  ob- 
servation ; it  is  obvious  . that  this  increase 
alone,  other  conditions  in  the  circulation  re- 
maining unaltered,  would  suffice  to  increase 
blood  flow.  Most  of  us,  from  subjective  ex- 
perience, are  inclined  to  believe  that  the  force 
of  the  individual  beats  likewise  is  augmented. 
Attention  will  first  be  directed  briefly  to  the 
manner  in  which  heart  rate  is  increased  in 
muscular  exertion. 

As  is  well  known,  the  heart  is  supplied  with 
extrinsic  nerves  which  exert  quite  different  in- 
fluences on  this  organ : in  the  vagi  are  carried 
inhibitory  fibers;  in  the  true  sympathetic,  the 
so-called  accelerator  or  augmentor.  Certain  of 
the  metabolic  products  of  muscular  activity 
tend  to  cause  relaxation  of  the  arterioles;  con- 
sequently, a,  fall  in  arterial  pressure  would  oc- 
cur from  the  uncomplicated  influence  of  an  in- 
crease of  these  substances,  which  would  result 
from  increased  activity  of  the  muscles.  The 
older  view  was  that  this  reduction  of  arterial 
pressure  stimulated  tht  endings  of  the  depres- 
sor nerve  in  the  left  ventricle  and  aortic  arch, 
setting  up  an  impulse  which  was  transmitted 
to  the  inhibitory  center,  and  resulting  in  a de- 
pression of  the  cells  of  this  center  and  a con- 
sequent acceleration  of  the  heart  rate.  By  an 
ingenious  experiment,  Starling  has  shown,  how- 
ever, that  the  center  is  affected  directly;  a rise 
of  pressure  in  the  vessels  of  the  medulla  serv- 
ing to  slow  the  heart,  although  there  was  no 
rise  in  the  pressure  within  the  ventricle  or 
aorta,  and  a fall  leading  to  the  opposite  effect. 

Even  more  effective  than  a fall  of  arterial 


pressure  in  bringing  about  cardiac  accelera- 
tion is  a rise  of  venous  pressure:  Here,  also, 
the  influence  is  indirect,— in  this  case,  truly  a 
reflex  one.  Through  undetermined  nerve  path- 
ways, impulses  are  transmitted  from  the  right 
heart  to  the  medulla,  where  they  probably  ex- 
ert an  influence  chiefly  toward  depression  of 
the  inhibitory  center,  though  a reflex  through 
the  sympathetic  supply  cannot  be  ruled  out.  In 
this  connection,  it  is  of  interest  to  observe  the 
influence  of  “extra-circulatory”  factors  in 
bringing  about  the  increased  venous  flow.  The 
contracting  skeletal  muscles  tend  to  “milk”  the 
blood  heart-wards  in  the  veins,  regurgitation 
being  prevented  by  the  valves  present  in  these 
vessels,  while,  no  less  important,  is  the  in- 
fluence of  the  increased  respiration.  Each  in- 
spiration, lowering  the  intrathoracic  and  rais- 
ing the  intraabdominal  pressure,  forces  the 
blood  through  the  thin-walled  veins  toward 
the  heart,  thus  bringing  about  an  effective  rise 
of  venous  pressure  earlier  than  could  be  ac- 
complished by  the  distant  striated  muscles. 

The  nervous  mechanism  is  not  alone  con- 
cerned in  cardiac  acceleration.  The  rise  of 
temperature,  produced  bv  the  increased  oxi- 
dation taking  place  in  the  body,  is  certainly 
an  effective  factor,  and  it  is  not  unlikely  that 
epinephrine  may  also  be  concerned  in  bring- 
ing about  this  effect. 

That  an  increase  merely  in  the  rate  of  the 
heart  is  insufficient  to  supply  the  increased 
need  of  the  contracting  muscles  for  oxygen 
may  readily  be  shown.  Thus,  in  a reported 
experiment,  to  meet  a four-fold  increase  in 
oxygen  consumption,  there  occurred  an  in- 
crease of  pulse  rate  of  only  21/2  times.  The 
simplest  explanation  to  account  for  this  dif- 
ference is  that  the  amplitude  of  the  cardiac 
contractions  is  likewise  increased, — an  expla- 
nation in  harmony  with  our  subjective  experi- 
ence and  one  that  is  now  accepted  by  most 
physiologists,  though  the  opposite  view  has 
been  ably  defended  by  Yandell  Henderson. 
While  it  is  difficult  to  secure  positive  evidence 
as  to  whether  or  not  the  stroke  volume  of  the 
heart  is  ever  increased  under  normal  condi- 
tions, the  general  trend  of  recent  investiga- 
tion. as  illustrated  strikingly  in  the  careful  ex- 
periments of  Marshall  on  the  dog,  practically 
convinces  one  that  even  moderate  muscular 
exertion  definitely  increases  the  amount  of 
blood  discharged  at  each  ventricular  systole. 

Accepting  the  view  that  the  stroke  volume 
of  the  heart  is  adjustable  to  meet  varying  de- 
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mands,  one  naturally  turns  to  the  extrinsic  in- 
nervation in  "seeking  an  explanation  as  to  the 
manner  in  which  it  is  brought  about,  since  we 
have  seen  the  important  role  played  by  nerv- 
ous impulses  in  effecting  changes  in  cardiac 
rate.  It  has  been  conclusively  shown,  how- 
ever, that  the  chief  factor  in  bringing  about 
alterations  in  the  systolic  discharge  of  the 
heart  lies  within  that  structure  itself, — as 
Starling  expresses  it : “.  . . a heart  iso- 

lated from  the  central  nervous  system  and 
from  the  rest  of  the  body  . . . has  a 

marvelous  power  of  adaptation,  i.  e.,  of  regu- 
lating its  activity  according  to  the  mechanical 
demands  which  are  made  upon  it.”  Making 
use  of  the  heart-lung  preparation,  in  which  it 
is  possible  to  vary  the  arterial  and  venous 
pressures  independently  and  to  secure  accurate 
measurements  of  the  ventricular  output,  the 
surprising  fact  has  been  discovered  that  an  in- 
crease in  the  peripheral  resistance  amounting 
to  as  much  as  100  per  cent  has  practically  no 
influence,  save  of  a most  temporary  nature,  on 
the  systolic  output  of  the  ventricles;  that  is. 
if  a heart  receive  its  venous  inflow  at  a con- 
stant rate,  "it  makes  no  difference  to  the  out- 
put of  the  heart  whether  the  average  arterial 
pressure,  and,  therefore,  the  resistance  to  the 
outflow  of  the  blood  be  maintained  at  80  or 
100  mm.  Hg.  although,  in  the  latter  case,  the 
heart  must  do  exactly  twice  as  much  work  in 
order  to  keep  the  outflow  at  the  same  level.” 
(Starling.)  On  the  other  hand,  if  the  arterial 
pressure  is  kept  constant  and  the  rate  of  ven- 
ous flow  is  increased,  the  output  at  each  ven- 
tricular contraction  almost  immediately  in- 
creases to  care  for  the  increased  rate  of  venous 
flow,  and  Starling  and  his  co-workers  have 
shown  that  in  this  way  the  minute  volume  of 
the  heart  may  be  increased  ten-fold.  This  re- 
sponse. they  found,  was  due  to  a property  pos- 
sessed not  only  by  cardiac  but  skeletal  muscle 
as  well,  namely,  the  power  to  increase  the  force 
of  contraction  in  proportion  to  the  extent  to 
which  the  fibers  are  stretched  during  relaxa- 
tion. As  we  have  seen,  in  muscular  activity 
there  are  several  influences  at  play  to  accelerate 
the  venous  blood-flow:  consequently,  as  a re- 
sult of  this  increased  flow,  the  ventricles  become 
more  widely  distended  in  diastole  and  the  suc- 
ceeding contraction  increases  in  force  suffi- 
ciently to  discharge  the  increased  volume  of 
blood  within  the  chamber.  Triggers  has  re- 
cently pointed  out  that  the  stretching  factor 
alone  is  not  sufficient  to  explain  the  following 


increase  in  power  of  contraction;  the  degree 
of  tension  developed  in  the  muscle  must  also 
be  taken  into  consideration.  Obviously,  under 
the  conditions  existing  in  the  intact  animal,  an 
increase  in  the  rate  of  the  venous  return  to 
the  heart  will  not  only  stretch  the  muscle  fiber 
to  a greater  length,  but  will  also  cause  an  in- 
crease in  the  degree  of  diastolic  intraventri- 
cular tension  or  pressure.  The  importance  of 
this  influence  of  increased  tension  is  obvious 
in  connection  with  cardiac  failure : if  the  dis- 
eased heart  muscle  has  lost  tonicity  to  a con- 
siderable degree,  it  may  be  readily  stretched  to 
a length  as  great  or  greater  than  is  the  case 
with  the  normal  muscle,  but  the  intraven- 
tricular rise  in  pressure  would  not  be  corre- 
spondingly increased;  consequently,  the  stimu- 
lating influence  of  the  tension  factor  would  be 
less  under  this  pathological  condition  of  the 
muscle. 

Important  as  is  the  role  of  the  heart  in  ef- 
fecting circulatory  readjustments,  that  of  the 
vessels  is  just  as  essential.  Through  the  vaso- 
motor system,  the  caliber  of  arterioles  in  cer- 
tain large  areas  of  the  body  may  be  quickly 
and  markedly  altered,  with  the  result  that  not 
only  is  the  peripheral  resistance  changed,  and, 
consequently,  the  general  arterial  pressure,  but 
the  distribution  of  the  blood  may  be  very  de- 
finitely affected.  Because  of  the  presence  of  a 
well-developed  muscular  coat  of  the  arteries  and 
the  demonstration  of  the  existence  of  a connec- 
tion between  this  contractile  tissue  and  the  cen- 
tral nervous  system,  for  years  it  was  felt  that 
through  alterations  of  the  caliber  of  the  ar- 
teries alone,  the  vascular  readjustments  of  the 
circulatory  apparatus  were  chiefly  or  entirely 
accomplished.  Without  doubt,  the  influence 
of  the  arteries  is  an  important  one.  but  of  re- 
cent years,  more  and  more  significance  is  being 
attached  to  the  part  played  by  the'  capillaries. 

On  account  of  the  minute  size  of  the  indi- 
vidual capillary,  we  often  overlook  the  enorm- 
ous capacity  of  the  capillary  bed.  It  has  been 
very  conservatively  estimated  that  the  total 
cross  section  area  of  the  capillaries  is  400  times 
greater  than  that  of  the  aorta.  Krogh,  from 
actual  counts,  concludes  that  there  are  no  less 
than  2.000  of  these  little  vessels  in  an  area  of 
a guinea-pig's  muscles  no  larger  than  that  of 
the  average  pin  on  cross  section.  He  estimates 
that  the  surface  area  of  the  capillaries  in  a 
medium  sized  man  reaches  the  enormous  figure 
of  over  6.000  square  meters;  and  that  a single 
cubic  centimeter  of  blood  in  passing  through 
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the  capillaries  may  develop  an  effective  sur- 
face area  of  over  7,000  square  centimeters.  Ac- 
cording to  him,  if  it  were  possible  to  dissect 
out  all  the  capillaries  from  such  an  individual 
and  place  them  end  to  end,  they  would  stretch 
around  the  globe  2Vs>  times.  It  is  obvious 
that  marked  changes  in  many  capillaries  may 
lead  to  most  pronounced  effects  on  the  circula- 
tion. That  such  alterations  in  size  do  occur 
has  been  shown  by  observations  carried  out  on 
contracting:  muscle,  where  it  is  found  that  the 
number  of  visible  capillaries  may  increase 
more  than  four-fold.  Interesting  observations 
have  been  carried  out  on  the  living  kidney  by 
Richards,  from  which  it  appears  that  the 
capillaries  of  this  organ  manifest  contractility 
to  a high  degree.  According  to  the  older  de- 
scriptions,  the  wall  of  the  capillary  consists  of 
a single  layer  of  endothelial  cells;  and  it  was 
difficult  to  conceive  of  this  as  representing  an 
effective  form  of  contractile  tissue.  Vimtrup 
has  re-cliscovered  certain  peculiar  cells,  origin- 
ally described  by  Rouget,  and  attributes  to 
them  the  power  of  diminishing  or  increasing 
the  capillary  lumen.  These  Rouget  cells  send 
out  long  processes,  which  surround  the  capil- 
lary wall  almost  as  a hand  would,  and  it  is 
readily  apparent  how  a contraction  of  these 
processes  would  diminish  the  lumen  of  the  ves- 
sel. 

Sympathetic  fibers  run  in  close  relation  to 
the  capillaries;  and  experimental  proof  that 
stimulation  of  certain  sympathetic  trunks  will 
cause  constriction  of  the  capillaries  in  partic- 
ular regions  has  been  abundantly  secured;  a 
dilatation,  following  section  of  the  sympathe- 
tic supply  has  not  been  so  satisfactorily  demon- 
strated. Burn  has  discovered  that  there  exists 
an  efferent  supply  to  the  capillaries  running 
in  the  dorsal  nerve  roots;  and  he  explains  the 
well-known  trophic  disturbances  that  may  fol- 
low section  or  destruction  of  sensory  nerve 
fibers  as  the  result  of  extreme  dilatation  of  the 
capillaries  involved.  Apparently,  there  exists 
a peripheral  nervous  structure,  by  means  of 
which  the  capillary  lumen  may  be  varied,  as 
illustrated  in  the  so-called  axon  reflex. 

It  is  not  only  through  nerve  impulses  that 
the  capillaries  can  be  affected;  chemical  sub- 
stances influence  them  also.  In  the  human  sub- 
ject, epinephrine  causes  constriction ; extracts 
from  the  pituitary  gland  were  much  more  ef- 
fective. Contrary  to  the  usually  accepted  view, 
it  appears  that  lack  of  oxygen  is  the  essential 
feature  in  causing  a dilatation  of  the  muscle 


capillaries  during  contraction  of  the  muscles 
rather  than  the  development  of  “acid  meta- 
bolites.” 

Even  so  far  as  the  investigations  have  been 
carried,  and  those  most  familiar  with  them  are 
quickest  to  proclaim  their  incomplete  nature, 
it  is  apparent  that  a most  complicated  mechan- 
ism exists  for  regulation  of  capillary  caliber 
and,  consequently,  flow.  The  behavior  of  these 
vessels  in  response  to  varying  needs  for  blood 
in  the  muscles  is,  obviously,  of  the  utmost  im- 
portance, as  well  as  the  changes  which  they 
may  undergo  in  certain  pathological  states. 

In  the  familiar  circulatory  readjustment 
brought  about  merely  as  a result  of  the  in- 
creased need  for  oxA'gen  in  muscular  exertion, 
it  is  seen,  therefore,  that  a most  complicated 
mechanism  is  involved.  The  increase  in  the 
output  of  blood  is  brought  about  through  a 
two-fold  change  in  cardiac  activity;  in  part, 
depending  on  the  influence  of  the  central  nerv- 
ous system;  in  part,  the  result  of  certain  in- 
herent properties  of  the  cardiac  muscle.  No 
less  complicated  is  the  control  of  the  vessels; 
here,  also,  both  extrinsic  and  intrinsic  factors 
are  concerned.  When  we  attempt  to  analyze 
the  circulatory  changes  brought  about  in  re- 
sponse to  even  such  a commonplace  influence 
as  increased  muscular  activity,  one  cannot  fail 
to  be  impressed  by  the  need  for  perfect  coordi- 
nation between  the  several  factors  involved, 
and  Ave  are  led  to  Avonder,  not  Avhy  disturb- 
ances in  the  circulation  occur  as  the  result  of 
disease,  but  rather  how  this  function  may  be 
satisfactorily  carried  out  over  many  years. 


THE  PROBLEM  OF  ECTOPIC 
PREGNANCY.* 

By  GEORGE  H.  REESE,  M.  D.,  Petersburg,  Va. 

Ectopic  pregnancy  in  its  strictest  sense 
means  a pregnancy  outside  of  the  uterus. 
From  a practical  standpoint  one  is  seldom 
called  upon  to  consider  any  but  the  tubal 
form.  This,  however,  like  Cleopatra’s  charms, 
presents  an  “infinite  ATariety”  of  sypmtoms 
and  pathology  to  perplex  the  mind  and  tax 
the  resources  of  either  the  scientist,  or  prac- 
titioner. 

These  problems  begin  with  the  etiology,  and 
are  often  manifest  throughout  the  uncertain 
period  of  gestation,  eATen  Avhen  the  diagnosis 
is  no  longer  in  doubt,  cropping  up  to  sow 

*Read  before  the  Southside  Virginia  Medical  Association  at 
City  Point,  March  8,  1927. 
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the  seeds  of  discord  into  any  prospective 
therapy. 

Ectopic  pregnancy  is  not  confined  to  hu- 
man beings.  It  is  also  found  in  many  of  the 
lower  animals, — the  ape,  cow,  bitch  and  hare 
affording  examples. 

What,  then,  causes  this  unusual  form  of 
pregnancy?  At  the  very  outset  we  are  con- 
fronted with  a multitude  of  alleged  reasons — 
all  speculative,  all  probable,  and  all  doubt- 
lessly potent  in  particular  cases. 

According  to  Dr.  de  Lee  first  in  import- 
ance perhaps  is  “salpingitis,  gonorrhoeal  or 
puerperal;  second  pelvic  adhesions;  third,  in- 
fantile tubes  with  lack  of  cilia;  fourth,  wan- 
dering of  the  ovum;  fifth,  diverticula  or  ac- 
cessory  tubes;  sixth,  decidual  reaction  of  the 
tube;  seventh,  disease  of  the  corpus  luteum.” 

Salpingitis  is  thought  to  act,  either  by  de- 
stroying the  cilia,  or  by  glueing  together  the 
lumen  of  tube,  forming  constrictions  or  blind 
pouches,  by  which  the  ovum  is  prematurely 
arrested.  Pelvic  adhesions  also  act  by  kink- 
ino-  or  narrowing  the  tube,  and  attain  the  same 
result.  Infantile  tubes  are  much  convoluted, 
are  deficient  in  cilia,  and  weak  in  propelling 
power. 

In  cases  of  wandering  ovum,  it  may  have 
grown  so  large  as  to  be  unable  to  pass  the 
tube. 

These  are  the  major  speculations  regarding 
the  etiology  of  this  disease.  As  stated  above, 
tubal  pregnancy  is,  from  a practical  stand- 
point, the  only  one  to  be  considered.  Ovarian 
pregnancy  has  been  demonstrated  a number 
of  times;  but  the  reported  cases  are  rare  in 
comparison  to  the  tubal  form.  Primary  ab- 
dominal pregnancy  is  to  be  regarded  as  im- 
probable. 

In  whatever  part  of  the  tube  the  ovum  lo- 
cates, the  course  is  largely  the  same.  It  either 
forms  a mole,  or  grows  until  it  results  in  a 
tubal  or  uterine  abortion,  or  ruptures  through 
the  tube  into  the  abdominal  cavity,  or,  more 
rarely,  into  the  broad  ligament. 

In  these  cases  the  fate  of  the  ovum  chiefly 
depends  upon  the  point  of  rupture,  and 
whether  or  not  the  membranes  are  disrupted 
by  the  abortion. 

If  the  membrane  remains  intact,  the  ovum 
may  continue  to  grow,  either  in  the  uterus, 
broad  ligament,  or  abdominal  cavity. 

When,  by  tubal  abortion  or  rupture,  blood 
is  poured  into  the  abdominal  cavity,  sooner 


or  later  it  clots.  It  also  irritates  the  peri- 
toneum, causing  an  outpouring  of  fibrin,  re- 
sulting in  an  early  encapsulation  of  the  clot 
by  binding  together  the  surrounding  viscera. 

Repeated  hemorrhages  may  rupture  these 
new  formed  adhesions,  and  the  process  be  re- 
peated until  the  patient  is  either  relieved,  or 
else  dies  of  shock  and  hemorrhage.  When  the 
rupture  occurs  into  the  broad  ligament,  this 
structure  may  be  the  site  of  a large  hema- 
toma, or,  at  times,  of  foetal  development. 

In  tubal  abortion  the  embryo  and  clots  un- 
dergo absorption  by  ferment  and  leucocytic 
action,  which,  as  a rule,  takes  place  within  a 
few  weeks. 

In  rupture,  if  the  placenta  is  detached,  or 
badly  disorganized  by  hemorrhage,  the  foetus 
dies;  and  unless  advanced  beyond  the  eighth 
week,  the  little  body  is  absorbed  just  as  in 
tubal  abortion,  and  in  either  case,  without 
operation,  the  true  condition  may  never  be 
known.  This  is  perhaps  the  sequel  to  many 
a tubal  abortion. 

On  the  other  hand,  if  the  child  escapes 
alive,  it  may  continue  to  grow  in  its  original 
sac,  or  in  a new  sac  formed  of  its  surround- 
ings. 

After  rupture,  the  placenta  spreads  from 
its  original  attachment,  over  the  adjacent  vis- 
cera. It  is  quite  like  a normal  placenta,  ex- 
cept that  it  is  unusually  thin.  The  blood  ves- 
sels near  the  placenta  are  greatly  dilated  and 
friable,  and  new  ones  appear,  especially  when 
the  omentum  comes  in  to  help  nourish  the 
placenta. 

Again,  but  rarely,  the  tube  or  ovary  may 
not  rupture,  but  continue  to  expand  with  the 
growing  ovum,  forming  a large  sac,  which 
adheres  to  all  surrounding  structures. 

These  secondary  abdominal  pregnancies 
may  go  to  term,  and  a spurious  labor  set  in, 
with  a slight  hemorrhage  and  a discharge  of 
the  decidua  from  the  uterus.  The  child  may 
die  at  this  time,  or  live  to  a later  period. 

When  left  to  itself,  if  the  mother  does  not 
die  of  peritonitis,  the  child  undergoes  absorp- 
tion of  the  soft  parts,  and  later  the  skeleton 
may  be  extruded  through  a fistulous  opening 
into  some  adjacent  viscera.  Otherwise  the 
child  may  undergo  mummification  or  calci- 
fication, and  becoming  encapsulated,  be  car- 
ried for  years.  Combined  intra-  and  extra- 
uterine  pregnancy  has  been  frequently  re- 
ported. Not  unknown  is  double  tubal  preg- 
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nancy.  Double  gestation  sacs  have  been  found 
in  one  tube,  and  twins  or  even  triplets  in  one 
sac  are  reported. 

The  course  of  ectopic  pregnancy  from  a 
clinical  standpoint  is  not  uneventful.  Rarely 
do  the  first  few  weeks  or  months  pass  with- 
out definite  pelvic  symptoms.  These  vary  in 
type  and  degree  almost  without  limit.  There 
are  few  pelvic  conditions  that  have  not  been 
confused  with  ectopic  pregnancy,  ruptured  or 
unruptured,  and  vice  versa.  It  is  practically 
impossible  to  make  a definite  diagnosis  of 
tubal  pregnancy  before  rupture,  or  beginning 
abortion,  and  notoriously  difficult  at  times  af- 
ter either  of  these  events  has  taken  place. 

The  usual  history  of  these  cases  is  a missed 
period,  pain  in  the  lower  abdomen,  usually 
on  the  affected  side,  faintness,  nausea,  with 
the  usual  symptoms  of  shock.  The  decidua 
may  pass  from  the  uterus  as  a whole,  or  in 
part. 

Sometimes  the  effect  of  tubal  rupture  is  ter- 
rific. The  pain  is  sudden  and  excruciating, 
and  soon  spreads  all  over  the  abdomen.  The 
patient  utterly  collapses,  with  all  the  evidence 
of  acute  shock  and  hemorrhage. 

That  a great  deal  of  this  prostration  is  due 
in  many  cases  to  shock  alone  is  often  proved 
at  operation,  there  being  not  enough  blood 
present  to  account  for  the  depression  on  any 
hemorrhagic  basis.  The  patient  is  deathly 
pale,  slightly  cyanotic  about  the  lips,  with  a 
rapid  feeble  pulse,  low  blood-pressure,  sigh- 
ing, yawning,  or  gasping  for  breath.  Later, 
they  complain  of  thirst,  become  jaundiced 
from  absorption  of  disintegrating  blood, 
while  the  temperature  proceeds  to  mount. 

A blood  examination  often  reveals  a high 
polymorphonuclear  count,  as  well  as  a very 
high  total  white  cell  count.  In  severe  hemor- 
rhage the  hemoglobin,  of  course,  is  low,  and 
the  red  cell  count  is  low. 

In  the  writer’s  opinion,  the  missed  period, 
unilateral  pain  with  or  without  uterine 
hemorrhage,  excessive  tenderness  in  the  af- 
fected side,  high  white  cell  count  with  low 
hemoglobin,  constitute  the  main  diagnostic 
points  in  ectopic  pregnancy. 

Some  of  the  highest  white  cell  counts  the 
writer  has  ever  met  with  have  been  in  rup- 
tured ectopics;  and  in  none  of  them  was  there 
any  visible  evidence  of  suppuration.  In  my 
experience  the  blood  count  has  been  higher, 
the  tenderness  greater,  and  the  hemoglobin 


lower,  in  the  average  case  of  ruptured  ectopic, 
than  in  the  average  case  of  salpingitis — with 
which  it  is  likely  to  be  confused. 

The  treatment  of  ectopic  pregnancy,  rup- 
tured or  unruptured,  is  operative.  In  view  of 
all  available  statistics,  the  possibility  of  car- 
rying a secondary*  abdominal  pregnancy  to 
term  and  of  securing  a safe  delivery  of  a nor- 
mal child  is  too  remote  for  routine  procedure. 

In  certain  cases  it  might  be  considered  and 
attempted;  but  it  should  never  be  the  rule, 
for,  when  viable,  the  majority  of  these  chil- 
dren are  deformed  and  the  danger  to  the 
mother  prohibitive.  Nor  is  it  necessary  in 
a rupture  to  rush  the  patient  into  an  immedi- 
ate operation,  regardless  of  shock,  or  the 
probability  of  adding  thei'eto.  It  is  true  that 
about  5 per  cent  of  these  cases  refuse  to  rally 
from  their  primal  shock,  and  no  one  can  tell 
what  any  individual  case  may  do ; yet  an 
overwhelming  majority  do  rally,  and  rally 
repeatedly,  and  this  unquestioned  and  amply 
demonstrated  fact  should  be  borne  in  mind 
and  duly  weighed  when  considering  emer- 
gency measures.  To  the  writer’s  mind,  there 
is  no  more  atrocious  surgical  act  than  an 
operation  on  a patient  in  a state  of  acute 
shock,  unless  absolutely  unavoidable.  In 
these  cases  the  statistics  are  overwhelmingly 
against  ill  considered  and  precipitate  action. 
Fifty  per  cent  of  these  cases  die  when  oper- 
ated on  in  acute  shock.  Operate  by  all  means, 
but  do  it  in  such  a manner  as  not  to  further 
jeopardize  a patient  alread}r  in  a critical 
state. 

As  stated  above,  a great  deal  of  this  pros- 
tration is  due  to  the  pain  from  peritoneal  ir- 
ritation, caused  by  the  rupture  and  extra- 
vasated  blood  of  limited  amount.  In  such 
cases  the  entire  picture  may  be  changed  by  a 
single  injection  of  morphine,  to  the  great  re- 
lief of  all  concerned. 

The  writer  has  had  in  the  past  four  years 
fifteen  of  these  cases;  fourteen  of  them  were 
ruptures  or  abortions,  several  of  them  hav- 
ing been  rupturtd  for  months.  In  not  one 
of  these  did  there  appear  more  than  a moder- 
ate amount  of  prostration  when  seen  by  him; 
but  most  of  them  gave  the  usual  history  of 
partial  or  complete  collapse  at  the  outset  of 
rupture.  All  of  these  cases  were  operated 
upon  successfully  by  the  writer,  and  are  a 
minor  testimonial  in  keeping  with  the  mass 
of  evidence  that  these  cases  need  not  be  rushed 
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through  an  operation  in  order  to  secure  a 
favorable  result. 


FOREIGN  BODIES  IN  THE  AIR  AND 
FOOD  PASSAGES— CASE  REPORTS 

By  E.  G.  GILL,  M.  D.,  Roanoke,  Va. 

Case  1. — Patient.  D.  B.,  female,  age  two 
and  one-half  years,  was  referred  to  us  March 
15,  1927.  by  Dr.  C.  B.  Bowyer.  who  gave 
the  history  of  the  case  and  the  X-ray  plate 
showing  a metallic  substance  in  the  cervical 
esophagus.  The  child  had  been  unable  to 
swallow  anything  except  fluids  for  the  past 
four  days.  Coughing  and  gagging  had  been 


a frequent  symptom.  The  child-size  esopha- 
geal speculum  was  introduced  and  the  coin  (a 
nickel)  was  easily  seen  just  above  the  crico- 
pharyngeal fold.  Alligator  rotation  forceps 
were  used  for  extraction.  The  dysphagia  and 
cough  was  immediately  relieved. 

Case  2. — Patient.  T.  R.,  male,  age  three 
years,  was  referred  to  us  by  Dr.  S.  P.  Conduff 
March  14,  1927.  History  as  follows:  Five 
days  ago  child  strangled  while  eating  corn. 
Has  had  coughing  spells  and  a “wheezy”  sound 
in  throat  and  chest  since  the  accident.  Tem- 
perature 100°.  pulse  140,  respiration  48  on  ad- 
mission. Urinalysis  negative  except  trace  of 
acetone.  Blood  picture:  AV.  B.  C.  6,000;  hae- 
moglobin 65  per  cent ; polynuclears  59 : lym- 
phocytes 40. 

Physical  examination:  nose  and  throat 
negative.  There  was  limitation  of  chest  ex- 


pansion and  diminished  breath  sounds  on  the 
right  side.  X-ray  examination  of  chest  did 
not  reveal  the  presence  of  a foreign  body. 
The  history  of  foreign  body  aspiration  to- 
gether with  the  physical  findings  were  suffi- 
cient indication  for  a bronchoscopic  examina- 
tion. The  5 m.m.  bronchoscope  was  intro- 
duced. The  mucous  membrane  of  the  larynx, 


trachea  and  bronchus  was  intensely  in- 
flamed. A considerable  amount  of  muco- 
purulent secretion  was  aspirated.  After  the 
removal  of  the  secretions,  a portion  of  a par- 
tially masticated  grain  of  corn  was  seen  in 
the  right  main  bronchus.  The  corn  was  re- 
moved in  four  pieces.  The  following  day  the 
patient  began  to  show  signs  of  air  hunger — 
indrawing  around  the  clavicles  and  intercos- 
tal  spaces,  and  restlessness.  A tracheotomy 
relieved  this  condition.  The  tube  was  worn 
for  ten  days.  During  this  time  a large  amount 
of  muco-purulent  material  was  coughed  up 
and  aspirated  through  the  tube.  Particles  of 
corn  were  occasionally  observed  in  the  secre- 
tions. Aspiration  of  organic  foreign  bodies, 
such  as  grain  of  corn  and  peanuts,  frequently 
produce  a laryngo-tracheo-bronchitis  and  a 
tracheotomy  early  performed  is  often  a life 
saving  measure. 

The  radiograph  of  the  chest  in  this  case 
shows  increased  density  over  the  entire  right 
side,  as  the  aeration  has  been  cut  off  by  the 
particle  of  corn  which  was  impacted  in  the 
right  main  bronchus. 
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Case  3. — Patient,  age  fifteen,  female,  was 
referred  to  ns  May  30,  1927,  by  Dr.  I.  T. 
Hornbarger.  History  as  follows : Patient 


swallowed  a.  twenty-five  cent  piece,  May  29th. 
Patient  now  has  pain  on  swallowing.  Physi- 
cal examination , nose,  throat  and  chest  was 
negative. 


X-ray  examination  shows  the  coin  lying  in 
the  esophagus  between  the  third  and  fourth 


interspace  anteriorly  which  corresponds  to  the 
fourth  thoracic  vertebra  posteriorly.  While 
the  patient  was  on  the  X-ray  table,  a solution 
composed  of  6 c.c.  of  lipiodol  and  6 c.c.  of 
olive  oil  was  given  by  mouth.  The  lateral 
plate  shows  this  mixture  sticking  to  the  coin. 

Operation:  With  adult  esophageal  specu- 
lum, coin  was  located  and  removed  with  the 
alligator  rotation  forceps.  Patient  made  an 
uneventful  recovery  and  was  discharged  from 
the  hospital  the  following  day. 

Foreign  body,  twenty- five  cent  piece. 

Gill  Memorial  Eye , Ear  and  Throat  Hos- 
pital, Department  of  Bronchoscopy. 


PNEUMOCOCCIC  PERITONITIS— RE- 
PORT OF  TWO  CASES. 

By  HERBERT  C.  JONES.  M.  D„  Petersburg-,  Va. 

Pneumococcic  peritonitis  is  of  interest  to  the 
pediatrician,  internist,  surgeon  and  laboratory 
worker.  With  the  improvement  of  laboratory 
facilities  and  the  development  of  hospital 
statistics  with  regards  to  the  proper  records, 
the  incidence  of  this  horrible  catastrophe  is 
gradually  becoming  known.  Manv  cases  are 
now  being  reported  throughout  the  country 
and  it  seems  rather  appalling  that  this  condi- 
tion occurs  so  frequently.  Many  writers,  as 
late  as  four  or  five  years  ago,  questioned  the 
fact  that  pneumococcus  peritonitis  occurs  as 
a primary  condition,  and  even  now  the  Bureau 
of  Vital  Statistics  questions  such  a diagnosis, 
because,  on  two  occasions,  the  writer  has  been 
requested  to  give  further  information  with  re- 
gard to  this  diagnosis.  Pneumococcus  perito- 
nitis may  be  either  primary  or  secondary.  It 
is  classed  as  primary  when  no  dehnite  focus 
or  portal  of  entry  is  known,  and  it  is  this  type 
of  case  to  which  the  writer  has  special  refer- 
ence. 

Primary  peritonitis  is  such  an  open  question 
with  regard  to  diagnosis  and  treatment  that 
one  is  impressed  with  necessity  of  the  profes- 
sion reporting  all  such  cases  so  that  the  proper 
methods  of  diagnosis  and  treatment  may  be- 
come general.  It  is  only  in  this  way  that  any- 
thing like  a standard  treatment  can  be  devel- 
oped, and  the  incidence  of  the  disease  estab- 
lished. 

The  following  two  cases  are  presented,  not 
because  of  any  success  in  their  handling,  since 
both  died,  but  because  of  several  interesting 
facts  brought  to  mind  by  their  observance. 
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Case  Reports. 

Case  1. — Rosella  B.,  age  7,  was  admitted  to 
the  Petersburg  Hospital,  December  20,  1924, 
at  6 :30  P.  M.,  crying  with  abdominal  pain  of 
43  hours’  duration. 

Her  Family  History  was  as  follows : Moth- 
er, father  and  five  children  living  and  well. 

Past  History: — Measles  as  baby;  chicken- 
pox  when  one  vear  old.  Has  been  healthy 
child. 

Present  Illness , 9 P.  M.,  December  20, 
1924: — This  child  was  taken  ill  at  1 A.  M., 
December  19,  1924,  with  a violent  pain  in  her 
abdomen.  She  had  gone  to  bed  and  was  awak- 
ened by  severe  pain  in  the  pit  of  her  stomach. 
She  was  given  castor-oil  and  paregoric  by  her 
mother,  who  said  the  child  would  cry  out 
about  every  half  hour  with  pain.  She  had 
vomited  everything  taken  by  mouth  since  she 
became  ill.  The  pain  yesterday  was  not  so 
severe,  the  little  girl  sleeping  most  of  the  day. 
She  was  given  calomel,  one-half  grain,  but  did 
not  retain  it.  The  pain  was  much  more  severe 
during  last  night.  The  pain  has  been  paroxys- 
mal since  onset,  and  was  most  severe  around 
the  umbilicus.  The  child  had  several  move- 
ments yesterday  and  today.  The  stools  were 
green  in  color  and  showed  no  blood.  There  is 
no  history  of  a coryza  or  naso-pharyngitis. 

She  was  seen  first  an  hour  before  admission 
to  the  hospital  with  all  signs  of  an  acute  abdo- 
men. Temperature  102,  pulse  120. 

Physical  Examination : — Heart  very  weak; 
no  murmurs;  pulse  120. 

Lungs. — Increased  breath  sounds  in  left 
back,  especially  over  upper  part  of  lower  lobe. 
However,  no  rales  were  heard  and  there  was 
no  impairment. 

Abdomen. — Rigid  and  tender  all  over,  with 
possibly  a little  more  tenderness  over  the  lower 
right  quadrant.  Distention  moderate.  The 
general  picture  of  the  abdomen  obscures  the 
existence  of  a local  condition.  However,  the 
appendix  is  most  likely  the  seat  of  trouble. 

White  count — 36,000;  polys. — 86%. 

Provisional  Diagnosis: — Ruptured  appendix 
with  general  peritonitis. 

The  patient  was  taken  to  the  operating  room 
as  soon  as  she  could  be  prepared.  Under  ether 
anesthesia,  a right  rectus  incision  was  made  in 
the  lower  abdomen  and  the  peritoneal  cavity 
opened.  The  abdomen  was  full  of  thin  white 
fluid,  having  no  odor.  The  intestines  were 
very  red,  btit  the  appendix  was  normal  in  ap- 


pearance. The  intestines  were  only  moder- 
ately distended.  No  diverticula  or  perforation 
were  noted.  There  was  no  evidence  to  indi- 
cate the  starting  point  of  the  infection.  Two 
hemorrhagic  spots  were  noted  on  the  small  gut. 
The  appendix  was  removed  in  the  usual  way 
and  a rubber-dam  drain  inserted  at  the  lower 
end  of  the  wound.  The  wound  was  closed  by 
through  and  through  silk-worm  sutures.  A 
smear  made  from  the  fluid  showed  an  encapsu- 
lated diplococcus — probably  pneumococcus. 

12-21-24:  Abdomen  still  very  rigid  and  dis- 
tended, draining  freely.  Temperature  104, 
pulse  140,  volume  good. 

12-22-24:  Condition  about  the  same  as  yes- 
terday— no  nausea,  distention  moderate,  tem- 
perature 103,  pulse  140. 

12-23-24 : Child  somewhat  more  quiet  today. 
Temperature  105,  pulse  140.  Wound  dressed, 
drains  removed,  very  little  drainage.  Several 
movements  today. 

12-24-24:  Child  brighter,  very  little  drain- 
age, no  distention,  pulse  140,  temperature  103. 

12-25-24:  Wound  dressed,  no  drainage,  ab- 
domen slightly  distended,  slight  nausea,  tem- 
perature and  pulse  about  same.  No  evidence 
of  collections  of  pus  to  be  noted. 

12-26-24 : 9 P.  M. — Respirations  very  rapid, 
temperature  104.  pulse  160,  weaker.  Marked 
nausea,  very  little  distention.  Specimen  of 
urine  was  loaded  with  albumen  and  all  forms 
of  casts.  Definitely  worse.  White  count — 
8,000;  polys. — 88. 

12-27-24:  Child  died  this  afternoon.  The 
abdomen  was  then  opened  by  enlarging  the 
original  incision.  Findings: — General  peri- 
tonitis; no  evidence  of  perforation  or  diver- 
ticula. The  intestinal  tract  from  the  cardiac 
end  of  the  stomach  to  the  rectum  was  re- 
moved and  filled  with  water,  but  there  was  no 
leakage.  Two  hemorrhage  spots,  with  no  ulce- 
ration into  the  peritoneal  cavity  or  in  the 
lumen  of  the  gut,  were  noted  about  one  inch 
apart  on  a coil  of  small  intestines.  It  was 
only  after  a very  careful  examination  that  it 
was  decided  to  sign  the  death  certificate — 
“Primary  general  peritonitis,  probably  pneu- 
mococci in  character.” 

Pathological  Report. — Reveals  acute  ap- 
pendicitis superimposed  on  a chronic  appendi- 
citis. Acute  inflammation  seems  to  have  in- 
vaded the  appendix  rather  than  to  have  origi- 
nated in  it. 

The  above  case  was  given  the  usual  perito- 
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nitis  treatment,  consisting  of  fluids  under  the 
skin  and  by  bowel.  Stimulation  when  indi- 
cated. Morphine  for  rest.  She  was  also  kept 
in  extreme  Fowler  position. 

Case  2 — Ruth  S.,  age  6,  was  admitted  to 
Petersburg  Hospital  on  January  3,  1926,  at 
5 :30  P.  M.,  with  temperature  105  and  a pulse 
which  could  not  be  counted. 

Family  History : — N egati ve. 

Past  History: — Had  measles  and  chicken- 
pox  when  four  years  old. 

Chief  Complaint: — Severe  pain  in  the  abdo- 
men, with  nausea,  vomiting,  and  diarrhoea  of 
32  hours’  duration. 

Present  History : — This  child  awoke  yester- 
day morning,  January  2,  1926,  as  well  as  ever. 
She  went  on  an  errand  for  her  mother  eight 
or  ten  blocks  away  and  on  returning  was  taken 
with  a severe  pain  in  her  abdomen.  This  pain 
was  most  marked  in  the  lower  left  quadrant. 
She  appeared  extremely  ill  from  the  onset  and 
vomited  many  times.  She  also  had  many  small 
fluid  stools.  In  one  of  these  there  was  a little 
fresh  blood.  The  vomiting  was  projectile  in 
character.  Child  grew  rapidly  worse  and 
within  four  hours  was  delirious.  She  was  ad- 
mitted to  the  hospital  thirty-two  hours  after 
onset.  Her  parents  said  her  temperature  was 
extremely  high  from  onset.  There  was  no 
history  of  a cold  preceding  this  illness. 

Physical  Examination : — Throat  showed  no 
redness  or  evident  signs  of  infection.  Tonsils 
were  moderately  hypertrophied. 

Heart: — Sounds  weak,  pulse  180,  no  mur- 
murs. 

Lungs: — Negative,  no  areas  of  rales,  impair- 
ment, or  increased  breath  sounds. 

Abdomen: — Tense  and  rigid,  touching  abdo- 
men at  any  point  caused  extreme  pain,  but  it 
was  most  marked  in  the  lower  left  quadrant. 
No  masses  were  palpable;  distention  moderate. 

Provisional  Diagnosis : — General  peritonitis, 
probably  due  to  a ruptured  appendix  or  diver- 
ticulum. 

The  child  was  immediately  taken  to  the 
operating  room  and,  under  ether  anaesthesia, 
a mid-line  incision  was  made  over  the  lower 
abdomen  and  the  peritoneal  cavity  opened. 
The  cavity  was  found  filled  with  a muco- 
purulent fluid.  Intestines  were  very  red  and 
moderately  distended ; however,  there  was  no 
point  of  ulceration.  The  pelvis  was  filled  with 
pus.  Both  tubes  and  ovaries  were  very  red. 
Uterus  infantile;  duodenum  and  stomach  were 


almost  normal  in  appearance.  A small  hemor- 
rhagic spot  about  the  size  of  a dime  was  noted 
on  the  coil  of  small  intestines.  This  spot 
seemed  thicker  than  the  rest  of  the  intestine, 
but  there  was  no  point  of  perforation.  No 
cause  could  be  found  for  the  general  perito- 
nitis present.  Smear  from  pus  showed  diplo- 
coccus,  which  was  probably  a pneumococcus. 
A rubber  tube  drain  was  placed  through  the 
lower  angle  of  the  wound  into  the  pelvis.  300 
c.c.  of  warm  saline  were  left  in  the  abdomen. 
Closure  was  made  by  through  and  through 
sutures  of  silk  worm.  Patient’s  condition 
was  possibly  a little  better  than  when  she  went 
on  the  table.  However,  her  temperature  and 
pulse  rose  and  the  child  died  five  hours  after 
operation 

Autopsy. — This  autopsy  was  made  because 
no  cause  for  the  general  peritonitis  present  at 
the  operation  was  found.  Smears  of  the  pus 
revealed  the  pneumococcus.  The  autopsy  con- 
sisted of  simply  enlarging  the  abdominal  in- 
cision. The  stomach  and  duodenum  were 
nearer  normal  in  appearance  than  any  of  the 
other  abdominal  contents;  more  pus  and  plas- 
tic exudate  were  noted  in  the  pelvis  than  any 
other  portion  of  the  cavity.  The  appendix 
showed  only  the  same  inflammation  as  was  re- 
vealed by  the  other  contents  of  the  cavity. 
Ovaries,  tubes  and  appendix  were  removed  for 
examination;  also  a small  area  in  the  small 
intestines ; which  showed  a questionable  black 
spot,  but  no  perforation.  The  esophagus  was 
tied  off  and  the  stomach  and  all  intestines  re- 
moved down  to  and  including  the  rectum. 
They  were  then  distended  with  water,  but  no 
leakage  was  found.  This  examination  revealed 
no  definite  portal  of  entry  for  the  infection. 

Pathological  Report: — Specimen  ovary,  ap- 
pendix, and  lumen  of  the  intestine.  Ovary  in- 
fantile ; superficial  ulceration  of  the  bowel 
with  an  acute  inflammation  of  the  serous  coat 
of  the  bowel. 

Incidence. 

The  pneumococcus  and  hemolytic  streptococ- 
cus are  considered  to  be  the  offending  organ- 
isms in  primary  peritonitis.  Many  writers 
seem  to  think  that  coryza  or  a naso-pharyngitis 
usually  precedes  a streptococcus  or  a pneumo- 
coccus peritonitis;  others  do  not  think  this  of 
any  particular  significance.  One  fact  seems 
fairly  constant  throughout  the  literature,  and 
that  fact  is  that  very  rarely  does  a pneumo- 
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coccus  peritonitis  case  show  any  signs  of  a 
pneumonia  either  by  X-ray  or  by  physical 
signs.  Rolleston.  in  1.400  cases  of  pneumonia, 
has  only  seen  a peritoneal  involvement  in  11 
cases  and  even  this  incidence  seems  higher  than 
the  experience  of  many  other  observers. 

Streptococcic  and  pneumococcic  peritonitis 
usually  occur  in  children  from  infancy  up  to 
seven  years.  Rarely  does  the  condition  exist 
after  the  age  of  seven.  In  a recent  report  in 
the  Journal  A.  31.  A..  January  9.  1926,  by  Drs. 
Lipshutz  and  Lowenburg.  of  the  Mt.  Sinai 
Hospital.  Philadelphia,  an  excellent  resume  of 
this  subject  was  given.  Of  twenty-three  cases 
reported  over  a period  of  three  years,  every 
case  died  in  spite  of  the  many  procedures  in- 
stituted in  their  care.  The  ages  varied  from 
3 months  to  6 years — 3 months,  2 : 10  months, 
4 : 1 year.  6 : 2 years,  8 : 3 years.  1 : 4 years,  1 : 
6 years.  1.  Pneumococcus  peritonitis  occurs  in 
girls  3-1.  while  in  streptococcus  peritonitis  the 
incidence  is  about  equal.  This  report  of  23 
cases  of  primary  peritonitis  occurring  in  one 
hospital  in  a period  of  3 years  is  appalling  and 
would  indicate  that  possibly  this  condition 
exists  more  often  than  is  generally  thought. 
While  this  condition  probably  exists  more  fre- 
quently in  children,  it  does  occur  in  adults. 
Dr.  Leonardo,  in  the  March  number  of  Annals 
of  Svrgery.  reported  3 cases  in  adults,  all  of 
which  died. 

Assuming  that  the  germ  does  not  primarily 
involve  the  peritoneum,  its  transfer  may  occur 
in  several  ways: 

1.  Blood  Stream. — Some  consider  perito- 
nitis secondary,  not  to  a single  focus,  but  to  a 
bacteremia.  In  support  of  this.  9 out  of  the  23 
cases  in  the  Philadelphia  report  showed  posi- 
tive cultures.  Further  consideration  of  the 
blood  stream  as  a portal  of  entry  will  be  taken 
up  later. 

2.  Lymphatic  Route. — If  this  is  true,  it 
varies  with  all  known  facts  of  pathology.  The 
normal  flow  of  lymph  is  in  a contrary  direc- 
tion. 

3.  Genital  Tract. — Pneumococcic  perito- 
nitis affects  girls  in  the  ratio  of  3 to  1.  In  the 
Philadelphia  reports,  8 of  the  9 pneumococcic 
cases  occurred  in  girls.  Gonococcus  and  tuber- 
cular peritonitis  are  thought  to  occur  in  this 
way.  Pneumococci  and  streptococci  are  passed 
through  the  bowels  and  a vaginal  contamina- 
tion may  occur.  The  acid  vaginia  in  women 
is  thought  to  kill  the  pneumococcus.  Pneumo- 


coccus peritonitis  does  occur  more  frequently 
in  females.  However,  it  does  occur  in  males 
in  many  instances,  and  this  weakens  the  theory 
of  the  genital  tract  as  a portal  of  entry. 

4.  Gastro-I  ntestinal. — It  is  impossible  to 
produce  peritonitis  by  feeding  the  pneumococ- 
cus or  the  streptococcus  through  the  mouth, 
unless  there  is  a leakage  in  the  gastro-intestinal 
tract. 

Pathology 

In  the  early  stage,  the  exudate  is  limited  to 
the  pelvic  peritoneum.  Later,  the  inflamma- 
tory process  spreads  rapidly,  and  in  24  to  72 
hours  blossoms  out  into  a diffuse  purulent  peri- 
tonitis. 

Early  the  exudate  is  filmy,  and  only  later  it 
becomes  sticky  and  purulent.  Pneumococcic 
and  streptococcic  involvement  of  the  perito- 
neum show  practically  no  tendency  to  encapsu- 
lation. This  is  one  reason  drainage  is  so  un- 
successful. 

The  intestines  are  red  and  swollen,  but 
slightly  distended. 

TV.  B.  C.  are  usually  high,  ranging  from 
25.000  to  40.000.  with  marked  increase  in  polys. 

In  reading  the  literature,  the  writer  was 
struck  with  the  fact  that  all  the  autopsy 
records  (5  in  number),  described  one  or  more 
hemorrhagic  spots  as  occurring  in  the  serosa 
of  the  small  intestine.  Although  these  spots, 
which  are  probably  infarcts,  occur  in  other 
forms  of  peritonitis,  it  seems  possible  that  they 
may  be  the  starting  point  of  this  type  of  peri- 
tonitis. Certainly  they  are  not  seen  in  every 
case  of  peritonitis.  The  capillaries  of  the 
serosa  are  very  small.  Bacteria  might  easily 
lodge  here  and  either  penetrate  or  filter 
through  into  the  peritoneal  cavity.  Also,  I 
am  informed  that  autopsies  on  pneumonia  pa- 
tients often  show  these  petechial  hemorrhages 
into  the  serosa  of  the  small  intestine.  This 
would  indicate  that  the  peritoneum  is  able  to 
take  care  of  most  of  these  small  infarcts.  If 
the  process  is  one  of  penetration,  it  should  be 
visible  to  the  eye.  either  macro-  or  microscopi- 
cally. 

Autopsy  of  the  second  case  was  interesting 
because  on  the  mucous  surface  of  small  in- 
testine opposite  the  hemorrhagic  spot,  which 
was  about  the  size  of  a dime;  a superficial 
ulceration  was  noted.  However,  there  was  no 
evidence  of  penetration  into  the  peritoneal 
cavity,  and  should  the  pneumococcus  have  en- 
tered in  this  manner,  the  process  would  have 
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been  one  of  filtration.  To  the  writer,  then,  it 
seems  there  may  be  two  possible  portals  of 
entry  as  an  explanation  of  so-called  primary 
peritonitis, — first,  through  infarction  and  then 
penetration  or  filtration;  second,  through 
superficial  ulceration  in  the  bowel  and  then 
filtration  into  the  peritoneal  cavity. 

Symptoms. 

The  onset  is  sudden,  with  high  fever.  A 
history  of  a cold  seems  obtainable  in  about 
50%  of  the  cases. 

Diarrhoea  is  a constant  symptom;  however, 
it  may  be  replaced  by  constipation. 

Vomiting  is  a most  common  symptom.  It 
is  persistent  and  may  be  projectile. 

Abdominal  rigidity  appears  early.  Pain 
and  tenderness  are  always  present. 

The  onset  of  temperature  is  sudden  and  re- 
mains high. 

The  evidence  of  toxicity  does  not  appear 
early.  The  children  usually  are  bright  until 
the  end. 

The  diagnosis  may  be  confirmed  by  a perito- 
neal puncture.  This  seems  to  be  a safe  pro- 
cedure. The  diagnosis  in  all  23  of  the  Phila- 
delphia cases  was  confirmed  by  this  puncture 
with  no  serious  difficulties. 

The  greatest  difficulty  in  diagnosis  seems  to 
be  in  differentiating  this  form  of  peritonitis 
from  that  produced  by  a ruptured  appendix  or 
diverticulitis.  However,  the  abrupt  onset  with 
high  temperature,  diarrhoea,  extremely  high 
leucocyte  count,  general  tenderness  and  rigid- 
ity should  be  borne  in  mind,  also,  appendicitis 
is  rare  in  infants  under  two  years  of  age. 

Treatment. 

Early  operation  seems  to  be  the  only  method 
of  treatment;  at  least,  practically  all  the  cures 
have  been  obtained  in  this  way.  Suction  of 
the  peritoneal  exudate  followed  bj^  multiple 
drains  seems  to  offer  the  most  hope.  Stab 
drains  in  the  flanks  should  be  made.  Enterost- 
omy will  lessen  distention  and  toxicity  as  a 
result  of  absorption  of  the  intestinal  contents. 
Fluids  by  the  skin,  Arein,  and  bowel  should  be 
given.  If  enterostomy  is  done,  the  patient  can 
take  fluids  by  mouth;  otherwise,  it  will  in- 
crease distention.  Stimulation  should  be  given 
when  indicated,  and  morphine  is  very  neces- 
sary to  keep  the  patient  quiet. 

Early  operation  is  necessary  to  establish 
drainage  as  soon  as  possible  and  also  to  pre- 
vent error  in  diagnosis,  such  as  perforation, 
diverticulitis,  or  a ruptured  appendix.  Lym- 


phocostomy  has  been  tried  in  vain  in  most  in- 
stances. Costain  has  reported  one  cure  in  this 
manner,  but  there  have  been  many  failures. 
Mercurochrome,  gentian  violet,  anti-pneumonic, 
anti-streptococcic  serum  and  the  typed  pneu- 
monia serums  have  all  been  tried  and  found 
wanting. 

Prognosis. 

The  prognosis  is  poor  at  best.  Certain  fac- 
tors, however,  must  have  some  influence,  such 
as  the  virulence  of  the  organism,  the  time  of 
the  operation,  and  the  age  of  the  patient.  It  is 
interesting  to  note  the  different  results  ob- 
tained bv  different  men ; however,  one  does  not 
have  the  opportunity  of  studying  out  all  such 
cases.  All  23  of  the  Philadelphia  cases  re- 
ported from  Mt.  Sinai  died;  also,  all  of  Dr. 
Leonardo’s  3 cases  died.  Fraser  and  McCart- 
ney reported  42%  mortality;  Koennuke,  27 
cases,  55%  mortality;  Rischbreth,  88%  mor- 
tality in  a London  Hospital,  and  Rohr’s  series 
of  88  cases  with  86%  cured. 

Summary. 

1.  All  cases  of  so-called  primary  peritonitis 
should  be  reported  so  that  the  incidence  of  the 
disease  and  better  diagnosis  and  standards  of 
treatment  may  be  established. 

2.  Peritoneal  puncture  is  a great  aid  in  diag- 
nosis, and  can  be  done  with  little  chance  of 
harm  to  the  patient. 

3.  Cultures  and  smears  should  be  made  of 
all  suspicious  peritoneal  fluids,  and  facilities 
for  making  them  should  be  close  at  hand  every 
time  an  abdomen  is  opened.  A better  prog- 
nosis can  be  made  in  this  manner. 

4.  It  seems  very  important  to  make  autop- 
sies in  all  forms  of  peritonitis,  especially  in 
those  cases  where  the  origin  of  the  infection  is 
unknown.  It  is  easy  to  enlarge  a scar  and 
establish  facts  which  might  have  been  over- 
looked at  the  time  of  operation.  Our  knowl- 
edge of  so-called  primary  peritonitis  is  going 
to  be  increased  only  in  this  manner. 

431  1 V ashing  ton  Street. 


AGRANULOCYTIC  ANGINA— WITH  RE- 
PORT OF  A CASE.* 

By  O.  O.  ASHWORTH,  M.  D.,  and  E.  C.  MAPHIS,  M.  D., 
Richmond,  Va. 

(From  the  Medical  Department  of  St.  Elizabeth’s  Hospital). 

Mrs.  J.  A.  C.,  married  woman,  age  32,  was 
admitted  to  St.  Elizabeth’s  Hospital  at  11:30 
A.  M.,  September  18,  1926. 

♦Read  before  the  Richmond  Academy  of  Medicine,  February 
22,  1927. 
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Past  History:  The  patient  had  had  a thor- 
ough physical  examination  six  weeks  prior  to 
the  present  illness.  Her  chief  complaints  at 
that  time  were  nervousness,  lack  of  endurance, 
irritability  and  menorrhagia.  The  positive 
physical  findings  were  pyorrhea  alveolaris,  evi- 
dence of  right  apical  pulmonary  fibrosis,  retro- 
version of  uterus  with  second  degree  prolapse, 
chronic  cystic  cervicitis  and  loss  of  weight. 
Laboratory  examination  showed  the  follow- 
ing: Blood:  hemoglobin  60  per  cent;  R.  B.  C. 
4,000,000;  W.  B.  C.  3,500;  coagulation  time 
normal;  TVassermann  negative.  Urine:  24 
hour  specimen  normal.  Stomach  contents 
showed  a normal  acidity.  A general  program 
was  outlined  to  improve  the  patients  living 
conditions  with  especial  attention  to  rest  and 
diet.  Blaud  pill,  gr.  x,  t.i.d.,  p.c.  and  sodium 
cacodylate  gr.  v,  q.o.d.,  were  prescribed  for 
the  anemia.  Luminal  gr.  ^ t.i.d.  was  given 
for  nervousness.  By  this  treatment  she  im- 
proved symptomatically  and  had  gained  six 
pounds  prior  to  onset  of  the  present  illness. 

Present  Illness:  Two  days  prior  to  admis- 
sion to  the  hospital  the  patient  had  complained 
of  general  lassitude,  chilly  sensations  and  gen- 
eralized joint  pains.  The  positive  findings 
from  a complete  physical  examination  at  that 
time  were  as  follows:  Moderate  injection  of 
posterior  pharynx  with  tonsils  normal,  slight 
fibrosis  at  right  pulmonary  apex,  pyorrhea 
alveolaris,  and  an  appearance  of  secondary 
anemia.  The  temperature  was  101°  F.,  pulse 
100,  respirations  20.  A tentative  diagnosis  of 
influenza  was  made  on  the  basis  of  the  acute 
symptoms,  and  the  usual  treatment  for  this 
disease  was  instituted.  This  consisted  of  rest 
in  bed,  forcing  fluids,  small  doses  of  salicy- 
lates and  throat  gargles.  The  patient  was  seen 
upon  the  following  day  when  her  pulse,  tem- 
perature and  respirations  were  essentally  the 
same  and  there  were  no  additional  symptoms. 
Her  pharnvx  showed  more  congestion  with 
considerable  edema  of  the  soft  palate  and  sur- 
rounding tissues.  A dark  gravish  ulcer  was 
noticed  on  the  left  tonsil.  The  superficial 
necrotic  area  could  be  wiped  away  and  was  not 
followed  by  bleeding.  At  six  o’clock  the  fol- 
lowing morning  the  patient  was  seen  for  the 
third  time.  She  appeared  extremely  toxic  with 
a pinched  expression  aboiit  the  face.  The  skin 
and  mucous  membranes  were  slightly  cyanotic. 
The  only  additional  subjective  symptom  was 
intense  pain  in  the  throat,  which  was  not  re- 
lieved by  oral  administration  of  two  grains 


of  codein  sulphate.  The  throat  picture  was  es- 
sentially the  same,  except  the  edema  seemed 
more  marked  and  an  additional  ulcer  was  on 
the  opposite  tonsil. 

On  admission  to  the  hospital  six  hours  later, 
there  was  the  same  toxic  appearance,  the  fea- 
tures were  drawn,  pupils  dilated,  and  the  eyes 
semed  to  protrude  with  an  expression  of  ap- 
prehension. The  skin  and  mucous  surfaces 
were  definitely  cyanotic.  There  was  no  icterus. 
Objectively,  dyspnoea  was  the  most  marked 
sign  present.  A suggestive  inspiratory  crow 
was  noted,  but  she  could  talk.  The  "throat 
showed  still  more  generalized  hyperemia  and 
edema,  and  the  ulcers  had  increased  in  size. 
The  throat  was  so  immobile  that  she  could  not 
gargle.  The  temperature  was  103°  F.,  pulse 
118  and  slightly  irregular,  and  respirations 
were  36. 

Laboraton7  examination  showed : Blood : 
hemoglobin  60  per  cent;  R.  B.  C.  4,000,000; 
IV.  B.  C.  160;  differential  count,  large  lympho- 
cytes 40  per  cent,  small  lymphocytes  25  per 
.cent,  polymorjffionuclears  22  per  cent,  transi- 
tionals  2 per  cent,  eosinophile  2 per  cent,  baso- 
phile  3 per  cent,  and  myelocytes  5 per  cent. 
The  blood  examination  was  checked  by  two 
internes  and  the  laboratory  technician.  A 
smear  from  the  pharynx  and  tonsils  showed 
many  spirochetes  and  fusiform  bacilli,  rare 
long  chain  streptococci,  many  staphylococci 
and  many  cocci  occurring  in  pairs.  A culture 
was  made  for  diphtheria,  which  proved  nega- 
tive. Other  cultures  were  examined  by  the 
Virginia  State  Board  of  Health  and  reported 
negative.  The  blood  IVassermann  was  nega- 
tive. Blood  culture  was  negative. 

Throughout  the  day  the  patient  received 
1.000  c.c.  of  normal  saline  by  hypodermocly- 
sis  and  was  treated  symptomatically  with 
opiates,  strophanthin,  adrenalin  chloride  and 
caffein  sodio-benzoate.  Forty  thousand  units 
of  diphtheria  antitoxin  was  administered  in 
two  doses.  No  anaphylaxis  followed  either  in- 
jection. Dyspnoea  became  progressively  more 
marked,  but  at  all  times  it  was  possible  for 
the  patient  to  reply  to  questions  distinctly. 
About  6:45  o’clock  in  the  evening  muscle 
twitching  began  in  the  upper  extremities  and  a 
little  later  in  the  lower  extremities.  Respira- 
tion became  very  difficult,  shallower  and  slower 
and  cyanosis  more  marked.  Twenty  minutes 
later  breathing  ceased. 

A diagnosis  of  agranulocytic  angina  was 
made. 
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Comment 

Occurrence:  Lovett  states  that  this  disease 
is  rare  or  unrecognized  in  the  United  States, 
and  he  is  accredited  with  reporting  the  first 
case  in  192I.1  Prior  to  this  time  a dozen  cases 
had  been  described  in  Germany.2  So  far,  only 
women  of  middle  age  have  been  affected.  Since 
Lovett’s  report,  Skiles,3  Pelnar,4  Moore  and 
Wieder5  and  Lanter6  have  reported  similar 
cases. 

Etiology : No  causative  factor  has  been  iso- 
lated. Lovett  suspects  the  bacillus  pyocya- 
neus.1  Moore  and  Wieder  found  only  Vincent’s 
organisms  from  throat  smears.  Skiles  thinks 
the  mechanism  of  the  production  of  the  condi- 
tion may  be  due  to  either  one  of  two  factors: 
a specific  infection  resulting  in  local  necrosis 
with  the  formation  of  a specific  toxin  for  the 
bone  marrow,  or  a primary  affection  of  the 
bone  marrow  resulting  in  an  inhibition  of  the 
granulocytic  formation,  due  to  lowering  of 
the  resistance  of  the  patient. 

Morbid  Anatomy:  The  main  features  seem 
to  be  ulcerative  angina  and  a great  reduction 
in  leukocytes,  affecting  chiefly  the  granulocy- 
tic series.  The  onset  and  course  are  acute,  and 
the  outcome  is  fatal.  The  characteristic  le- 
sions are  dirty,  ragged,  yellowish,  rapidly 
spreading  ulcers,  which  may  occur  on  the  ton- 
sils, pharynx,  gums,  tongue,  larynx  and  geni- 
talia. In  a case  reported  in  Germany  by 
Petri,7  typical  necrotic  lesions  were  found 
throughout  the  gastro-intestinal  tract.  The 
most  characteristic  lesion  is  in  the  bone  mar- 
row,8 which  shows  an  entire  absence  or  greatly 
diminished  number  of  granulocytes  and  their 
precursors,  while  the  lymphoid  and  red  cell 
elements  are  slightly  if  at  all  reduced. 

Symptoms:  There  is  a sudden  onset  with 
throat,  neck  and  joint  pain,  high  fever  and 
normal  organic  findings  except  for  those  prev- 
iously mentioned.  Icterus  has  been  reported 
in  some  cases.  Headache  is  common.  Cardiac 
disturbances  are  reported  to  be  rare. 

Laboratory  Findings:  A diagnosis  of 
agranulocytic  angina  cannot  be  made  without 
the  lowered  leukocyte  count.  The  polymor- 
phonuclear element  is  always  greatly  reduced. 
Moore  and  Wieder’s  case  showed  only  5 per 
cent  of  the  granulocytic  series.  Bacteriologi- 
cal findings  are  variable,  Vincent’s  organisms 
being  found  in  the  majority  of  cases. 

Treatment:  Nearly  all  cases  have  a fatal 
outcome.  Local  treatment  of  the  throat  seems 
to  be  a matter  of  choice  with  the  attending 


physician.  Intravenous  arsphenamine,  tartar 
emetic  and  diphtheria  antitoxin  have  been  used. 

Discussion:  In  comparing  the  findings  in 
the  case  cited  above  with  those  in  the  experi- 
ence of  other  observers,  several  intersting  facts 
are  noted.  Perhaps  the  most  significant  is 
the  patient’s  white  cell  count  of  3,500  six  weeks 
prior  to  the  fatal  illness.  From  this  alone  it 
seems  jirobable  that  Skiles’  supposition  that 
the  disease  is  due  to  a specific  bone  marrow 
deficiency,  caused  in  turn  by  lowered  resist- 
ance, contains  much  truth.  It  would  appear 
from  laboratory  findings  and  the  patient’s  gen- 
eral ill  health,  with  loss  of  weight,  that  the 
disease  had  been  in  progress  for  some  time. 
Possibly  this  would  also  offer  an  explanation 
for  the  Moore  and  IVieder  s case  which  recov- 
ered from  a primary  attack  and  succumbed  to 
a second  attack.  It  certainly  appears  that  the 
disease  ran  a.  chronic  course,  even  though  the 
patient  seemed  to  improve  somewhat  prior  to 
the  fatal  outcome.  Another  interesting  fact  is 
the  remarkably  low  white  cell  count,  which,  as 
far  as  can  be  determined,  is  the  lowest  on 
record  in  the  rejiorted  cases  of  this  disease. 
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THE  ROLE  OF  THE  SURGICAL 
PATHOLOGIST. 

By  REGENA  BECK,  A.  M„  M.  D„  Richmond,  Va, 
Pathologist  to  Stuart  Circle  Hospital. 

As  Director  of  Laboratories  and  Surgical 
Pathologist  at  Stuart  Circle  Hospital,  I have 
been  asked  so  frequently  the  same  group  of 
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questions  concerning  the  role  of  the  surgical 
pathologist  and  the  scope  of  his  function  that 
it  has  seemed  worth  while  to  present  these 
questions  in  the  form  of  a paper  attempting 
an  exposition  of  this  matter,  making  clear  the 
possibilities  of  and  necessity  for  surgical 
pathology  in  the  practice  of  modern  surgery. 

Question  I. — What,  in  brief,  is  the  func- 
tion of  the  surgical  pathologist? 

Answer'. — To  be  present  at  all  operations, 
giving,  when  required,  expert  advice  concern- 
ing gross  pathological  appearance  and  sug- 
gesting areas  suitable  for  biopsy.  When  there 
is  a doubt  concerning  the  diagnosis  and,  there- 
fore,  the  surgical  procedure,  to  immediately 
section  the  frozen  fresh  tissue  and  return  a 
microscopic  pathological  diagnosis  in  an  aver- 
age time  of  five  minutes.  When  an  immediate 
report  is  not  required,  all  specimens  from  the 
operating  room  are  examined  while  fresh  and 
a report  given  to  the  surgeon  while  the  pa- 
tient is  under  his  care. 

Question  II. — Cannot  the  surgeon  at  ex- 
ploration make  an  adequate  gross  diagnosis 
and  proceed  on  this? 

Answer.  — MacCarty1,  who  has  compiled 
more  statistics  on  this  subject  than  anyone 
else,  says  that,  in  his  experience  with  150,000 
surgical  specimens,  42,000  of  which  were 
studied  in  relation  to  gross  diagnosis,  he  found 
that  gross,  positive  diagnosis  was  physically 
impossible  in  18  per  cent.  The  microscope 
was  absolutely  essential  in  this  18  per  cent. 
This  percentage  of  impossible  diagnoses  va- 
ries, of  course,  with  different  parts  of  the 
body. 

If  a pathologist  of  such  wide  experience  as 
MacCarty  fails  in  gross  diagnosis  in  18  per 
cent  of  cases,  certainly  the  percentage  of  error 
would  be  much  higher  for  surgeons  who  are 
not  devoting  their  entire  time  to  gross  and 
microscopic  diagnosis  of  fresh  tissue.  It 
would,  therefore,  appear  that  surgeons  pro- 
ceeding with  an  operation  on  their  own  gross 
diagnosis,  certainly  in  this  18  per  cent  of  cases, 
are  faced  with  two  possibilities: 

1.  An  unnecessary  radical,  or 

2.  An  incomplete  operation. 

MacCarty  also  states  that  5.7  per  cent  of 

all  surgical  cases  at  the  Mayo  Clinic  which 
produce  surgical  specimens  have  tissue  re- 
moved for  diagnosis  during  operation,  i.  e.. 
5.7  per  cent  could  not  be  diairnosed  before 
operation.  He  also  states  that  2.65  per  cent  of 
all  surgical  patients  who  produce  surgical 


specimens  have  pathologically  incorrect  clini- 
cal preoperative  diagnoses.  Of  these  2.65  per 
cent,  60  per  cent  required  a radically  different 
surgical  procedure  as  a result  of  the  micro- 
scopic study. 

In  a series  of  breast  cases  at  the  Mayo 
Clinic,1  well  trained  surgical  clinicians  who 
examined  these  breasts  indicated  their  inabil- 
ity by  the  usual  clinical  methods  to  make  posi- 
tive pathological  diagnoses  in  21.5  per  cent. 
The  microscope  was  absolutely  necessary  in 
this  21.5  per  cent.  In  the  remaining  breast 
cases,  4.5  per  cent  of  those  diagnosed  as  malig- 
nant turned  out  to  be  benign  on  microscopic 
study.  If,  then,  upon  a clinical  diagnosis  of 
supposed  malignancy,  some  surgeon  had  pro- 
ceeded with  a radical  operation,  then  5 out  of 
every  100  women  would  have  received  radical 
operations  unnecessarily. 

A similar  study  to  show  percentages  in  the 
diagnosis  of  uterine  conditions  would,  no 
doubt,  be  as  interesting,  for  it  is  often  impos- 
sible to  differentiate  clinically  malignancy 
from  other  conditions,  such  as  polyps,  placen- 
tal remnants,  fibromyomas,  adenomyomas, 
sclerosis  and  para-uterine  lesions.  If  conser- 
vative surgeons  do  not  wish  to  remove  the 
uterus  and  its  appendages  unnecessarily  they 
must  have  a microscopic  diagnosis  before  pro- 
ceeding. Uterine  curettings  can  be  studied  by 
the  fresh  frozen  section  method,  and  when 
cancer  cells  are  found  the  surgeon  then  knows 
which  procedure  is  best.  A negative  report  in 
this  type  of  case  is  not  conclusive,  however, 
because  of  the  possibility  that  the  curette  has 
not  removed  the  carcinomatous  tissue  in  small 
lesions,  especially  if  they  are  in  the  fundus 
or  a horn  of  the  uterus. 

An  old  surgical  slogan  lias  been,  “When  in 
doubt,  do  a radical”.  This  was  permissible 
twenty-fiye  years  ago,  but  today  the  surgeon 
is  under  moral  obligation  to  his  patient  to 
provide  adequate  means  for  rapid  microscopic 
diagnosis,  so  that,  the  doubt  being  removed, 
a radical  operation  may  be  limited  to  those 
cases  where  it  is  indicated.  The  modern  slo- 
gan is.  “When  in  doubt,  explore  and  have  ex- 
pert diganosis  on  the  fresh  tissue”. 

Question  III. — What  tissues  can  be  sectioned 
and  diagnosed  by  the  fresh  tissue  method,  and 
how  much  tissue  is  needed? 

Answer. — Practically  all  tissues  can  be  sec- 
tioned and  diagnosed  by  this  method;  in  fact, 
all  surgical  specimens,  eyen  bits  of  tissue  as 
small  as  2 millimeters  or  less  (1/25  of  an 
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inch)  may  be  frozen  and  sectioned  in  this 
way.  L.  B.  ’Wilson2”3  described  the  method  of 
preparation  of  fresh  tissue  for  study  during 
operations  in  1905,  using  the  freezing  micro- 
tome and  a polychrome  stain. 

Question  IV. — Can  fresh  frozen  sections  be 
cut  as  thin  as  imbedded  sections? 

Answer. — For  rapid  woi'k  on  fresh  tissue, 
sections  are  usually  cut  10  microns  thick.  This 
is  the  average  diameter  of  most  tissue  cells. 
When  the  cells  in  fresh  tissue  are  cut  in  twain, 
the  uncoagulated  protoplasm  Aoavs  out,  so  that 
only  the  intact  cells  remain.  Thus,  a well- 
made  section  is  one  layer  of  cells  thick,  and 
surely  the  embedded  sections  can  offer  no  im- 
provement over  that. 

Question  V. — How  much  time  is  required  to 
prepare  and  diagnose  a tissue  by  this  method  ? 

Answer. — Five  minutes  is  about  the  a Average 
time. 

Question  VI. — What  is  the  method  used  to 
make  these  frozen  sections? 

Answer. — As  soon  as  the  tissue  is  removed 
from  the  patient,  a block  is  frozen  with  car- 
bon dioxide  gas,  a section  cut  with  the  micro- 
tome and  floated  in  isotonic  NaCl  solution.  The 
section  is  then  dipped  in  Terry’s  modification 
of  Unna’s  polychrome  stain  for  a period  of 
from  ten  to  twenty  seconds.  It  is  then  rinsed 
in  isotonic  NaCl  solution,  floated  on  fresh 
isotonic  NaCl  solution,  and  mounted  from  this 
last  on  a slide.  A cover  glass  is  dropped  on 
and  the  section  is  ready  for  microscopic  study. 

Question  VII. — Is  there  any  difference  in  the 
microscopic  appearance  of  fresh  tissue  and 
fixed  tissue? 

A nswer. — The  study  of  fresh  tissue  is  a 
specialty  in  itself  and  the  interpretation  of 
this  stain  requires  considerable  experience, 
but  after  it  is  once  mastered,  it  is  found  to  be 
as  satisfactory  as  the  hematoxylin-eosin  com- 
bination, the  differentiations  being  just  as  great 
to  the  experienced  eye.  The  cells  of  fresh  tis- 
sue are  quite  different  structurally  from  those 
which  have  been  dead  for  some  time  or  haATe 
been  fixed  and  embedded.  Fixing  coagulates 
the  protoplasm  and  of  necessity  brings  about 
great  changes  in  the  cell  structure.  Therefore, 
one  accustomed  to  making  diagnoses  from  fixed 
tissues  must  haA^e  special  training  before  he 
can  interpret  a fresh  tissue  slide.  The  cells  in 
the  fresh  tissue  are  larger;  fixing  shrinks  and 
distorts  the  cell.  They  have  perfectly  regular 
outlines,  and  do  not  show  reticulated  cyto- 
plasm and  nucleoplasm.  This  also  applies  to 


malignant  cells,  and  hence  they  are  not  seen 
to  be  irregular  as  described  in  the  tfixt-books. 
Neither  does  one  see  the  irregular  mitotic 
figures  described  in  the  text-books.  Malignant 
cells  have  a very  characteristic  and  individual 
appearance  in  fresh  sections.  Fixed  and  em- 
bedded sections*have  their  place  in  learning  the 
characteristic  normal  histological  arrangement 
of  tissues. 

Question  VIII. — Can  permanent  sections  be 
made  from  fresh  frozen  sections,  and  how 
much  time  does  this  require? 

Answer. — There  are  three  ways  in  which  the 
tissue  can  be  fixed  for  permanent  sections,  de- 
pending upon  the  speed  required.  The  fresh 
tissue  can  be  sectioned  and  floated  in  4 per 
cent  formalin  for  one  hour,  or  a small  block 
of  tissue  can  be  put  in  10  per  cent  formalin 
and  brought  just  to  the  boiling  point  when  it 
is  ready  for  sectioning,  or  the  block  may  be 
put  in  10  per  cent  formalin  and  left  for 
twenty-four  hours  Avhen  it  is  likewise  ready 
for  sectioning.  Sections  from  fixed  tissue  are 
cut  5 microns  thick  and  floated  in  distilled  wa- 
ter.  This  tissue  is  then  put  on  a slide  and 
flooded  Avith  95  per  cent  alcohol  for  a feAv  sec- 
onds, then  fixed  on  the  slide  with  thin  celloi- 
din.  It  is  then  run  through  the  stains,  alco- 
hols, carbo-xylol  and  xylol  and  the  cover  glass 
fixed  on  with  balsam.  This  requires  from 
fifteen  to  tAventy  minutes  and  many  slides  can 
be  carried  through  at  one  time.  These  slides 
keep  well  for  years,  at  least  as  long  as  the 
paraffin  slides.  Dr.  A.  H.  Schade,  in  discus- 
sing Dr.  Turley’s  paper4,  states  that  he  has  a 
frozen  section  slide  in  perfect  condition,  which 
was  made  thirty  years  ago. 

Question  IX. — What  is  the  advantage  of  the 
fresh  or  fixed  frozen  tissue  examination? 

Ans/wer. — By  the  above  fresh  or  fixed  frozen 
tissue  method  the  gross  and  microscopic  work 
is  finished  the  day  or  the  next  day  after  the 
operation,  and  the  surgeon  has  a complete  re- 
port Avhile  the  case  is  still  under  his  care,  not 
days,  weeks  or  months  later.  The  surgeon 
should  haA’-e  his  microscopic  diagnosis  at  a time 
when  it  will  be  of  the  greatest  assistance  in  the 
treatment  of  the  patient.  To  explore,  remoA’e 
some  tissue,  sew  up  the  patient  and  send  him 
back  to  his  room  to  await  a delayed  diagnosis 
is  quite  inexcusable  at  this  time.  In  malig- 
nant. diseases,  there  is  real  danger  of  hastened 
dissemination  of  a tumor  from  which  a speci- 
men has  been  remoATed  unless  operation  im- 
mediately folloAVs  the  biopsy.  The  routine 
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fresh  frozen  section  enables  the  surgeon  to 
complete  all  operations  at  the  first  session. 
Since  we  are  educating  the  public  concerning 
cancer,  the  advice  of  the  surgeon  is  sought 
earlier,  small  lesions  are  presented,  borderline 
chronic  irritative  processes  which  are  just  be- 
coming malignant.  An  accurate  diagnosis  by 
gross  appearance  cannot  always  be  made,  a 
biopsy  is  necessarj'  and  time  is  valuable. 

Question  X. — How  does  the  surgical  pathol- 
ogist know  when  he  takes  a block  of  tissue 
for  rapid  sectioning,  that  it  is  from  the  malig- 
nant part,  if  there  is  malignancy,  or  from  the 
part  that  will  give  the  most  information? 

Answer. — His  ability  to  do  this  is,  of  course, 
directly  in  proportion  to  his  ability  as  a tissue 
pathologist.  He  is  trained  to  pick  out  grossly 
the  suspicious  parts  with  a great  degree  of  ac- 
curacy. If  he  could  not  accomplish  this  with 
the  fresh  specimen,  how  could  he  hope  to  ac- 
complish it  with  the  fixed  specimen  for  paraf- 
fin or  other  kinds  of  work?  The  surgical 
pathologist  becomes  the  better  able  to  pick  out 
suspicious  areas  the  more  often  his  judgment 
is  checked  by  subsequent  microscopic  study, 
so  that  the  more  sections  he  makes  the  more 
able  he  becomes  to  choose  his  blocks.  In  mak- 
ing rapid  frozen  sections  more  than  one  block 
of  tissue  is  cut  and  studied;  often  four  or  five 
blocks  are  cut  from  different  areas  of  one 
specimen  before  an  opinion  is  given.  Often 
the  selection  of  the  pathological  tissue  is  left 
to  the  surgeon.  He  performs  a biopsy  and  sends 
the  tissue  to  the  laboratory.  Then  the  pathol- 
ogist is  not  under  the  necessity  of  exercising 
his  judgment  for  gross  .diagnosis,  but  makes 
only  the  section  and  the  microscopic  diagno- 
sis. In  this  case  the  pathologist's  positive 
diagnosis  is  final,  but  the  value  of  his  negative 
report  must  be  judged  in  terms  of  the  sur- 
geon’s own  accuracy  in  selecting  the  sample  of 
tissue  on  which  the  pathologist’s  report  has 
been  made. 

Question  XI. — How  much  detail  should  be 
used  in  writing  the  pathological  report? 

Answer. — I have  adopted  the  Mayo  Clinic 
method  of  making  reports,  cultivating  simpli- 
city, brevity  and  accuracy,  avoiding  useless  de- 
scriptive and  confusing  terms.  I often  hear 
it  said  that  pathological  reports  should  be 
written  out  in  great  detail,  that  a complete 
histological  and  pathological  word  picture 
should  be  presented  to  the  surgeon,  but  for 
routine  and  surgical  pathological  reports  this 
seems  quite  antiquated.  The  first  aim  of  the 


present  day  pathologist  should  be  to  simplify 
as  much  as  possible;  to  bring  order  out  of 
existing  chaos. 

It  is  deplorable  that  we  have  so  many  terms 
for  one  condition,  and  feel  that  we  must  annex 
to  these  so  many  qualifying  terms.  For  ex- 
ample, if  a gland  removed  for  examination  is 
found  to  be  inflammatory,  that  is  all  that  needs 
be  said.  Of  what  value  is  it  to  the  surgeon  to 
know  that  the  blood  vessels  are  dilated  or  that 
the  germinal  centers  are  enlarged?  The  word 
“inflammatory”  determines  the  surgeon’s  pro- 
cedure. Of  course,  if  the  pathologist,  during 
examination  finds  an  unusual,  rare  or  new  con- 
dition, it  is  his  duty  to  report  it  in  detail,  hut 
I am  discussing  routine  work. 

Recently,  a surgeon  was  given  a report — 
’’Fibro-adeno-carcinoma  of  the  breast”.  He 
asked  what  type  of  carcinoma  this  was,  and  if 
it  should  be  considered  as  malignant  as  an 
adeno-carcinoma  or  a medullary  carcinoma. 
He  also  asked  what  prognosis  he  could  give 
the  patient.  If  he  had  received  the  report 
“Carcinoma,  Grade  1,”  he  would  have  known 
all  there  was  to  be  known  pathologically  and 
clinicallv  concerning  the  condition;  he  would 
have  known  that  the  prognosis  was  very  good 
with  the  proper  treatment. 

Most  surgeons  are  familiar  with  Broders'5 
grading  of  tumors.  To  quote  from  this  recent 
paper,  “The  time  is  not  far  distant  when  not 
only  physicians,  but  also  the  patients  and  their 
relatives,  as  well  as  life  insurance  companies 
will  be  interested  in  the  grade  of  malignancy 
of  cancer.  If  a surgeon  knows  the  grade  of 
malignancy  of  a cancer  in  addition  to  its  size 
and  situation,  he  is  certainly  in  a better  posi- 
tion to  render  more  efficient  treatment  and  a 
more  accurate  prognosis  than  one  without  such 
knowledge.” 

It  is  a waste  of  time  to  report  “adeno-car- 
cinoma,” “scirrhous  carcinoma”,  or  “carcinoma 
simplex”  of  the  breast,  because,  on  sectioning 
the  whole  growth,  one  can  usually  find  all 
represented.  They  are  all  carcinoma.  The 
same  is  true  in  the  case  of  fibro-adenoma. 
What  difference  can  it  possibly  make  to  the 
surgeon  whether  it  is  “peri  canalicular”,  or 
if  it  is  an  “intra-canalicular  fibro-adenoma". 
although  I have  known  surgeons  to  insist  on 
this  point  being  made  clear.  Both  types  can 
usually  be  found  in  the  same  adenoma. 

It  is  well  known  that  there  is  no  satisfac- 
torv  classification  of  tumors  so  far  devised, 
but  to  my  mind,  MacCarty’s6-7  is  the  most 
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simple,  practical  and  free  from  flaws.  The 
surgeon  waiting  in  the  operating  room  is  in- 
terested primarily  in  one  diagnosis, — “Is  it 
malignant  or  not?”,  or,  more  briefly,  “What  is 
it?”  If  the  report  is  “Malignant,  Grade  1,  2, 
3,  or  4,”  then  the  surgeon’s  operative  pro- 
cedure will  be  of  a certain  character.  If  it  is 
non-malignant  tuberculous,  syphilitic,  inflam- 
matory, etc.,  then  the  surgeon  will  proceed  in 
another  manner.  Thei’e  is  no  time  for  lengthy 
reports.  Every  minute  counts  when  the  pa- 
tient is  under  an  anesthetic. 

Conclusions 

1.  It  is  the  function  of  the  surgical  pathol- 
ogist to  render  immediate  service  to  the  sur- 
geon, so  that  he  may  proceed  with  the  fullest, 
knowledge  concerning  the  condition. 

2.  It  has  been  shown  that  in  a high  per- 
cent of  cases,  surgeons  cannot  safely  proceed 
on  their  own  gross  diagnosis. 

3.  Fresh  and  fixed  frozen  sections  are  easily 
and  quickly  made,  and  are  as  satisfactory  as 
sections  made  by  any  other  method. 

4.  It  is  of  importance  that  all  specimens  re- 
moved at  operations  should  be  subjected  to  a 
careful  routine  microscopic  examination.  This 
should  be  done  at  the  time  of  operation,  and 
can  be  accomplished  quickly  and  efficiently 
only  by  the  frozen  section  method.  In  this 
way,  unsuspected  malignant  conditions  are 
often  picked  up,  with  consequent  difference  in 
the  prognosis  and  treatment. 

5.  The  surgical  profession,  as  a whole,  should 
be  familiar  with  Broders’  grading  of  tumors, 
so  that  they  may  be  able  to  interpret  their 
own  pathological  reports. 

6.  Pathological  reports  should  be  made  with 
the  greatest  simplicity,  accuracy  and  brevity 
possible.  The  science  of  pathology  should  be 
simplified,  cleared  of  innumerable  synonyms, 
meaningless  adjectives,  and  brought  out  of  its 
present  chaos. 
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ACUTE  MASTOIDITIS.* 

By  SAMUEL  M.  COTTRELL,  M.  D.,  Richmond,  Va. 

In  studying  the  subject  which  I shall  en- 
deavor to  discuss  this  evening,  one  cannot  help 
but  be  impressed  with  two  phases  of  the  dis- 
ease. I refer,  in  the  first  instance,  to  the 
causative  factor;  and,  secondly,  to  the  very 
grave  complications  with  which  we  are  some- 
times confronted. 

It  is  common  knowledge  that  practically 
all  acute  mastoids  have  their  origin  in  acute 
middle  ears.  Going  one  step  farther,  we  all 
know  that  acute  middle  ears  get  their  start  in 
life  from  the  thing  that  everybody  knows  all 
about  (and  seldom  ever  does  anything  for), 
namely,  the  common  cold,  or,  in  some  in- 
stances, just  the  plain  old  runny  nose. 

Consider  briefly  the  anatomy.  First,  we 
have  the  wide-open  naso-pharynx  with  its 
acutely  inflamed  mucosa.  Opening  into  this 
and  at  a point  particularly  prone  to  trauma 
and  infection,  we  find  the  pharyngeal  orifice 
of  the  Eustachian  tube;  at  the  other  end  of 
this  little  canal,  the  length  of  which  varies 
from  % of  an  inch  to  1%  inches,  depending 
on  the  age  and  type  of  skull,  we  find  the  tym- 
panic cavity  or  middle  ear.  Just  posterior 
and  slightly  above  the  middle  ear  spaces  and 
in  direct  relation  to  it,  we  find  the  mastoid 
antrum. 

The  mastoid  antrum  and  middle  ear  could 
easily  be  looked  upon  as  one  cavity,  inasmuch 
as  they  communicate  directly  through  a siz- 
able opening — the  aditus  ad  antrum.  Almost 
completely  surrounding  the  antrum  and  in 
very  close  relation  to  the  tympanic  cavity, 
we  find  the  mastoid  cells.  So  long  as  these 
cells  remain  free  from  infection,  the  condi- 
tion is  not  regarded  as  a serious  one,  but  re- 
quires careful  watching.  Once  these  cells  are 
invaded,  we  are  brought  face  to  face  with  seri- 
ous possibilities  and  surgical  measures  must 
often  be  resorted  to. 

Going  a little  farther  into  the  anatomy  of 
this  region,  there  are  several  structures  which 
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should  'be  given  due  consideration,  and  a 
minute  knowledge  of  their  anatomy  should  be 
had  by  the  aural  surgeon.  First,  we  have 
within  the  cranial  cavity,  passing  downward 
over  the  inner  surface  of  the  mastoid,  the  la- 
teral or  sigmoid  sinus;  second,  the  bony  fallo- 
pian canal,  which  courses  the  inner  tympanic 
wall,  thence  downward  just  beneath  the  adi- 

tus  alono-  the  anterior  surface  of  the  mastoid 
© 

and  out  through  the  stylo-mastoid  foramen. 
This  canal  gives  passage  to  the  seventh  or  fa- 
cial nerve.  Third,  forming  the  roof  of  the 
tympanum  and  mastoid  antrum,  we  have  an 
exceedingly  thin  plate  of  bone  which  also  forms 
the  floor  of  the  middle  fossae  of  the  skull,  a 
very  dangerous  relation.  Fourth,  internal  to 
the  middle  ear  and  situated  in  the  very  dense 
petrous  bone,  we  find  the  labyrinth  or  organ 
of  hearing. 

In  view  of  the  above  relations  one  can 
readily  see  what  havoc  might  be  wrought  by 
the  common  cold  which  invades  the  middle 
ear  and  mastoid  cells  if  complications  should 
develop.  That  is,  we  may  be  on  the  lookout 
for  thrombosis  of  the  lateral  sinus,  seventh 
nerve  paralysis,  meningitis,  or  brain  abscess 
and  acute  labyrinthitis  which  often  invades 
the  intra-cranial  structures. 

With  the  exception  of  seventh  nerve  paraly- 
sis, the  mortality  rate  in  any  of  the  other  con- 
ditions is  exceedingly  high,  and  should  serve 
as  a reminder  to  both  layman  and  physician 
that  the  acute  coryza  is  deserving  of  more 
consideration. 

A word  as  to  pathology.  There  are  three 
stages.  In  the  first  stage  of  acute  mastoidi- 
tis we  may  find  only  a marked  congestion  of 
the  membranes  lining  the  cell  .walls.  In  the 
second,  the  individual  cells  are  filled  with 
pus  but  there  is  no  breaking  down  of  the  in- 
tra-cellular  spaces.  In  the  third,  thex-e  is 
marked  bone  softening  and  total  or  partial 
destruction  of  the  net  work  of  the  intra-cellu- 
lar  spaces.  It  is  in  this  stage  (particularly 
in  children)  that  we  find  perforations  through 
the  mastoid  cortex  and  the  formation  of  sub- 
periosteal abscess  with  its  characteristic  de- 
formity, in  which  the  periosteum  is  lifted, 
causing  the  ear  to  set  off  from  the  head  and 
have  the  appearance  of  being  pushed  for- 
ward or  downward  depending  on  the  location 
of  the  perforation.  In  these  cases  the  post- 
auricular  fold  is  obliterated.  It  occasionally 
happens  that  the  inner  surface  of  the  mas- 


toid tip  perforates  and  pus  burrows  down  the 
neck  under  the  sterno-mastoid  muscles.  The 
swelling  usually  has  the  shape  of  a banana 
with  its  upper  extremity  beginning  about  the 
mastoid  tip.  This  condition  is  known  as 
Bezold's  abscess  and  necessitates  drainage  of 
the  neck  as  well  as  the  mastoid. 

Symptoms 

The  symptoms  of  acute  mastoiditis  are  al- 
most always  engrafted  upon  those  of  acute  oti- 
tis media.  In  this  connection.  Kerrison  tells 
us  that  mastoiditis  without  some  previous  in- 
flammatory process  in  the  middle  ear  is  so 
extremely  rare  that  it  is  looked  upon  as  a 
curiosity  rather  than  a clinical  entity. 

Pain. — There  is  usually  one-sided  head- 
ache with  shooting  pain  which  radiates  from 
the  mastoid  region.  This  pain  is  often  de- 
scribed as  being  deep-seated  and  of  a boring 
character.  The  patient  has  an  anxious  facial 
expression  and  is  inclined  to  be  restless,  nerv- 
ous and  unable  to  sleep. 

Temperature  as  a rule  does  not  run  high, 
usually  hanging  between  a hundred  and  a 
hundred  and  two,  or  elevation  of  tempera- 
ture may  be  practically  absent. 

There  is  usually  an  increased  cell  count. 

Quantitative  change  in  the  middle  ear  dis- 
charge, that  is,  if  a running  ear  after  two  or 
three  weeks  of  profuse  drainage  shows  no 
signs  of  decrease  in  the  amount  of  discharge, 
it  is  strong  evidence  that  the  mastoid  is  in- 
volved. A very  dangerous  condition  arises 
when  we  have  a sudden  cessation  of  the  ear 
discharge  accompanied  by  a flare-up  of  mas- 
toid symptoms,  such  as  pain,  tenderness, 
etc.  A situation  of  this  kind  calls  for  im- 
mediate surgical  intervention.  Sagging  of 
the  posterior-superior  canal  wall  is  of  value, 
but  in  the  absence  of  other  symptoms  is  unre- 
liable. Associated  with  this,  there  is  usually 
bulging  of  the  posterior-superior  quadrant  of 
the  tympanic  membrane. 

Mastoid  tenderness  is  the  most  reliable  of 
all.  There  are  usually  three  points:  First, 
immediately  over  the  mastoid  antrum,  or  a 
point  just  posterior  to  the  canal;  next,  the 
mastoid  tip,  usually  the  most  tender  point: 
third,  along  the  posterior  mastoid  border  at 
the  point  of  exit  of  the  mastoid  emissary  vein. 

Post-auricular  edema  is  a valuable  sign. 
The  formation  of  sub-periosteal  abscess  fol- 
lowing middle  ear  disease  is  looked  upon  as 
proof-positive  that  the  mastoid  is  involved. 
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Mastoid  tenderness  may  be  confused  with 
furunculosis  of  the  canal,  but,  by  bearing  in 
mind  a few  facts  concerning  the  furuncle, 
they  are  easily  differentiated.  Any  move- 
ment of  the  auricle  causes  sharp  pain  in  fur- 
unculosis; it  causes  no  pain  in  mastoiditis. 
Pressure  in  front  of  the  ear  causes  pain  in 
furunculosis,  but  causes  little  or  none  in  mas- 
toiditis. Deep  pressure  over  the  mastoid, 
provided  you  do  not  touch  the  auricle  or  canal 
wall,  causes  no  pain  in  furunculosis  but  causes 
excruciating  pain  in  mastoiditis.  Lastly,  the 
canal  is  swollen  in  furunculosis  but  rarely  so 
in  mastoiditis. 

In  very  young  children  and  infants  mas- 
toiditis is  rare,  due  to  the  fact  that  the  mas- 
toid cells  are  not  developed  in  early  life.  The 
antrum,  however,  is  present  and  it  sometimes 
happens  that  there  is  a necrosis  of  the  antral 
wall  followed  by  post-auricular  swelling  and 
sub-periosteal  abscess.  When  this  happens, 
the  same  treatment  as  that  of  a suppurating 
mastoid  is  indicated. 

Prognosis 

If  the  patient  is  seen  before  complications 
have  developed,  and  proper  treatment  prompt- 
ly instituted,  the  prognosis  is  good. 

Treatment 

Much  can  be  done  in  the  way  of  prophy- 
laxis. Rest  in  bed  with  early  incision  of  the 
drum  is  most  essential.  Proper  attention  to 
the  nasopharynx  in  the  way  of  astringent 
sprays  and  local  applications  of  silver  salts 
should  be  used.  The  alimentary  canal  should 
be  emptied  and  only  light  easily  digested 
foods  taken. 

Following  myringotomy,  hot  bichloride  ir- 
rigations should  be  started  and  used  from 
every  two  to  four  hours,  depending  on  the 
amount  of  discharge.  Ice  cap  to  the  mastoid 
should  be  used  in  the  early  stages,  but  is  con- 
tra-indicated after  pus  formation  has  taken 
place,  inasmuch  as  it  favors  bony  necrosis  and 
only  harm  can  result.  Too  much  palliative 
treatment  in  mastoiditis  is  an  exceedingly 
dangerous  thing,  and  cannot  be  too  strongly 
condemned. 

According  to  Kerrison,  the  indications  for 
opening  the  mastoid  are  as  follows: 

1.  The  development  during  acute  mastoid 
disease  of  auricular  displacement  as  a result 
of  post-auricular  edema  or  sub-periosteal  ab- 


scess,— furunculosis  being  eliminated  as  the 
causative  factor. 

2.  The  development  during  acute  purulent 
otitis  media  of  labyrinthine  irritation  which 
manifests  itself  by  vertigo,  nystagmus,  etc. 

3.  Marked  tenderness  on  pressure  extend- 
ing: well  bevond  the  limits  of  the  antrum  and 
showing  no  improvement  after  incision  of  the 
drum. 

4.  Marked  variation  in  the  middle  ear  dis- 
charge, its  maximum  flow  being  too  great  to 
be  accounted  for  by  the  tympanic  lesion,  and 
its  periods  of  diminution  being  accompanied 
by  development  of  mastoid  pain  and  tender- 
ness. 

5.  Mastoid  symptoms  having  been  present 
and  having  disappeared,  a discharge  from  the 
tympanic  vault  which  resists  all  rational  non- 
operative measures,  by  reason  of  its  persist- 
ence, justifies  opening  the  mastoid. 

6.  Finally,  evidence  of  mastoid  disease  hav- 
ing been  present,  at  any  time  during  conva- 
lescence that  symptoms  develop  of  septic  ab- 
sorption. manifested  by  chills,  sweats,  fever, 
etc.,  other  diseases  being  eliminated,  immedi- 
ate operation  is  demanded. 

Case  Reports 

Case  1.— Child,  age  3,  seen  April  21,  192G, 
in  consultation  with  Dr.  Whitmore,  who  had 
already  made  a diagnosis  of  acute  mastoidi- 
tis. and  had  advised  operation. 

History  as  follows:  Left  ear  discharged 
for  three  weeks  following  an  attack  of  ear- 
ache, but  there  had  been  considerable  im- 
provement until  four  days  ago,  although  the 
discharge  continued.  At  that  time  there 
was  a decrease  in  the  flow  of  pus,  accom- 
panied by  rise  of  temperature,  considerable 
pain  and  restlessness;  since  then  the  child 
has  been  acutely  sick.  The  patient  has  a sep- 
tic appearance;  he  is  restless  and  fretful  and 
resists  efforts  to  examine  him.  The  ear  canal 
is  smeared  in  pus  and  is  inflamed  from  the 
continuous  discharge.  There  is  marked  edema 
over  the  mastoid  bone  and  the  post-auricular 
fold  is  partly  obliterated.  He  is  extremely 
tender  over  the  entire  mastoid.  We  advised 
removal  of  patient  to  hospital,  which  was 
done. 

On  admission  to  hospital,  rectal  tempera- 
ture 102.8;  pulse  110;  resp.  25;  leucocytes  13,- 
600 ; polys.  86  per  cent ; lymps.  14. 

Urinalysis:  sp.  gr.  1,028,  with  trace  of  al- 
bumin and  a few  hyaline  casts. 
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This  child  was  operated  upon  the  same 
night  and  a very  bad  mastoid  found,  there 
being  extensive  bony  necrosis  with  marked 
destruction  of  the  cell  walls.  Convalescence 
for  the  first  three  days  rather  stormy,  after 
which  things  straightened  out  and  he  left  the 
hospital  within  a week  after  operation. 

Case  2. — Master  A.,  age  12,  referred  by  Dr. 
Blair  February  11,  1926. 

History  as  follows:  Ten  days  ago  this  boy 
had  a mild  earache  of  rather  short  duration, 
which  was  followed  shortly  afterwards  with 
a slight  swelling  in  the  region  of  the  mastoid 
tip.  This  swelling  has  gradually  increased  in 
size  until  it  is  at  this  time  the  size  of  a tur- 
kev  egg  and  extends  well  down  on  the  side 
of  the  neck.  On  palpation  it  is  tense,  with 
little  or  no  fluctuation,  and  very  tender.  He 
holds  his  head  tilted  well  over  to  the  affected 
side  and  the  neck  is  very  stiff. 

The  drum  has  a leathery  apperance  but 
there  is  no  perforation  or  aural  discharge. 
There  is  a question  as  to  whether  we  are  deal- 
ing with  a perforated  mastoid  or  cervical 
abscess,  and  X-ray  of  the  mastoid  was  ad- 
vised. X-ray  report  by  Dr.  Hodges  as  fol- 
lows: 

‘"The  right  mastoid  is  clear  throughout. 
The  left  shows  that  there  has  been  breaking 
down  of  the  bony  net  work.  I could  make 
this  out  in  spite  of  the  fact  that  the  swelling 
over  the  mastoid  made  it,  of  course,  more 
difficult.  I feel  that  this  is  a surgical  case.” 

On  admission  to  the  hospital,  temperature 
99.6:  pulse  110;  resp.  25;  leucocytes  12,600; 
polys.  82  per  cent;  lymphs.  IT  per  cent;  large 
mononuclears  1 per  cent;  haemoglobin  80  per 
cent. 

At  operation,  immediately  the  periosteum 
is  gone  through,  there  is  a gush  of  pus  from 
the  wound  which  appears  to  be  under  pres- 
sure. The  tip  of  the  mastoid  has  a large  per- 
foration about  the  size  of  the  end  of  the  little 
finger.  There  is  considerable  bony  necrosis 
and  the  abscess  cavity  extends  well  down  into 
the  neck,  necessitating  a lower  incision  with 
drainage  tube.  This  bo}'  had  an  uneventful 
recovery  until  the  tenth  day  when  his  tem- 
perature went  to  102 , pulse  100 ; eleventh 
day — temp.  103.2,  pulse  120,  with  considerable 
cou<rh.  The  throat  at  this  time  is  very  red 
and  a few  Ivoplik’s  spots  are  seen.  Twelfth 
day — temp.  104.2,  pulse  134.  resp.  35.  The 
same  afternoon  we  were  much  gratified  by 


finding  a few  bumps  which  proved  to  be 
measles.  Aside  from  this  later  ailment,  he 
made  a nice  recovery. 

Case  3. — Mr.  C.,  age  23. 

History  as  follows : Partially  deaf  in  right 
ear  since  childhood;  there  has  been  from  time 
to  time  a slight  discharge,  the  odor  of  which 
is  very  offensive.  Occasionally  has  earache 
on  this  side,  with  some  dizziness  and  vertigo. 

He  has  had  numerous  attacks  of  tonsillitis, 
one  within  the  past  few  days.  Two  days  ago 
the  ear  became  quite  painful  and  he  has  been 
unable  to  sleep  or  get  relief  by  any  of  the 
usual  remedies  which  he  had  used  on  previous 
occasions.  There  is  no  appetite  and  he  feels 
quite  sick.  He  is  extremely  tender  over  the 
antrum  and  tip  of  the  right  mastoid,  and 
there  is  some  edema. 

Ear  canal  filled  with  foul  smelling  pus  and 
there  is  almost  total  destruction  of  the  tym- 
panic membrane.  Within  the  middle  ear 
there  is  a cottony  substance  which  is  very 
difficult  to  remove.  Temperature  normal; 
leucocytes  9,600;  polys.  69  per  cent;  urine 
negative. 

A diagnosis  was  made  of  acute  mastoidi- 
tis engrafted  upon  a chronic  suppurating  ear 
with  cholesteatoma. 

X-ray  l’eport  by  Dr.  Flanagan  as  fol- 
lows: “Radiographic  examination  of  the  mas- 
toids  shows  the  right  cloudy,  the  cells  pos- 
terior to  the  sinus  being  filled  with  either 
granulations  or  pus.  The  area  between  the 
tegmen.  posterior  canal  wall  and  the  sinus  is 
dense.  There  is  an  area  about  1 cm.  in  diame- 
ter in  the  region  of  the  antrum  which  shows 
a circular  area  of  increased  illumination  with 
a center  that  is  opaque.  The  left  mastoid  is 
lar<re  and  clear.  The  cells  are  of  a mixed 

c* 

type.” 

The  above  indicates  chronic  right  mastoidi- 
tis with  findings  suggestive  of  cholesteatoma. 
The  Wassermann  was  taken  and  found  to  be 
negative. 

This  man  had  a modified  radical  operation. 
The  mastoid  cortex  was  found  to  be  exceed- 
ingly hard  (a  condition  following  chronic 
suppuration).  There  was  extensive  cell  de- 
struction with  a large  cholesteatoma  filling 
the  antrum  and  middle  ear.  Convalescence 
uneventful.  Hearing  improved,  and  ear  com- 
pletelv  dry  within  six  weeks. 

209  Medical  Arts  Building. 
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PERFORATED  GASTRIC  AND  DUODE- 
NAL ULCERS— A STUDY  OF 
TWENTY-SEVEN  CASES.* 

By  HARRY  M.  HAYTER,  M.  D.,  Roanoke,  Va. 

The  recent  return  of  two  patients  who  were 
complaining  of  symptoms  referable  to  the 
stomach  or  duodenum,  and  who  had  been  oper- 
ated upon  previously  for  perforated  gastric 
ulcers,  suggested  the  idea  that  a study  of  our 
perforated  gastric  and  duodenal  ulcer  cases 
might  reveal  a few  points  of  interest  and  of 
value. 

It  is  not  my  purpose  to  enter  into  an  aca- 
demic discussion  of  the  symptoms,  diagnosis, 
and  surgical  treatment  of  perforated  ulcers, 
but  merely  to  review  briefly  a series  of  twenty- 
seven  cases  which  have  been  seen  at  the  Jeffer- 
son Hospital  in  Roanoke  Va.  These  patients 
were  brought  into  the  hospital  presenting  the 
clinical  picture  of  the  so-called  acute  surgical 
abdomen,  which  picture  is  familiar  to  you  all. 

Hospital  statistics  indicate  that  pejDtic  ulcer 
occurs  more  frequently  in  the  female  than  in 
the  male  sex.  Surgical  statistics,  however, 
would  indicate  that  the  reverse  of  this  state- 
ment is  true.  In  this  series  of  cases  there 
were  twenty-three  men  and  four  women. 

The  age  of  the  patients  varied  from  nineteen 
to  seventy-one  years.  Of  the  four  cases  seen 
in  women,  two  were  between  thirty-five  and 
forty  years  of  age,  and  two  were  between  fifty 
and  sixty.  Of  the  twenty-three  cases  occurring 
in  the  male,  there  were  eight  between  the  ages 
of  nineteen  and  thirty  years,  four  between 
thirty-one  and  forty,  seven  between  forty-one 
and  sixty,  four  over  sixty  years  of  age. 

In  considering  the  duration  of  symptoms 
referable  to  the  stomach  or  duodenum,  an  in- 
teresting observation  was  made  in  this  series 
of  cases.  The  exact  duration  of  symptoms,  as 
taken  from  case  histories,  must  be  more  or 
less  inaccurate,  due  to  the  diffei'ent  types  of 
individuals  and  their  attitude  towards  bodily 
discomfort,  for  that  which  would  be  considered 
as  extremely  annoying  symptoms  by  some 
would  be  given  no  thought  and  considered  of 
no  consequence  by  others.  In  this  series  eight 
cases  gave  a history  of  having  had  symptoms 
for  less  than  six  months.  The  remaining 
nineteen  had  had  symptoms  for  more  than 
four  years.  This  question  might  arise : Do 
those  peptic  ulcers  which  perforate,  either  do 
so  in  a comparatively  short  period  of  time,  or 
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become  the  site  for  the  battle  between  the  de- 
struction and  repair  of  tissue  which  is  con- 
tinued over  a period  of  years  with  the  destruc- 
tive factor  eventually  winning  the  victory? 

In  this  series  perforated  gastric  ulcer  oc- 
curred more  frequently  than  perforated  duo- 
denal ulcer.  There  were  twenty-one  ulcers  of 
the  stomach,  two  of  which  were  located  on  the 
posterior  wall  and  nineteen  on  the  anterior 
wall.  Six  of  the  ulcers  were  in  the  duode- 
num, one  of  which  was  on  the  posterior  wall 
and  five  were  on  the  anterior  wall. 

Of  the  twenty-seven  cases,  twenty-two  were 
acute  perforations  twenty  of  which  had  a gen- 
eralized peritonitis,  and  two  having  perforated 
the  posterior  wall,  had  given  rise  to  abscess 
formation  in  the  lesser  peritoneal  cavity,  with 
rupture  of  the  abscess  into  the  right  pleural 
cavity.  Five  of  the  cases  were  chronic  per- 
forations with  the  omentum  or  other  adjacent 
structure  adherent  to  the  area  involved  by  the 
ulcer  and  sealing  off  the  point  of  perforation. 

Trying  to  find  an  immediate  cause  of  the 
perforation  is  unsatisfactory.  It  seems  that 
in  the  majority  the  structure  becomes  so 
weakened  at  the  site  of  the  ulcer  that  it  is  un- 
able to  continue  its  normal  physiological  func- 
tion and  perforation  takes  place,  as  in  only 
one  case  was  there  a definite  history  of  strenu- 
ous muscular  effort  at  the  time  of  perforation. 

In  spite  of  the  serious  nature  and  acuteness 
of  the  condition,  there  is  a general  impression 
that  the  acute  perforated  ulcers  respond  well 
to  joroper  surgical  treatment.  This  in  our  ex- 
perience has  been  true  only  in  those  patients 
of  such  an  age  that  a reasonable  power  of  re- 
sistance might  be  expected,  and  in  those  cases 
in  which  there  has  been  prompt  surgical  inter- 
vention. 

A study  of  the  mortality  in  this  series  of 
cases  emphasizes  the  importance  of  early 
recognition  and  treatment  of  the  condition. 
So  frequently  a delay  in  diagnosis  and  diffi- 
culties of  transportation,  such  as  are  experi- 
enced in  outlying  districts,  have  rendered  the 
case  one  unfit  for  any  surgical  procedure  by 
the  time  it  reaches  the  hospital.  Quite  fre- 
quently the  question  arises,  does  shock  justify 
delay  of  operation?  In  our  opinion  it  does 
not,  for  by  the  time  the  patient  reaches  the 
hospital  further  delay  only  decreases  the 
chances  for  recovery. 

Of  the  twenty-seven  cases,  eleven  died  and 
sixteen  recovered.  A study  of  the  fatal  cases 
only  emphasizes  points  mentioned  above.  Two 
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of  these  eleven  cases  were  moribund  and  died 
shortly  after  admission  to  the  hospital  without 
being  operated  upon.  Autopsy  revealed  a per- 
forated gastric  ulcer  in  one  and  a perforated 
duodenal  ulcer  in  the  other. 

Four  of  this  group  of  fatal  cases  were  ad- 
mitted in  a semi-comatose  condition  with  sub- 
normal temperature  and  a rapid  thready  pulse. 
Two  of  these  four  were  operated  upon  under 
a local  anesthetic  with  closure  of  the  perfora- 
tion in  both  cases,  and  doing  a posterior  gas- 
tro-enterostomy  in  one.  Both  cases  died  two 
days  after  operation.  In  the  other  two  the 
peritoneal  cavity  was  opened  and  drained  as 
the  point  of  perforation  was  not  readily  ac- 
cessible. the  perforation  in  one  occurring  high 
up  on  the  cardiac  end  of  the  stomach.  These 
two  patients  died  within  twelve  hours  follow- 
ing the  operation. 

Three  of  the  fatal  cases  were  in  patients 
above  sixtv-six  years  of  age.  In  each  case 
there  was  a general  peritonitis,  one  of  which 
had  been  present  for  three  days;  however, 
none  of  this  group  had  a leukocyte  count  above 
eight  thousand.  Two  of  these  patients  had 
perforated  gastric  ulcers.  In  these  two  pa- 
tients the  perforation  was  closed,  as  their  con- 
dition would  not  warrant  further  surgical  pro- 
cedure. The  third  patient  of  this  group  had 
developed  a gastro-colic  fistula  which  had  per- 
forated into  the  peritoneal  cavity.  In  this 
case  the  peritoneal  cavity  was  drained  because 
of  colon  bacillus  infection.  All  three  died 
within  four  days  after  operation. 

Each  of  the  two  remaining  fatal  cases  pre- 
sents an  unusually  interesting  picture.  One. 
a woman  fifty-four  years  of  age,  with  symp- 
toms extending  over  a period  of  five  years, 
was  operated  upon  for  a duodemxl  ulcer.  The 
ulcer  was  found  and  a posterior  gastro-enter- 
ostomv  performed.  She  had  an  uneventful 
post-operative  course  for  twelve  days,  follow- 
ing which  she  developed  acute  abdominal 
symptoms.  An  exploratory  laparotomy  re- 
vealed a chronic  perforation  of  the  duodenal 
ulcer  with  obstruction  of  the  gastro-enteros- 
tomy.  The  obstruction  was  released;  how- 
ever. the  patient  died  two  months  later  with 
symptoms  of  intestinal  obstruction. 

The  other  case  was  that  of  a man  fifty-five 
years  old.  He  had  a perforated  ulcer  on  the 
posterior  wall  of  the  stomach  will  abscess  for- 
mation in  the  lesser  peritoneal  cavity.  The 
abscess  had  ruptured  into  the  right  pleural 
cavity.  This  patient  had  a rib  resection  and 


drainage  of  the  pleural  cavity  and  drainage 
of  the  abdominal  abscess.  He  did  well  im- 
mediately after  operation;  later,  however,  he 
developed  gangrene  of  the  base  of  the  right 
lung  and  died  forty-seven  days  after  opera- 
tion. 

Of  the  sixteen  cases  who  recovered,  there 
were  six  in  whom  the  perforation  had  been 
present  for  less  than  eight  hours,  six  in  whom 
it  had  been  present  between  twelve  and  twenty- 
four  hours,  and  four  in  whom  it  had  been  pres- 
ent longer  than  twenty-four  hours.  The  aver- 
age leukocyte  count  in  this  group  was  sixteen 
thousand.  The  temperature  and  pulse  rate 
were  moderately  increased.  In  only  one  case 
was  the  temperature  as  high  as  101. 

In  six  of  these  sixteen  cases  the  perforation 
was  closed  and  a posterior  gastro-enterostomy 
performed,  as  the  location  of  the  ulcer  was 
either  on  or  so  near  to  the  pylorus  that  it 
might  produce  an  obstruction  at  this  point. 
All  of  these  patients,  five  of  whom  were  oper- 
ated upon  over  three  years  ago,  are  well  and 
free  from  symptoms. 

In  two  of  the  cases  the  ulcer  was  far  enough 
above  the  pylorus  to  permit  excision  of  the 
ulcer  and  closure.  These  two  patients  have 
given  no  further  history  of  symptoms,  al- 
though seven  years  have  elapsed  since  their 
operation. 

Two  cases  had  ulcers  which  had  perforated 
the  posterior  wall  of  the  stomach  with  abscess 
formation  in  the  lesser  peritoneal  cavity,  one 
of  the  abscesses  having  broken  through  into 
the  right  pleural  cavity.  These  patients  made 
an  uneventful  recovery  following  drainage  of 
the  abscess  cavities. 

There  were  six  cases  in  which  the  perfora- 
tion was  closed  and  no  further  surgical  pro- 
cedure undertaken  because  it  seemed  unneces- 
sary in  three  cases,  and  in  the  remaining  three 
the  patient’s  condition  would  not  warrant  it. 
The  three  cases  in  which  the  ulcer  was  far 
enough  away  from  the  pylorus  so  that  suture 
of  the  perforation  would  not  cause  an  obstruc- 
tion have  remained  well  and  free  from  symp- 
toms for  over  two  years.  The  three  in  which 
the  ulcer  was  located  on  or  very  near  to  the 
pylorus  have  continued  to  have  symptoms, 
and  two  of  these  three  patients  have  recently 
returned  for  a gastro-enterostomy. 

While  it  is  dangerous  to  draw  conclusions 
from  a short  series  of  cases,  nevertheless,  judg- 
ing by  the  results  obtained  in  this  series  of 
cases  and  by  the  experience  of  others  who  have 
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discussed  this  subject,  we  feel  that  the  method 
of  choice  in  treating  perforated  ulcers  located 
in  the  duodenum,  and  on  or  near  to  the  py- 
lorus, is  to  close  the  perforation  and  then  do 
a posterior  gastro-enterostomy  if  the  patient’s 
condition  will  permit  this  procedure.  Fre- 
quently the  question  is  asked  if  one  is  justified 
in  doing  a gastro-enterostomy  in  the  presence 
of  a peritonitis  which  naturally  follows  the 
perforation  of  an  ulcer.  This  procedure  is 
justifiable  because  of  the  relatively  small  num- 
ber of  pathogenic  bacteria  found  in  the  stom- 
ach and  duodenum,  and  to  the  fact  that  a con- 
siderable part  of  the  inflammation  is  chemical 
rather  than  bacterial  in  origin.  Of  course,  the 
longer  the  duration  of  the  peritonitis,  the 
greater  is  the  chance  of  invasion  by  bacteria 
from  the  lower  part  of  the  intestinal  tract. 

In  those  cases  in  which  the  ulcer  was  located 
higher  up  on  the  stomach  wall,  good  results 
have  been  obtained  by  excision  of  the  ulcer 
and  closure  of  the  stomach  Avail. 


TYPHOID  THYROIDITIS— A CASE 
REPORT. 

By 

I.  A.  BIGGER,  M.  D., 
and 

W.  E.  SCRIBNER,  M.  D., 

University  of  Virginia. 

Only  seventeen  cases  of  typhoid  thyroiditis 
are  found  reported  in  the  literature;  this 
seems  to  justify  an  individual  case  report. 

Mrs.  R.  G.,  white,  aged  forty  years,  was 
admitted  to  the  University  of  Virginia  Hos- 
pital on  October  4,  1926,  complaining  of  swell- 
ing  and  soreness  of  the  throat. 

Family  History. — Father,  mother  and  one 
brother  have  thyroid  enlargement.  A nephew 
living  in  her  house  had  typhoid  fever  at  the 
time  of  her  admission. 

Past  History. — The  patient  has  noticed  an 
enlargement  of  the  thyroid  gland  for  a num- 
ber of  years  but  without  other  symptoms. 

Present  Illness. — Six  weeks  before  admis- 
sion to  the  Hospital,  she  became  ill  and  was 
diagnosed  as  having  typhoid  feArer.  Five  days 
later  her  neck  began  to  swell,  and  eating  or 
talking  was  painful.  With  increasing  sAvell- 
ing  she  became  hoarse. 

Physical  examination  showed  a rather  poorly 
developed  and  under-nourished  white  woman, 
35-40  years  of  age,  apparently  quite  ill.  There 
was  a red  fluctuant  swelling  over  the  ri<rht 
lobe  of  the  thyroid  gland  with  induration  sur- 
rounding it.  The  general  physical  examina- 


tion Avas  otherAvise  essentially  negative.  The 
temperature  was  102.2°,  pulse  rate  140  per 
minute,  respiration  28  per  minute.  Labora- 
tory findings:  White  blood  cells  11,000,  red 
blood  cells  3,700,000,  hemoglobin  46  per  cent 
(Dare).  Differential  count:  Polymorphonu- 
clear leucocytes  46  per  cent,  small  lymphocytes 
41  per  cent,  large  mononuclears  5 per  cent, 
eosinophiles  4 per  cent,  basophiles  2 per  cent, 
transitionals  2 per  cent.  Wassermann  nega- 
tive. Blood  pressure  100/50.  Widal  weakly 
positive  for  bacillus  typhosus,  and  paratypho- 
sus  A.  and  B.  The  blood  culture  Avas  negative 
on  October  4th  and  again  on  October  18th. 

A transverse  incision  was  made  over  the 
fluctuant  area  and  about  one-half  ounce  of 
thick  pus  evacuated  from  the  right  lobe  of  the 
thyroid  gland.  Cultures  from  this  pus  showed 
the  bacillus  typhosus.  Cultures  from  the 
urine,  stools,  and  bile  Avere  negative  for  typhoid 
bacilli.  The  basal  metabolic  rate  after  re- 
covery was  plus  14  per  cent. 


ARSENICAL  DERMATITIS  FOLLOWING 
THE  USE  OF  NEOARSPHENAMINE  AND 
SIMILAR  PRODUCTS  BY  DIFFERENT 
MANUFACTURERS.* 

By  EDGAR  W.  YOUNG,  M.  D.  Petersburg,  Va. 

Case  1.  Man,  aged  49,  four  plus  Wasser- 
mann and  syphilitic  gumma  left  ankle,  was 
given  six  injections,  at  AA7eekly  intervals,  of  0.6 
gram  neoarsphenamine  and  developed  facial 
edema,  facial  erythema,  and  a generalized  ery- 
thematous rash.  Was  mven  1 o-ram  of  sodium 

£5  “ 

thiosulphate  in  10  c.c.  of  distilled  water  intra- 
venously. In  forty-eight  hours  there  was 
marked  improvement,  and  0.5  gram  was  given 
daily  for  ten  days.  Patient  cleared  up  en- 
tirely. 

Case  2.  Hemorrhagic  scarlatinal  rash. 
Man,  aged  23,  with  chancre  of  six  Aveeks’  du- 
ration. according  to  his  history,  showed  four 
plus  Wassermann.  Received  four  0.6  gram 
arspenamine,  and  developed  high  fever,  nau- 
sea, vomiting,  general  pains  and  erythema  of 
upper  chest.  Was  given  1 gram  of  sodium 
thiosulphate  in  10  c.c.  distilled  water  intra- 
venously. In  forty-eight  hours  marked  im- 
provement. Same  continued  daily  for  ten 
days.  Then  0.5  gram  every  other  day  for  ten 
days.  Patient  cleared  up  entirely. 

Case  3.  Man,  45  years  old,  Avith  persistent 
four  plus  Wassermann  after  very  extensive 

*Cases  reported  before  the  Southside  Virginia  Medical  Asso- 
ciation, at.  City  Point,  Va.,  March  3,  1927. 
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treatment  for  three  yeai's  with  arsenic  prepa- 
rations and  mercury  intramuscularly,  by 
mouth  and  by  inunctions.  Had  not  had  any 
treatment  for  one  year,  and  returned  with 
this  persistent  four  plus  Wassermann  and 
every  manifestation  of  syphilis  of  the  nervous 
system;  was  given  six  treatments  of  0.6  gram 
neoarsphenamine.  Came  in  thre  days  after 
sixth  treatment  with  lichenoid  eruption 
limited  to  forearms,  hands,  feet,  and  back  of 
neck,  with  very  intense  itching.  Was  given 
1 gram  sodium  thiosulphate  in  10  c.c.  dis- 
tilled water  for  five  days  before  any  improve- 
ment; then  1 gram  every  other  day  for  thirty 
days,  and  patient  was  apparently  cured,  the 
Wassermann  proving  negative. 

Case  4.  Negro  woman,  24  j^ears  old,  four 
plus  Wassermann.  Three  hours  after  third 
treatment  with  0.6  gram  of  neoarsphenamine, 
she  developed  edema  of  face,  hands  and  feet, 
with  an  intense  itching  rash.  Pains  over  body 
in  general  with  nausea  and  vomiting.  Was 
given  at  once  1.5  grams  of  sodium  thiosul- 
phate with  relief  of  nausea,  vomiting  and 
pain,  and  edema  disappeared  entirely  in  three 
days.  This  patient  had  only  six  daily  doses 
of  1 gram  of  sodium  thiosulphate,  then  0.5 
gram  every  other  day  for  ten  days.  Patient 
apparently  cured. 

All  of  these  cases  were  put  on  milk  diet 
and  given  free  bowel  elimination. 

Sodium  Thiosulphate. — Given  intravenous- 
ly,  this  preparation  is  absolutely  non-toxic  up 
to  2 grams.  McBride  and  Dennie,  in  the  ex- 
periments performed  in  their  laboratories, 
found  that  sodium  thiosulphate,  re-crystal- 
lized and  of  high  purity,  is  tolerated  intra- 
venously by  lower  animals  in  very  high  doses. 
White  rats  tolerated  as  much  as  4 grams  per 
kilo  of  body  weight. 

Technic  of  administration  is  the  same  as 
that  of  neoarsphenamine  — concentrated 
method.  The  intravenous  route  holds  the 
foremost  place,  and  gives  the  best  results;  but, 
if  introduction  by  vein  is  impossible,  I.  C. 
Sutton  recommends  oral  or  rectal  administra- 
tion. As  a rule,  these  routes  are  poor  sub- 
stitutes, and  he  recommends  intravenous  route 
wherever  possible. 

Dixie  Building. 


“Be  big  enough  to  admit  and  admire  the  abilities 
of  people  who  are  better  than  you.” — Selected. 


ON  RETIREMENT. 

By  I.  S.  STONE,  M.  D.,  Washington,  D.  C. 

Honorary  Fellow,  Medical  Society  of  Virginia. 

After  fifty  years  of  medical  practice,  thirty- 
six  of  which  were  devoted  to  a specialty,  it 
seemed  fitting  that  I should  retire  from  my 
hospital  connections  and  my  teaching  posi- 
tion in  order  to  care  for  my  health  and  to 
seek  a measure  of  rest  and  relief  from  respon- 
sibility. Since  I have  had  a few  years  of 
experience  in  this  carefree  (?)  life,  some  of 
my  friends  have  asked  me  how  I spend  my 
time.  What  do  you  find  to  do?  These  ques- 
tions are  asked  by  those  who  are  tentatively 
considering  the  plunge. 

Without  attempting  to  write  an  autobiog- 
raphy, or  rather  without  being  tempted  to 
write  an  autobiography,  I feel  disposed  to  tell 
something  of  myself,  not  that  there  is  much 
of  interest  to  man}q  but  largely  because  so 
little  has  been  said  by  physicians  upon  this 
one  subject. 

One  must  take  stock  of  his  acquirements 
and  an  inventory  of  his  mental  equipment,  if 
he  wishes  to  meet  new  and  untried  conditions 
after  he  is  no  longer  obliged  to  work  for, 
and  at  the  call  of,  the  profession  which  has 
become  a part  of  his  life  and  soul.  There- 
fore, one  will  almost  certainly  have  need  to 
take  up  and  perhaps  confine  himself  largely 
to  some  unfinished  task,  or  else  try  to  com- 
plete some  interesting  studies  which  he  has 
never -found  time  to  complete  or  enjoy.  In 
an  individual  or  personal  scrutiny  of  one’s 
self,  one  will  find  what  use  he  can  make  of 
his  time.  If  one  is  fond  of  books,  and  es- 
pecially of  good  books,  while  busy  with  his 
practice,  he  need  have  no  fear  as  to  how  he 
will  spend  his  time  when  he  retires.  Per 
contra.  It  would  be  difficult  for  one  to  while 
many  hours  away  without  ennui. 

My  personal  method  has  been  to  take  up  the 
study  of  certain  authors;  my  fad  has  been 
the  reading  of  standard  French  writers  of 
fiction,  history  and  philosoplw.  Anatole 
France  has  entertained  me  so  long  that  I know 
his  vocabulary  quite  well,  and  this  enables 
me  to  read  him  more  rapidly.  I am  now  old 
enough  to  read  him  unexpur gatedly . 

But  one  must  not  fail  to  mention  other 
pleasures,  such  as  one’s  out  of  door  enjoyments. 
For  many  years  I have  spent  from  one  to 
three  months  of  Summer  in  the  country  or 
in  travel.  Our  country  home  (bungalow  and 
one  acre)  provides  much  real  happiness.  It 
amuses  me  to  be  asked,  “how  much  of  a farm 
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have  you?”  As  I wanted  to  play,  I would  not 
like  to  attempt  farming.  The  bungalow  is  at 
least  five  hundred  yards  from  the  nearest 
house  and  there  is  a large  tract  of  wild  un- 
cultivated, partly  wooded  land  adjoining. 
Here  we  have  every  opportunity  for  nature 
studies,  especially  of  bird  life,  for  we  have 
them  in  great  numbers,  and  of  many  varie- 
ties. Perhaps  I am  more  fortunate  than  many 
in  my  t hoice  of  location  of  the  Summer  home, 
for  we  have  intimate  and  congenial  friends  not 
far  away  where  there  is  always  abundant  so- 
cial and  literary  interest. 

I have  never  taken  up  golf,  although  there 
is  yet  a possibility  of  it.  In  its  place,  “cow- 
boy pool”  furnishes  plenty  of  fun  and  a good 
deal  of  exercise.  Another  fad,  if  I may  so 
call  it,  is  my  little  work  shop.  (I  have  always 
liked  to  “tinker”).  I have  never  known  any- 
thing to  kill  time  like  this  passion  for  work 
with  tools,  especially  when  one  thinks  he  is 
really  mending  something,  or  doing  something 
worth  while. 

Besides  these  comparatively  minor  occupa- 
tions, one  must  not  fail  to  continue  his  medi- 
cal reading,  so  that  he  can  enjoy  the  Medical 
Society  and  keep  in  touch  with  the  work  being 
done  by  his  successors.  He  naturally  wishes 
to  watch  for  any  innovations  or  additions  to 
the  stock  equipment  of  his  own  generation, 
and  I for  one  will  take  much  pleasure  in  ob- 
serving the  improvements— the  real  advances — 
along  all  lines,  including  the  preventive  meas- 
ures which  should  lessen  the  necessity  for  a 
large  part  of  the  work  which  it  has  been  one’s 
life  work  to  perform. 

In  conclusion,  I will  refer  to  the  retirement 
of  the  specialist,  as  I mentioned  my  having 
been  one  for  many  years.  It  may  be  quite  pos- 
sible for  the  family  physician,  especially  if 
his  practice  is  in  the  country,  to  ignore  all 
reference  to  retirement,  but  to  specialists  in 
cities  connected  with  medical  schools  and  hos- 
pitals the  subject  is  assuming  and  developing 
large  proportions.  The  question  requires  fur- 
ther study  which  may  eventually  solve  certain 
problems  connected  with  retirement  and  pro- 
vision for  employment  thereafter.  Of  this 
I hope  to  speak  in  a subsequent  paper. 

1618  Rhode  Island  Avenue , Northwest. 


“It’s  good  to  have  money  and  the  things  that 
money  ran  buy;  but  it’s  good,  too,  to  check  up  once 
in  a while  and  make  sure  you  haven’t  lost  the  things 
that  money  can’t  buy.” — Lorimer. 


A RAPID  QUANTITATIVE  ESTIMATION 
OF  SUGAR  IN  URINES. 

By  THEODORE  J.  F.  MITSCHKE,  Danville,  Va. 
Director  of  City  Health  Department  Laboratory. 

Materials  Needed 
Bunsen  burner,  or  alcohol  flame. 

Thin  walled  test-tube. 

Wassermann  pipette. 

Benedict’s  quantitative  solution — (given  be- 
low). 

5 c.c.  pipette. 


Method  of  Making  Tests 

1.  Measure  five  (5)  c.c.  of  the  reagent  into 
the  test-tube  and  bring  to  boiling  point. 

2.  Add  500th  c.c.  of  the  suspected  urine, 
and  bring  to  boil.  Repeat  the  addition  of 
500th  c.c.  of  urine  and  boiling  after  each  ad- 
dition imtil  the  reagent  is  completely  reduced. 

3.  The  sugar  percentage  content  can  be  de- 
termined by  the  following  table : 

Amount  of  Urine  Percentage  of 

Added  Carbohydrates 

0.05 20. 

0.1  10. 

0.15 6.66 

0.2  5. 

0.25 4. 

0.3  3.33 

0.35 2.85 

0.4  2.5 

0.45 2.22 

0.5  2. 

0.55 1.81 

0.6  1.66 

0.65  1.1 

0.7  1.42 

0.75 1.33 

0.8  1.25 

0.85 1.17 

0.9  1.05 


1.0 

1.05 

1.1 

1.15 

1.2 

1.25 

1.3 
1.35 

1.4 
1.45 

1.5 
1.55 

1.6 
1.65 

1.7 
1.75 

1.8 
1.85 
1.9 
1.95 


1. 

0.95 
0.9 
0.86 
0.83 
0.8 
0.76 
0.74 
0.71 
0.69 
0.66 
0.64 
0 62 
0.6 
0.58 
0.57 
0.55 
0.54 
0.52 
0.51 


2. 

2.05 

2.1 

2.15 

2.2 


0 5 

0.48 

0.47 

0.46 

0.45 
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2.25 0.44 

2.3  0.43 

2.35 0.42 

2.4  0.415 

2.45  0.41 

2.5  0.4 

2.55 0.39 

2.6  0.38 

2.65 0.375 

2.7  0.37 

2.75 0.36 

2.8  0.35 

2.85 0.345 

2.9  0.34 

2.95 0.335 

3.  0.33 

3.1  0.32 

3.2  . 0.31 

3.3  0.30 

3.4  0.29 

3.5  0.28 

3.6  0.275 

3.7  0.27 

3.8  0.265 

3.9  0.255 

4.0  0.25 

4.1  0.24 

4.2  0.235 

4.3  0.23 

4.4  0.22 

4.5  0.216 

4.6  0.213 

4.7  0.21 

4.8  0.206 

4.9  0.203 

5.  0.2 

5.2  0.19 

5.4  , 0.18 

5.6  0.175 

5.8  0.17 

6.  0.16 

Form n. a of  Benedict’s  Quantitative  Copper  Solu- 
tion.* 

Copper  Sulphate,  anhydrous 11.5  grams 

Sodium  or  potassium  citrate 200.  grams 

Sodium  carbonate,  anhydrous 100.  grams 

Potassium  thiocyanate 1.25  grams 

Potassium  ferrocvanide  (5%  solu- 
tion   5.  ml.  or  c.c. 

Distilled  water  to  make 1000.  ml.  or  c.c. 


1.  Dissolve  the  carbonate,  citrate  and  thio- 
cyanate in  enough  water  to  make  about  800 
c.c.  with  aid. of  heat. 

2.  Dissolve  the  copper  sulphate  in  about 
100  c.c.  of  water. 

3.  Pour  the  copper  solution  in  the  alkali 
very  slowly. 

4.  Add  the  ferrocvanide. 

5.  Cool  and  make  up  to  1,000  c.c. 


*5  ml.  or  c.c.  of  this  reagent  is  reduced  by  0.01  gram  of 
glucose. 


Correspondence 

Report  of  Vaccination  Against  Smallpox  in 

Madison  County, 

Madison,  Va., 

June  7,  1927. 

To  the  Editor  : 

In  April  of  this  year  the  physicians  of 
Madison  County,  following  closely  the  recom- 
mendations of  the  Virginia  State  Board  of 
Health,  as  made  in  a demonstration  by  Dr. 
Grant,  State  Epidemiologist  and  assisted  by 
Mrs.  Cauthorne,  our  County  Nurse,  vaccinated 
against  smallpox  1.189  children  of  school  age. 

The  object  of  this  report  is  to  call  attention 
to  the  procedure  and  to  the  rather  unusual  per- 
centage of  “takes".  Twenty  pupils  of  the  total 
number  had  been  vaccinated  within  a period 
of  two  years.  In  these,  being  already  immune, 
there  were  no  ‘‘takes".  Of  the  1.164  there  were 
only  8 failures  (5  of  whom  were  members  of 
the  same  family),  giving  a percentage  of  99  1/3 
per  cent.  The  points  that  we  consider  most 
important  in  vaccination  are: 

(1)  The  care  of  the  vaccine.  The  virus  we 
used  came  directly  from  the  refrigerator  in 
Richmond,  was  transported  to  Madison  in  a 
short  time  and  was  immediately  transferred  to 
another  refrigerator  and  kept  there  until  al- 
most the  very  hour  at  which  it  was  used. 

(2)  The  method  of  vaccination.  We  used 
the  “Leake"  or  Multiple  Pressure  method. 
This  method  is  described  in  a leaflet  sent  out 
by  the  State  Board  of  Health.  We  find  this 
method  far  better  than  any  we  had  previously 
used  ; quickly  done,  almost  entirely  free  of  pain 
and  the  virus  may  be  wiped  off  immediately 
with  sterile  cotton  swabs. 

(3)  In  the  preparation  of  the  arm  we  used 
acetone,  or  grain  alcohol  on  sterile  cotton 
swabs  and  allowed  plenty  of  time  for  it  to 
evaporate,  so  that  there  would  be  no  danger 
of  killing  the  virus.  The  children  were  in- 
structed to  keep  their  arms  dry  and  to  use  no 
shield,  or  anv  other  sort  of  appliance. 

We  were  greatly  pleased  with  the  splendid 
co-operation  on  the  part  of  the  doctors,  the 
nurse,  the  children  and  parents.  We  met  with 
practically  no  opposition  to  vaccination.  The 
results  were  gratifying,  in  that  there  ivere  no 
particularly  bad  arms,  the  great  majority  of 
the  pupils  suffering  practically  no  inconven- 
ience. 

We  believe,  if  the  recommendations  of 


1927] 


VIRGINIA  MEDICAL  MONTHLY 


253 


the  Virginia  State  Board  of  Health  were  faith- 
fully carried  out,  that  whatever  opposition 
there  may  be  to  vaccination  would  soon  dis- 
appear. 

J.  N.  Clore,  M.  D.,  Sedy. 

Madison  County  Board  of  Health. 


Bibliotheca  Obstetrica 

Thomas  Raynalde. 

Ravnalde  (Thomas)  [flor.  1540-51].  The 
byrth  of  mankynde,  otherwise  named  the 
woman’s  booke.  Newly  set  furth,  corrected 
and  augmented,  whose  contents  ye  maye  rede 
in  the  table  of  the  booke,  and  most  playnlv 


in  the  prologue.  22  p.  1,  148  1,  6 pi.  12°. 
London  T . Ray , 1545.  Black  letter. 

The  same.  20  p.l.,  cxlix  pp.  12°.  London , 
T . Ray.  1552.  Black  letter. 

The  same,  set  feorth  in  English  by  Thomas 
Raynalde,  phisitien,  and  by  him  corrected  and 
augmented.  3 p.  1.,  204  pp.  sm.  4°.  London , 
T.  Adams , 1613.  Black  letter. 

For  Biography,  see  Diet.  Biog.  London.  1896, 
xlvii,  347  (W.  A.  Shaw). 


One  of  the  very  early  treatises  on  obstet- 
rics is  Roslin’s  Rosegarten  for  pregnant 
women.  (1513).  It  is  interesting  because  it 
fixes  and  preserves  the  obstetric  tradition  that 
came  down  through  the  middle  ages  from  the 
ancients,  especialy  Soranus.  For  more  than 
100  years  it  was  the  popular  work  on  obstet- 
rics. It  was  translated  into  English  and  pub- 
lished under  the  title  of  The  Byrth  of  Man- 
kind by  Thomas  Raynalde.  In  it  are  de- 
picted the  presentations  of  the  infant  in  a 
flask-shaped  uterus  which  were  copied  from 
manuscript  to  manuscript  for  centuries. 
These  “Byrth  Fygures”  represent  the  ancient 
concept  of  the  relation  of  the  fetus  to  the 
uterus  that  pertained  until  the  drawings  of 
Leonardo  da  Vinci  and  William  Hunter.  The 
cuts  shown  are  taken  from  the  1613  edition 
in  the  Army  Medical  Library.  The  obstetric 
stool  was  in  general  use  from  Pharoah’s  time 
until  the  17th  century.  Mauriceau,  the  first 
man  midwife,  started  the  practice  of  confin- 
ing women  in  bed. 

Very  little  is  known  about  the  author  or 
rather  the  translator.  His  second  book  printed 
in  Venice,  1551,  deals  with  the  benefits  of  a 
certain  oil  called  the  Imperial  oil,  against  in- 
numerable diseases.  Thomas'  Raynalde,  or 
Rainold,  is  sometimes  confused  with  a printer 
of  the  same  name  who  was  well  known  in 
London  between  1541  and  1555.  W.  A.  Shaw 
(Diet.  Nat.  Biog.)  thinks  that  the  printer  and 
the  physician  were  not  one  and  the  same,  but 
were  probably  kinsmen. 


Analyses,  Selections,  Etc. 

Irradiation  of  Vesical  Neoplasms  by  Remov- 
able Platinum  Radon  Seeds:  Description 
of  New  Instruments  Designed  to  Facili- 
tate their  Employment. 

An  improved  method  of  treating  neoplasms 
of  the  bladder  by  means  of  Removable  Plati- 
num Radon  Seeds  is  described  in  this  article 
by  Joseph  Muir. 

Using  the  Removable  Platinum  Radon  Seed 
it  is  possible  to  obtain  scientific  accuracy  of 
the  dosage  delivered.  Radiation  is  directed  not 
only  to  the  growth  itself,  but  to  the  tissue  sur- 
rounding it,  in  order  to  catch  the  mitotic  cell. 
The  placement  of  the  radioactive  units  is  made 
so  that  the  “zones  of  potential  tissue  change” 
from  each  source  do  not  overlap.  The  “zone 
of  potential  tissue  change”,  or  the  amount  of 
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tissue  that  one  seed  can  take  care  of  when  im- 
planted alone  and  also  when  two  or  three  cen- 
ters are  used  so  that  intervening  cells  are  sub- 

o 

jected  to  cross  firing,  is  described.  The  theo- 
retical expose  has  been  proved  by  clinical  re- 
sults. 

Using  the  Removable  Platinum  Radon  Seed 
not  only  are  we  able  to  deliver  accurate  dosage, 
but  because  of  the  platinum  screenage  all  caus- 
tic rays  are  eliminated  and  necrosis  and  slough- 
ing with  intense  shock  to  the  patient  obviated. 
The  fact  that  Platinum  Radon  Seeds  are  easily 
removed  through  the  cystoscope  after  the  re- 
quired amount  of  radiation  has  been  delivered 
makes  this  the  method  of  choice  since  no 
foreign  body  is  left  in  tissue  after  treatment. 

The  technic  of  application  is  fully  described 
and  illustrated.  A point  of  great  importance 
in  usinor  the  Removable  Platinum  Radon  Seeds 

C 

is  that  after  the  first  seed  has  been  implanted 
through  the  cystoscope,  its  thread  protruding 
from  the  portal  of  entry  of  the  seed  in  tissue 
serves  as  a landmark  and  guide  for  the  place- 
ment of  successive  seeds,  so  that  the  accuracy 
of  placement  of  seeds  through  the  cystoscope  is 
greatly  increased.  Also,  should  a seed  be  in- 
correctly implanted,  it  may  be  removed  and 
re  implanted. 

In  view  of  the  highly  simplified  technic  as 
described,  the  treatment  of  vesical  neoplasms 
by  implantation  of  Removable  Platinum 
Radon  Seeds  can  be  accomplished  with  as  much 
scientific  accuracy  as  any  other  urologic  pro- 
cedure. (Jour.  Urology , January,  192T.  XVII 
p.  53). 

Woman’s  Auxiliary, Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 


Why  I am  a Member  of  the  Auxiliary. 

The  question  has  been  asked  so  often — 
“What  is  this  Auxiliary?  What  is  it  for?” 

Then  follows  the  remark,  “I  already  belong 
to  so  many  societies  I do  not  wish  to  join  an- 
other.” 

The  women  who  are  already  members  have 


caught  the  vision  and  see  a great  future  for 
the  Auxiiliary,  but  to  those  who  are  not  yet 
members,  and  we  want  3’ou  all  to  be  with  us, 
I would  like  to.  sav.  "I  belong  to  the  Auxi- 
liar}’ — Because — 

I believe  that  m3-  husband's  profession  is 
one  of  the  finest  in  the  world;  almost  the 
greatest  work  a man  can  do. 

His  profession  not  only  uses  all  of  its 
knowledge  and  power  to  cure  disease,  but 
goes  farther  and  does  what  no  other  profes- 
sion will  do,  that  is  work  against  its  own  in- 
terests in  order  to  help  humanity.  By  that 
I mean  preventive  medicine. 

I believe  that  my  husband  is  one  of  the 
finest  men  in  his  profession  and  I wish  to 
back  him  in  this  work  to  which  he  gives  his 
life. 

I also  belong  to  many  other  organizations, 
but  I believe  that  first  I should  center  my  in- 
terests and  energies  on  the  work  which  is 
nearest  m3-  home  and  m3-  heart  because  nn7 
position  as  a doctor's  wife  surrounds  me  with 
opportunities  for  investigation  of  the  health 
question  and  an  understanding  of  that  prob- 
lem which  perhaps  others  may  not  have. 

I have  discovered  that  through  the  Auxi- 
liary I may  become  the  friend  of  any  doc- 
tor’s wife  not  only  of  my  State  but  of  my 
country  and  thus  enrich  my  life. 

And  finally  I believe  in  and  am  a member 
of  the  Woman’s  Auxiliary  to  the  A.  M.  A.  be- 
cause I accept  the  following  statement  that, 
“each  succeeding  generation  of  the  race  is  the 
beneficiary  of  the  care  bestowed  by  the  woman- 
hood of  the  generation  before  it.” 

“And  I wish  to  carry  on.” 

If  you  believe  these  statements  to  be  true, 
will  3-011  not  lend  your  strength  to  this  move- 
ment b3T  joining  your  State  and  County  Auxi- 
liaries and  bv  attending  their  meetings? 

Mrs.  F.  P.  Gengexbach. 

Retiring  President. 
1 Tomans'1  Auxiliary  to  the  American  Medical 

Association. 


Every  member  of  the  Auxiliary  should  read 
the  address  of  President  Calvin  Coolidge  be- 
fore the  annual  session  of  the  American  Medi- 
cal Association,  in  Washington,  on  May  IT, 
1927.  It  is  published  in  the  June  number  of 
“ HygeiaP 


Our  State  President,  Mrs.  Southgate  Leigh, 
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of  Norfolk,  was  an  invited  guest  at  the  meet- 
ing of  the  Woman's  Auxiliary  to  the  West 
Virginia  State  Medical  Association  in  June. 
She  extended  greetings  from  our  State  and 
told  of  the  Washington  meeting. 


Mrs.  Gengenbach’s  address,  given  above, 
should  be  an  incentive  to  the  wives  and 
daughters  of  all  our  members  to  join  the  Vir- 
ginia Auxiliary.  Our  1926  report  showed 
only  315  members. 

Attend  local  medical  meetings  with  your 
husbands,  get  acquainted  with  the  wives  of 
the  other  doctors,  and  by  the  time  you  decide 
to  organize,  constructive  work  will  suggest 
itself  to  you. 

Insist  upon  your  husband  attending  the 
meetings  and  taking  you  with  him. 


The  Truth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our 
letter  of  April  20th,  the  following  have  been  ac- 
cepted: 

Abbott  Laboratories 
Neonal 

Certified  Laboratory  Products 
Ethylene — C.  L.  P. 

Cutter  Laboratory 

Alkali  Weed  Pollen  Extract — Cutter 
All  Scale  Pollen  Extract — Cutter 
Box  Elder  Pollen  Extract — Cutter 
Burning  Bush  Pollen  Extract— Cutter 
Corn  Pollen  Extract— Cutter 
Foxtail  Pollen  Extract — Cutter 
Mountain  Cedar  Pollen  Extract — Cutter 
Tumbleweed  Pollen  Extract — Cutter 
Western  Water  Hemp  Pollen  Extract — Cutter 
Fairchild  Bros.  & Foster 

B.  Acidophilus  Milk — Fairchild 
Horlick’s  Malted  Milk  Corporation 

Horlick’s  Maltose-Dextrin  Milk  Modifier 
H.  K.  Mulford  Co. 

Lamb’s  Quarters  Pollen  Extract  (Glycero-Saline)  — 
Mulford 

Ragweed  Pollen  Extract  (Glycero-Saline') — Mul- 
ford 

Timothy  Pollen  Extract  (Glycero-Saline) — Mulford 
Wormwood  Pollen  Extract  (Glycero-Saline) — Mul- 
ford 

Parke,  Davis  & Co. 

Alfalfa  Pollen  Protein  Extract  Diagnostic — P.  D. 
& Co. 

Kidney  Bean  Protein  Extract — P.  D.  & Co. 
Typhoid  Vaccine  (Prophylactic) 
Typhoid-Paratyphoid  Vaccine  (Prophylactic) 

E.  R.  Squibb  & Sons 
Ovarian  Hormone — Squibb 
Swan-Myers  Co. 

Ampoules  Ephedrine  Hydrochloride — Swan-Myers, 
0.05  Gm„  1 c.c. 

Capsules  Ephedrine  Hydrochloride — Swan-Myers, 
0.025  Gm. 

Solution  Ephedrine  Hydrochloride — Swan-Myers, 

3%. 


NEW  AND  NON-OFFICIAL  REMEDIES 

Ephedrine  Hydrochloride — Abbott. — This  product 
(The  Journal,  A.  M.  A.,  March  19,  1927,  p.  925), 
is  also  supplied  in  the  form  of  Tablet  Triturates 
Ephedrine  Hydrochloride — Abbott,  y2  grain,  Cap- 
sules Ephedrine  Hydrochloride — Abbott,  % grain  and 
Ephedrine  Hydrochloride  Solution — Abbott,  3 per 
cent,  Abbott  Laboratories,  North  Chicago,  111.  (Jour. 
A.  M.  A.,  April  16,  1927,  p.  1235). 

Glaseptic  Ampoules  Mercury  Salicylate — P.  D.  & 
Co.,  0.065  Gm.  (1  grain). — Each  cc.  contains  mercuric 
salicylate  (New  and  Non-official  Remedies,  1926,  p. 
247)  0.065  Gm.;  apothesine,  0.01  Gm.;  in  olive  oil, 

1 cc.  Parke,  Davis  & Co.,  Detroit. 

Glaseptic  Ampoules  Mercury  Salicylate — P.  D.  & 
Co.,  0.13  Gm.  (2  grains). — Each  cc.  contains  mercuric 
salicylate  (New  and  Non-official'  Remedies,  1926,  p. 
247)  0.13  Gm.;  apothesine,  0.01  Gm.;  in  olive  oil, 

1 cc.  Parke,  Davis  & Co.,  Detroit. 

Glaseptic  Ampoules  Mercury  Succinimide — P.  D. 
& Co.,  0.01  Gm.  (1/6  grain). — Each  cc.  contains  mer- 
curic succinimide. — N.  N.  R.  (New  and  Non-official 
Remedies,  1926,  p.  248),  0.01  gm.,  apothesine,  0.005. 
Gm.;  in  physiological  solution  of  sodium  chloride,  1 
cc.  Parke,  Davis  & Co.,  Detroit.  (Jour.  A.  M.  A., 
April  30,  1927,  p.  1398). 

Viking  Palatable  Cod  Liver  Oil. — Cod  liver  oil 
containing  0.2  per  cent  of  benzaldehyde.  Its  fat 
soluble  vitamin  A content  is  such  that  0.002  Gm. 
per  day  is  sufficient  to  initiate  growth  in  the  albino 
rat.  Sigurd  E.  Roll,  Chicago. 

Rabies  Vaccine — U.  S.  S.  P.  (Semple  Method). — An 
antirabic  vaccine  (New  and  Non-official  Remedies, 
1927,  p.  247),  prepared  according  to  the  general 
method  of  David  Semple  (phenol  killed).  Marketed 
in  packages  of  fourteen  syringes,  each  containing  3 
c.c.  The  content  of  a syringe  is  administered  daily 
over  a period  of  fourteen  days.  United  States  Stand- 
ard Products  Co.,  Woodworth,  Wis.  (Jour.  A.  M.  A., 
May  21,  1927,  p.  1637). 

Ampoules  Ephedrine  Hydrochloride — Swan-Myers, 
0.05  Gm.,  1 c.c. — Each  ampoule  contains  0.05  Gm.  of 
Ephedrine  Hydrochloride — Swan-Myers  (Jour.  A.  M. 
A.,  April  16,  1927,  p.  1235),  in  1 c.c.  Swan-Myers 
Co.,  Indianapolis. 

Capsules  Ephedrine  Hydrochloride — Swan-Myers, 
0.025  Gm. — Each  capsule  contains  0.025  Gm.  of  Ephe- 
drine Hydrochloride — Swan-Myers  (Jour.  A.  M.  A., 
April  16,  1927,  p.  1235).  Swan-Myers  Co.,  Indian- 
apolis. 

Solution  Ephedrine  Hydrochloride — Swan-Myers, 
3%. — A 3 per  cent  solution  of  Ephedrine  Hydrochlo- 
ride— Swan-Myers  (Jour.  A.  M.  A.,  April  16,  1927, 
p.  1235),  preserved  with  chlorbutanol  0.5  per  cent. 
Swan-Myers  Co.,  Indianapolis. 

Ovarian  Hormone — Squibb. — -A  sterile,  aqueous  so- 
lution representing  the  physiologically  active  prin- 
ciples of  the  whole  ovary.  It  is  standardized  in 
terms  of  its  effect  on  spayed  albino  rats,  one  rat 
unit  being  the  quantity  necessary  to  induce  estrus 
as  judged  by  the  smear  method  within  three  days 
in  an  ovariectomized,  sexually  mature  rat  weighing 
approximately  140  Gm.  Ovarian  hormone — Squibb, 
is  administered  by  hypodermic  injection.  For  re- 
cent cases  of  amenorrhea,  artificial  or  natural  meno- 
pause, from  50  to  100  units,  is  given  in  a series  of 
injections  over  a period  of  from  three  to  five  days. 
For  long  existing  cases  of  amenorrhea,  artificial  or 
natural  menopause,  much  larger  doses  may  be  ad- 
ministered. Ovarian  Hormone — Squibb,  is  supplied 
in  5 c.c.  vials,  each  cubic  centimeter  representing  10 
units.  E.  R.  Squibb  & Sons,  New  York.  (Jour.  A. 
M.  A.,  May  28,  1927,  p.  1713). 

PROPAGANDA  FOR  REFORM 

Resignation  of  Dr.  George  H.  Simmons. — The  Coun- 
cil on  Pharmacy  and  Chemistry  has  accepted  with 
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regret  the  resignation  of  Dr.  George  H.  Simmons 
from  the  chairmanship  of  the  Council.  Since  1905, 
Dr.  Simmons  has  guided  the  activities  of  the  Coun- 
cil. Before  the  establishment  of  the  Council,  the 
standard  and  quality  of  drugs  were  left  entirely  to 
the  manufacturer,  except  for  products  in  the  Phar- 
macopeia. The  rise  of  the  proprietary  medicine  in- 
dustry and  the  numerous  attempts  made  to  foist  on 
the  public  and  on  the  medical  profession  products 
without  merit  led  to  repeated  calls  from  the  House 
of  Delegates  of  the  American  Medical  Association  for 
an  official  body  to  aid  in  overcoming  this  evil.  As 
General  Manager,  in  February,  1905,  Dr.  Simmons 
first  presented  to  the  Board  of  Trustees  of  the  Amer- 
ican Medical  Association  a plan  for  the  organization 
of  such  a body,  and  in  accordance  with  their  deci- 
sion, arranged  for  the  first  meeting,  February  11, 
1905.  Under  his  guidance  the  Council  has  carried 
forward  its  work  and  today  still  stands  as  the  only 
medium  to  which  the  physician  may  turn  for  the 
unbiased  truth  regarding  proprietary  medicines.  In 
accepting  his  resignation,  the  Council  extended  him 
a vote  of  thanks,  not  only  on  its  own  behalf  but  also 
on  behalf  of  all  the  medical  profession  of  this  coun- 
try. (Jour.  A.  M.  A.,  May  7,  1927,  p.  1483). 

More  Misbranded  Nostrums. — The  following  pro- 
ducts have  been  the  subject  of  prosecution  by  the 
federal  authorities  charged  with  the  enforcement 
of  the  Food  and  Drugs  Act:  Ambrozoin  Tablets  (The 
American  Apothecaries  Co.),  containing  ammonium 
chloride,  licorice  extract,  a calcium  compound,  traces 
of  terpin  hydrate  and  an  iodide.  Flam  (Flam  Co.), 
a flavored  syrup  containing  ammonium  chloride  and 
bromide,  with  small  amounts  of  sodium  benzoate 
and  glycerin.  Lemke’s  Blood  Drops  and  Laxative 
Herb  Tea  (Dr.  H.  C.  Lemke  Medicine  Co.),  the  first 
consisting  of  extracts  of  plant  drugs,  including  aloe, 
together  with  sugar,  alcohol  and  water;  the  second 
consisting  of  a mixture  of  powdered  senna,  with 
small  portions  of  althea,  fennel,  buckthorn,  elder, 
coriander,  sassafras,  flaxseed,  lavender,  American 
saffron,  licorice,  bear-berry,  mullen,  yarrow,  boneset 
and  peppermint.  Bronchini  (Wm.  M.  Chappelear  and 
Sons  Co.),  consisting  of  ammonium  chloride,  extracts 
of  plant  drugs,  flavoring  material,  including  oils  of 
anise,  sassafras,  sugar,  alcohol  and  water.  Arium 
Tablets  (The  Associated  Radium  Chemists,  Inc.), 
composed  mainly  of  lithium  carbonate,  starch  and 
talc,  with  S.58  millimicrograms  of  radium  to  each 
tablet.  Moorite  Mineral  Powder  (The  Moorite  Pro- 
ducts Co.),  consisting  of  powdered  clay.  (Jour.  A. 
M.  A.,  March  5,  1927,  p.  744). 

Cardiazol. — From  German  publications  it  appears 
that  Cardiazol  is  claimed  to  be  “Pentamethlente- 
trazol”  and  is  one  of  a number  of  products  which 
have  been  recently  put  out  that  are  claimed  to  pro- 
duce the  therapeutic  effects  of  camphor.  Cardiazol 
is  a product  of  Knoll  Aktiengesellschaft,  Chemische 
Fabriken,  Ludwigshafen  a.  Rh.,  Germany,  marketed 
in  the  United  States  by  E.  Bilhuber,  Inc.,  New  York. 
Cardiazol  has  not  been  accepted  for  New  and  Non- 
official  Remedies.  (Jour.  A.  M.  A.,  March  5,  1927, 
p.  747). 

Nitroscleran  — Basler  states  that  according  to  the 
manufacturer  “Nitroscleran”  has  the  following  com- 
position: Sodium  chloride,  6.0;  sodium  nitrite,  20.0; 
or  40.0;  sodium  phosphate,  3.6;  potassium  phosphate, 
2.0;  water  to  make  1,000.0.  The  A.  M.  A.  Chemical 
I.aboratory  reports  that  its  tests  were  confirmatory 
of  the  statement  of  Basler  that  the  preparation  is 
nothing  more  than  a solution  of  the  well  known 
sodium  nitrite  dissolved  in  water  to  which  some 
salts  have  been  added.  (Jour.  A.  M.  A.,  March  5, 
1927,  p.  747). 


Boric  Acid  and  a Hospital  Accident. — In  a hospital, 
through  a confusion  of  technic  among  three  nurses, 
infants  in  the  nursery  were  apparently  given  boric 
acid  solution  instead  of  drinking  water  and  six  died. 
Such  accidents  will  no  doubt  be  prevented  in  the 
future  by  rulings  relative  to  the  manner  of  prepar- 
ing water  for  drinking  purposes  and  as  to  the  bot- 
tling and  labelling  of  all  solutions  of  medical  value. 
Compared  with  phenol,  cresol  or  mercury  prepara- 
tions, boric  acid  is  relatively  nonpoisonous,  but  cases 
are  recorded  of  death,  even  of  adults  when  consid- 
erable quantities  of  saturated  boric  acid  solutions 
have  been  introduced  into  the  body.  In  reported 
cases,  from  1 to  3 Gm.  have  produced  serious  symp- 
toms, and  from  15  to  30  Gm.  have  been  fatal  to 
adults.  In  the  recent  accidents,  each  baby  must 
have  received  from  15  to  60  c.c.  of  a saturated  solu- 
tion of  boric  acid.  (Jour.  A.  M.  A.,  March  12,  1927, 
p.  841). 

Asthmolysin. — According  to  the  advertising,  Asth- 
molvsin  is  “a  combination  of  the  suprarenal  and 
pituitary  hormones  in  distinct  proportions,”  which 
is  prepared  by  a “special  method.”  The  use  of 
pituitary  in  bronchial  asthma  is  contraindicated. 
While  epinephrine  is  used  with  advantage  in  some 
forms  of  asthma,  there  does  not  appear  to  be  any 
reason  why  physicians  should  use  a secret  prepara- 
tion containing  an  undetermined  amount  of  it,  when 
accuracy  of  dosage  and  therapeutic  effectiveness  may 
be  obtained  bv  the  use  of  the  pharmacopeial  pro- 
duct (Jour.  A.  M.  A.,  March  12,  1927,  p.  858). 

Ephedrine. — The  Council  on  Pharmacy  and  Chem- 
istry reports  that  the  A.  M.  A.  Chemical  Laboratory 
has  found  the  ephedrine  sulphate  received  from  Eli 
Lilly  & Co.,  to  be  of  acceptable  quality.  The  adver- 
tising claims  for  Ephedrine  Sulphate — Lilly,  have 
been  revised  in  accordance  with  the  recommenda- 
tions of  the  Council,  and  therefore  the  Council  ac- 
cepts Ephedrine  Sulphate  for  description  in  New 
and  Non-official  Remedies  and  lists  Ephedrine  Sul- 
phate— Lilly,  as  a brand  which  complies  with  the 
New  and  Non-official  Remedies’  standards.  (Jour. 
A.  M.  A.,  March  19,  1927,  p.  924). 

The  Lve  Bill. — Congress  passed  the  Federal  Caus- 
tic Poison  Bill.  March  2,  and  the  President  signed 
it  on  the  following  day.  This  requires  that  house- 
hold packages  of  lye.  ammonia,  carbolic  acid,  oxalic 
acid,  and  other  caustic  substances  named  in  the  law 
be  distinctly  labelled  “Poison,”  with  instructions  as 
to  emergencv  treatment  in  case  of  accident.  (Jour. 
A.  M.  A.,  March  19,  1927,  p.  926). 

Benzyl  Benzoate — L.  A.  Van  Dyk  Omitted  from 
X.  N.  R. — The  Council  on  Pharmacy  and  Chemistry 
reports  that  L.  A.  Van  Dyk  manufactures  “Benzyl 
Benzoate — L.  A.  Van  Dyk,”  and  two  preparations  of 
the  drug,  “Benzyl  Benzoate — L.  A.  Van  Dyk,  20  per 
cent,”  and  “Benzyl  Benzoate,  20  per  cent,  Aromatic.” 
The  ’ Council  omitted  these  preparations  from  New 
and  Non-official  Remedies,  because  the  advertising 
for  these  products  is  based  on  the  enthusiastic  re- 
ports published  when  benzyl  esters  were  first  used 
experimentally  in  medicine  and  the  manufacturer 
did  not  make  the  revisions  wTiich  were  required  to 
permit  their  continued  recognition.  (Jour.  A.  M.  A., 
March  19,  1927,  p.  944). 

Bismogenol  Not  Acceptable  for  N.  N.  R. — The 
Council  on  Pharmacy  and  Chemistry  reports  that 
Bismogenol  is  the  nondescriptive  name  applied  to  a 
suspension  of  the  well  know*n  basic  bismuth  salicy- 
late in  olive  oil  by  E.  Tosse  & Company,  Hamburg, 
Germanv  (E.  Tosse  & Co.,  Inc.,  New'  York,  distribu- 
tor). E.  Tosse  & Company  are  not  the  discovers 
of  bismuth  salicylate,  nor  did  they  discover  the 
therapeutic  properties  of  this  drug.  For  this  reason 
the  Council  could  not  recognize  the  name  “Bis- 
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mogenol,”  and  therefore  found  the  product  which 
is  marketed  under  this  name  unacceptable  for  New 
and  Non-official  Remedies.  (Jour.  A.  M.  A.,  March 
19,  1927,  p.  944). 

Recent  Observations  on  Scarlet  Fever. — The  new 
method  of  treating  scarlet  fever  patients  by  the  ad- 
ministration of  a suitable  antitoxin  has  presented  a 
problem  in  relation  to  the  development  of  protec- 
tion against  the  disease.  A study  in  the  New  Haven 
Hospital  of  late  immunity  developed  by  former  pa- 
tients who  were  treated  with  scarlet  fever  antitoxin 
and  those  who  did  not  receive  antitoxin  indicates 
that  there  may  be  some  disadvantage  in  the  thera- 
peutic dosage  with  the  antitoxin  in  respect  to  the 
establishment  of  a more  lasting  immunity.  It  may 
turn  out  that  the  combating  of  the  actual  disease 
decreases  the  security  that  an  attack  of  scarlet  fever 
almost  invariably  promoted  in  former  days.  Nicholls, 
at  Yale,  has  demonstrated  the  presence  of  Strepto- 
coccus scarlatinae  in  a proportion  of  persons  who 
exhibited  features  of  infection  with  hemolytic  strep- 
tococci without  evidences  of  clinical  scarlet  fever, 
thus  showing  that  an  existing  immunity  to  the  solu- 
ble toxin  of  Streptococcus  scarlatinae  does  not  pre- 
vent the  development  of  local  pyogenic  infections 
with  this  organism.  Persons  so  infected  may  serve 
as  foci  for  the  spread  of  scarlet  fever.  Trask,  of 
Yale,  urges  that  a large  excess  of  antitoxin  be  used 
for  therapeutic  purposes  to  obtain  consistently  satis- 
factory results.  In  late  cases  with  faded  rash,  little 
or  no  benefit  may  be  expected  from  antitoxin  therapy. 
Septic  complications  may  continue  when  the  specific 
toxemia  and  its  attendant  rash  have  terminated,  thus 
suggesting  that  Streptococcus  scarlatinae  may  have 
two  different  modes  of  attack  and  thus  result  in 
different  clinical  pictures  of  the  disease.  (Jour.  A. 
M.  A.,  March  26,  1927,  p.  1004). 

Tuberco. — This  is  described  by  its  exploiters  as 
“the  cnly  guaranteed  treatment  for  all  forms  of  lung 
trouble.’’  It  is  sold  by  the  Tuberco  Laboratories, 
Atlanta,  Georgia.  According  to  the  quacks  that  sell 
Tuberco,  “the  chemist  has  long  known  that  locked 
within  the  bosom  of  the  pine  is  the  cure  of  many 
diseases,  among  them  tuberculosis.”  Of  course, 
neither  the  chemist  nor  any  one  else  has  known 
any  such  thing,  but  one  cannot  expect  truthfulness 
from  those  who  hold  human  life  so  lightly  as  to 
gamble  with  it.  Further,  according  to  the  thesis 
developed  by  the  Tuberco  concern,  the  scientific  world 
made  a fruitless  search  for  its  alleged  illusive  prop- 
erty, until  the  Tuberco  Laboratories  succeeded  in 
incorporating  in  convenient  form  all  the  valuable 
resinous  principles  of  the  pine  “deemed  so  vital  in 
the  destruction  of  the  Tubercle  Bacilli  and  the  ar- 
rest of  the  disease  itself.”  The  A.  M.  A.  Chemical 
Laboratory  examined  Tuberco  and  reports  that  the 
product  appears  to  be  essentially  gum  turpentine, 
coated  with  powdered  cinnamon  and  placed  in  cap- 
sules. (Jour.  A.  M.  A.,  March  26,  1927,  p.  1022). 

The  Prevention  of  Measles. — The  need  for  a spe- 
cific treatment  of  measles  is  evident.  However,  no 
effective  measures  for  use  after  onset  of  the  attack 
have  been  thus  far  developed,  although  methods  pf 
measles  prophylaxis  have  been  demonstrated.  The 
efficacy  of  the  blood  serum  of  convalescent  measles 
cases  in  preventing  the  disease  has  been  established. 
The  convalescent  serum  must  be  administered  sub- 
cutaneously or  intramuscularly  as  soon  as  possible 
after  contact,  the  degree  of  protection  afforded  de- 
pending on  the  promptness  with  which  the  serum  is 
given.  Some  workers  advocate  the  use  of  the  blood 
of  adults  or  of  children  who  have  had  the  disease 
some  years  previously  when  recent  convalescents 
are  not  available.  The  difficulty  of  securing  a con- 
stant supply  of  convalescent  measles  serum  is  the 


chief  obstacle  to  its  wide  use.  Favorable  results 
have  been  reported  from  the  use  of  an  immune  goat 
serum.  If  confirmed,  this  may  obviate  dependence 
on  a human  supply.  Good  results  have  also  been 
reported  with  a serum  made  from  blood  of  sheep 
inoculated  with  the  Berkefeld  filtrate  of  the  nasal 
secretion  and  sputum  of  measles  patients.  Attempts 
at  active  immunization  by  the  use  of  blood  of 
measles  patients  at  the  onset  of  the  eruption  have 
been  made.  These  reports  are  interesting,  but 
longer  observation  will  be  required  before  their 
worth  can  be  estimated.  In  the  treatment  of  es- 
tablished measles,  the  great  desideratum  is  an  effec- 
tive method  of  preventing  the  dangerous  secondary 
infections.  (Jour.  A.  M.  A.,  April  2,  1927,  p.  1081). 

Arc  and  Mercury  Vapor  Lamps. — The  carbon  arc 
and  quartz  mercury  arc  lamps  are  generators  of 
ultraviolet  energy.  The  carbon  arc  lamp  delivers 
about  5 per  cent  of  its  total  spectral  energy  in  the 
ultraviolet  zone,  and  the  quartz  mercury  arc  lamp 
delivers  about  28  per  cent.  An  erythema  dose  can 
be  readily  obtained  with  a mercury  arc  but  it  re- 
quires a considerable  exposure  in  the  case  of  a car- 
bon arc.  Some  believe  that  an  erythema  is  neces- 
sary, whereas  others  believe  that  an  erythema  is 
unnecessary,  to  good  clinical  results.  (Jour.  A.  M. 
A.,  April  2,  1927,  p.  1102). 

More  Misbranded  Nostrums. — The  following  prod- 
ucts have  been  the  subject  of  prosecution  by  the 
federal  authorities  charged  with  the  enforcement  of 
the  Food  and  Drugs  Act:  Tonica  Para  Los  Nervios 
(Henry  S.  Wampole  Co.),  containing  calcium,  sodium, 
potassium  and  strychnine  glycerophosphates,  a trace 
of  lecithin,  sugar,  alcohol  and  water.  Boro-Pheno- 
Form  (Dr.  Pierre  Chemical  Co.)  suppositories  con- 
taining cocoa  butter,  quinine  sulphate,  zinc  sulphate, 
boric  acid  and  traces  of  formaldehyde  and  carbolic 
acid.  Whitlock’s  Specific  (The  Cherokee  Remedy 
Co.),  consisting  of  approximately  99  per  cent  of 
water  with  small  amounts  of  alum,  sodium  benzoate 
and  extract  of  a plant  drug.  Bailey’s  Nu-Life  (The 
Tex  Bailey  Corporation),  consisting  essentially  of 
a watery  solution  of  epsom  salt,  iron  chloride,  sali- 
cylic acid,  with  red  pepper  and  senna,  flavored  with 
sassafras  and  sweetened  with  saccharine.  (Jour. 
A.  M.  A.,  April  9,  1927,  p.  1197). 

Rice  Rupture  Cure. — Wm.  S.  Rice,  Inc.,  Adams, 
N.  Y.,  sells  what  the  public  is  led  to  believe  is  a 
cure  for  rupture.  The  concern  sometimes  adver- 
tises under  its  own  name  and  address  and  sometimes 
under  the  name  of  a stool-pigeon,  one  Eugene  M. 
Pullen,  Manasquan,  N.  J.  The  Rice  concern,  in  com- 
mon with  most  mail  order  rupture  cures,  decries 
the  use  of  the  truss  and  gives  the  impression  that 
what  they  have  to  sell  is  something  entirely  differ- 
ent. However,  the  device  is  essentially  a band  of 
webbing  with  a pad  and  understrap.  Like  most 
mail  order  “rupture  cures”,  the  Rice  device  has  a 
“patent  medicine”  adjunct — “Developing  Lymphol”. 
It  is  claimed,  either  inferentially  or  directly,  that 
Lymphol  will  repair  the  break  in  the  abdominal 
wall  and  thus  permanently  cure  the  rupture.  Lym- 
phol was  analyzed  and  found  to  be  an  alcoholic  solu- 
tion containing  essential  oils,  capsicum  and  resin, 
colored  red.  (Jour.  A.  M.  A.,  April  9,  1927,  p.  1199). 

The  Assimilation  of  Iron. — Investigations  have 
been  published,  which  the  investigators  believe  to 
indicate  that  vitamin  E is  a substance  specifically 
related  to  iron  assimilation  in  a manner  comparable 
to  the  relation  of  vitamin  D to  phosphorus  and  cal- 
cium metabolism.  On  this  basis,  the  use  of  ferric 
citrate  and  a fat  having  the  properties  of  wheat 
germ  oil — a potent  source  of  vitamin  E — is  suggested 
as  a logical  basis  for  the  treatment  of  secondary 
anemias.  Since  liver  is  rich  in  iron  and  in  vitamin 
E this  may  be  an  explanation  for  the  reported  value 
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of  liver  in  the  treatment  of  pernicious  anemia. 
(Jour.  A.  M.  A.,  April  23,  1927,  p.  1323). 

The  Scarlet  Fever  Patents. — The  Scarlet  Fever 
Committee,  established  to  control  the  use  of  the 
methods  resulting  from  the  discoveries  of  the  Drs. 
Dick  relating  to  scarlet  fever,  has  thought  it  advis- 
able to  secure  in  Great  Britain  patents  similar  to 
those  sought  in  this  country  for  the  protection  of 
the  manufacture  and  use  of  the  methods  and  prod- 
ucts. In  view  of  alarm  expressed  in  British  medical 
publications,  the  Drs.  Dick  explain  that  they  sought 
the  most  competent  advice  before  embarking  on 
the  procedure.  They  reveal  that  they  have  not  had 
and  will  not  receive  compensation  personally  from 
the  patents;  they  have  sought  only  to  prevent  the 
manufacture  and  sale  of  unworthy  or  inefficacious 
products  in  order  that  the  public  might  be  protected 
against  commercial  exploitation.  (Jour.  A.  M.  A.. 
April  23,  1927,  p.  1324). 


Book  Announcements 


Annual  Reprint  of  the  Reports  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medi- 
cal Association  for  1926.  With  comments  that 
have  appeared  in  The  Journal.  Cloth.  Price, 
$1.00.  Pp.  73.  Chicago:  American  Medical  As- 
sociation, 1927. 

Those  who  are  interested  in  the  work  of  the  Coun- 
cil on  Pharmacy  and  Chemistry,  and  this  includes 
all  who  have  to  do  with  the  therapeutic  use  of  drugs, 
look  forward  each  year  to  the  volume  which  gives 
the  reasons  for  the  Council’s  rejection  of  the  prep- 
arations found  unacceptable  for  inclusion  in  New 
and  Nonofficial  Remedies.  These  reasons  are  given 
in  the  Annual  Reprint  of  the  Reports  of  Council  on 
Pharmacy  and  Chemistry;  in  addition  the  book  gives 
the  reasons  for  the  omission  of  certain  preparations 
from  New  and  Nonofficial  Remedies  during  the  year, 
and  contains  several  special  reports  of  a general 
nature  authorized  by  the  Council  for  publication. 

This  volume  contains  several  special  reports  of 
current  interest  to  physicians. 

New  and  Nonofficial  Remedies.  1927,  containing  de- 
scription of  the  articles  which  stand  accepted 
by  the  Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association  on  January 
1,  1927.  Cloth.  Price,  postpaid.  $1.50.  Pp.  473. 
XLVII.  Chicago.  American  Medical  Associa- 
tion. 

The  text  of  New  and  Nonofficial  Remedies  is  so 
carefully  scrutinized  and  revised  each  year  by  the 
various  members  of  the  Council  on  Pharmacy  and 
Chemistry  that  each  issue  is  essentially  a new  book, 
a safe  guide  to  the  frontier  that  lies  between  the 
official  drugs  and  the  latest  preparations  launched 
by  the  pharmaceutical  manufacturers. 

The  mechanism  of  the  book  is  excellent:  each 
preparation  is  classified,  and  each  classification  is 
preceded  by  a general  and  critical  discussion  of  the 
group  by  one  who  is  an  authority  on  the  subject; 
there  is  an  exhaustive  index  not  only  to  the  contents 
of  the  book,  but  also,  separately,  to  the  literature 
concerning  the  host  of  preparations  that  the  Coun- 
cil has  found  unacceptable  for  inclusion. 

New  and  Nonofficial  Remedies  is  indispensable  to 
any  physician  who  prescribes  drugs.  It  contains  in- 
formation about  medical  products  which  cannot  be 
found  in  any  other  publication. 

The  I nternational  Medical  Annual.  A Year  Book  of 

Treatment  and  Practitioner’s  Index.  By  a Large 

Number  of  Contributors.  Forty-eighth  Year.  1927. 


[J  uiy, 

New  York.  William  Wood  and  Company.  8 vo. 
of  560  pages.  Illustrated.  Cloth.  Price,  $6.00. 

How  to  Make  the  Periodic  Health  Examination.  A 

Manual  of  Procedure.  By  EUGENE  LYMAN 
FISK,  M.  D.,  Medical  Director,  Life  Extension  In- 
stitute, and  J.  RAMSER  CRAWFORD,  M.  D.,  As- 
sistant Medical  Director,  Life  Extension  Institute. 
Foreword  by  MAJOR  GENERAL  MERRITTE  W. 
Ireland,  Surgeon  General,  U.  S.  Army.  New  York. 
The  Macmillan  Company.  1927.  Octavo  of  393 
pages.  Cloth.  Price,  $4.00. 

The  Human  Body  in  Pictures.  A Visual  Text  of 
Anatomy,  Physiology  and  Embryology.  By  JACOB 
SARNOFF,  M.  D.,  Associate  Surgeon,  United 
Israel-Zion  Hospital;  Formerly  Associate  and  In- 
structor of  Anatomy,  Long  Island  Medical  College, 
Brooklyn.  N.  Y.  With  Foreword  by  JOHN  OS- 
BORN POLAK,  M.  D.,  Octavo  of  120  pages  with 
190  original  illustrations,  mostly  from  dissections 
and  animated  drawings  by  the  author.  Physicians 
and  Surgeons  Book  Company,  Henry  and  Parific 
Streets,  Brooklyn,  N.  Y.  Octavo  of  120  pages. 
Cloth.  Price,  $2.00. 

Overcoming  Tuberculosis.  An  Almanac  of  Recov- 
ery. By  GERALD  B.  WEBB,  M.  D.,  Consult- 
ing Physician,  Cragmor,  Glockner  and  Sunnv- 
rest  Sanatoria,  etc.,  President,  Colorado  School 
of  Tuberculosis,  Colorado  Springs,  Colo.,  and 
CHARLES  T.  RYDER,  M.  D„.  Third  Edition  Re- 
vised. Paul  B.  Hoeber,  Inc.,  New  York,  1927.  SO 
pages,  with  a large  number  of  charts.  Cloth. 
Price,  $2.00. 

City  Health  Administration.  By  CARL  E.  McCOMBS, 

M.  D.,  National  Institute  of  Public  Administration 
and  New  York  Bureau  of  Municipal  Research. 
New  York.  The  Macmillan  Company.  1927.  Oc- 
tavo of  524  pages.  Cloth.  Price,  $5.50. 

Internationa!  Clinics.  A Quarterly  of  Illustrated 
Clinical  Lectures  and  Especially  Prepared  Original 
Articles  on  Medicine  and  Surgery.  Edited  by 
HENRY  W.  CATTELL,  M.  D„  Philadelphia,  and 
Collaborators.  VOLUME  II.  Thirty-Seventh  Se- 
ries, 1927.  Philadelphia  and  London.  J.  B.  Lip- 
pincott  Company.  1927.  Octavo  of  308  pages. 

Transactions  of  the  College  of  Physicians  of  Phila- 
delphia. Third  Series.  Volume  the  Forty-eighth. 
Philadelphia.  Printed  for  the  College.  1926.  Oc- 
tavo of  405  pages.  Cloth. 

An  Outline  History  of  Ophthalmology.  By  THOMAS 
HALL  SHASTID,  M.  D..  F.  A.  C.  S..  Tenth  Avenue 
Medical  Building,  Duluth,  Minnesota.  An  attempt 
to  State  the  History  of  Ophthalmology  in  Forty- 
five  Minutes.  1927.  Published  by  the  American 
Optical  Company,  Southbridge,  Massachusetts.  32 
pages.  Cloth. 

• 

Smithsonian  Institution,  Bureau  of  American  Eth- 
nology, Bulletin  83.  Burials  of  the  Algonquian. 
Siouan  and  Caddoan  Tribes  West  of  the  Missis- 
sippi. By  DAVID  I.  BUSHNELL.  Jr.  Washington. 
Government  Printing  Office.  1927.  103  pages. 

Cloth. 

Methods  and  Problems  of  Medical  Education.  (Sev 

enth  Series).  Division  of  Medical  Education.  The 
Rockefeller  Foundation.  61  Broadway,  New  York 

N.  Y.,  U.  S.  A.  1927.  99  pages.  Paper. 
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Editorial 

The  Clinical  Course  of  Subacute  Bacterial 

Endocarditis. 

Months,  if  not  one  or  two  years,  may  mark 
the  progress  of  the  early  symptoms  of  sub- 
acute bacterial  endocarditis.  The  onset  is  in- 
variably insidious.  Symptoms  appear  with  a 
feeling  of  lassitude,  vague,  variable  and  vaga- 
bond pains,  loss  of  appetite,  sensation  of  chil- 
liness, occasional  vertigo,  recurrent  headache, 
and  possibly  paroxysmal  cough — a group  of 
mixed  symptoms  often  met  with  by  the  clini- 
cian during  the  prodromal  stage  of  other  seri- 
ous maladies  which  later  emit  individalistie 
symptoms  disclosing  more  accurately  the  dei- 
nite  internal  disease.  Mixed  in,  and  inter- 
playing  with  the  above  noted  premonitories, 
are  sjunptoms  directing  attention  to  new  heart 
involvement.  The  signs  of  the  chronic  val- 
vular defect,  before  observed,  show  some 
changes.  It  is  during  this  period  of  the  first 
stage  in  the  symptomatology  of  subacute 
bacterial  endocarditis,  that  physicians  suspect 
in  the  patients  pulmonary  tuberculosis,  sub- 
acute rheumatism  with  mild  sepsis,  malaria, 
typhoid  fever  or  some  obscure  focal  infection. 
Later,  however,  when  these  patients  show  per- 
sistent fever  of  a low  grade,  a definite  anemia, 
signs  of  constant  exhaustion,  evidence  of  en- 
larged spleen  and  characteristic  alteration  in 
cardiac  signs  such  as  softened  heart  sounds,  a 
change  in  the  appearance  of  cardiac  arrhy- 
thmias, associated  with  symptoms  of  petechial, 
tender  cutaneous  nodes,  acute  signs  of  the  club- 
bing of  the  fingers,  suspicious  embolism,  pur- 


puric and  renal  complications,  one  recognizes 
the  presence  of  a definite  advanced  clinical  en- 
tity of  subacute  endocarditis.  Following  this, 
the  fever  takes  on  a “septic  course”  on  the 
chart.  The  spleen  becomes  palpable,  painful, 
tender  and  enlarged.  The  anemia  grows  more 
marked,  partaking  of  the  nature  of  a secondary 
type,  something  like  the  picture  of  pernicious 
anemia  but  not  characteristic  of  it. 

The  skin  symptoms  in  subacute  bacterial  en- 
docarditis become  prominent ; there  appear 
purpuric  and  erythematous  eruptions  at  vari- 
ous places  and  times.  There  suddenly  occur 
tender  or  painful  nodes  or  spots  (Osier’s 
Nodes)  (50  per  cent)  ; usually  appearing  in 
tips  of  fingers  or  toes.  There  are  no  signs  of 
hemorrhage  in  these.  The  patient  may  often 
greet  the  physician  with  the  statement  that  a 
very  painful  spot  in  finger  or  toe  has  come 
since  his  last  visit.  Not  infrequently  the  pain 
is  very  acute  and  agonizing.  Besides  embolic 
phenomena  of  the  skin,  vascular  embolism  of 
more  serious  import  occurs.  These  endocardial 
bergs  float  off  in  the  circulation  and  affect 
with  extreme  suddenness  and  ominousness, 
cerebral,  mesenteric,  pulmonary,  nasal  and 
renal  regions : also,  the  arteries  of  the  ex- 
tremities. Symptoms  and  pathologic  changes 
of  extreme  gravity  arise  from  this  to  further 
aggravate  grave  conditions  of  the  patient. 
Heart  symjkoms  seem  to  withdraw  a bit  from 
the  forefront  of  the  clinical  stage,  not  so  much 
for  a want  of  significance  but  because  of 
prominence  of  the  complications.  However, 
a change  of  murmurs  is  noticed : tachycardia 
is  increased,  with  signs  of  general  septicemia, 
arrhythmias  appear  more  persistent,  and 
heart  delirium  follows  along  with  emacia- 
tion. dyspnea,  anemia,  embolic  accidents  in  the 
skin,  brain,  lung,  spleen,  kidneys.  A fatal 
termination  may  occur  suddenly,  or  may  pass, 
with  pain  and  agony,  through  many  long 
hours.* 

Two  case  histories  may  illustrate  the  course 
of  this  disease. 

A young  man,  aged  25  years,  merchant,  was 
taken  with  the  illness  now  under  consideration 
September,  1923,  and  died  the  25th  of  the 
following  April,  manifesting  a rather  typical 
clinical  course  of  the  disease.  Since  earliest 
boyhood,  this  patient  had  been  known  as  a 
cardiopath,  although  he  had  a fairly  normal 
youth  and  young  manhood.  At  twelve  years 

♦Read  Bierring,  J.  A.  M.  A.,  Vol.  87,  No.  7,  page  464,  for  good 
description  and  discussion  of  this  disease. 
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he  was  rejected  in  a Y.  M.  C.  A.  examination 
on  account  of  his  heart.  As  a child  he  had 
measles  and  diphtheria;  he  had  had  tonsillitis. 
In  his  late  teens  and  early  twenties  he  was 
somewhat  dissipated.  He  had  syphilis  when 
twenty,  and  had  been  given  salvarsan  with  a 
resulting  severe  reaction  and  jaundice.  He 
had  gonorrhea  six  years  before  this  illness. 
At  the  time  of  what  proved  to  be  his  last  ill- 
ness, the  Wassermann  tests  were  negative. 
Temperature  varied  from  99.6  to  103  degrees 
Fahrenheit,  for  the  entire  course  of  his  illness 
of  nine  months.  There  were  days  when  the 
temperature  would  not  go  over  100.2  while  in 
other  days  it  reached  103  degrees  F.  Anemia 
was  evident  and  grew  progressively  worse. 
Starting  in  September,  1923,  with  hemoglobin 
86  per  cent:  R.  B.  Cells  4.840,000:  leucocytes 
16,600:  in  April,  he  showed  hemoglobin  of  21 
per  cent;  R.  B.  Cells  496.000  and  leucocytes 
9.000.  The  spleen  showed  enlargement  and 
caused  definite  pain.  The  skin  displayed,  in 
the  course  of  the  illness,  characteristic  pheno- 
mena of  the  disease,  purpuric  areas,  petechial 
rashes,  tender  cutaneous  nodes  and  painful 
'"spots'1.  Vascular  embolic  phenomena  were 
observed  in  the  last  two  months,  also  transient 
blindness,  transient  paralysis,  anginal  pains, 
sense  of  faintness,  temporary  loss  of  con- 
sciousness. The  heart  showed  systolic  and 
diastolic  murmurs,  signs  of  dilatation,  and 
auricular  fibrillation  and  flutter  toward  the 
end  of  his  illness.  There  was  no  gross  sign  of 
failing  compensation,  such  as  dyspnea  or 
dropsy,  although  there  was  moisture  in  pos- 
terior bases  of  the  lungs : there  was  some  evi- 
dence of  engorgement  of  the  liver  and  of  pas- 
sive hyperaemia  of  the  kidneys.  There  had 
been  all  along  signs  of  progressive  acute  ne- 
phritis. 

Repeated  blood  cultures  were  negative. 
Tonsillectomy  was  done  in  early  months  of 
the  illness  without  apparent  harm  but  with 
no  advantage  to  the  patient. 


A girl  student,  aged  IT.  was  taken  with  the 
illness  under  consideration  about  last  of  Octo- 
ber. 1925,  and  died  April  24,  1926,  being  sick 
about  six  months.  Her  history  disclosed  the 
following  infections,  so-called,  malarial  fever 
when  five,  and  during  this  sickness  heart  mur- 
murs had  been  observed.  At  age  of  seven 
years,  she  had  had  an  attack  of  rheumatism. 
Had  had  one  attack  of  tonsillitis.  From  time 


to  time  had  had  “painful  joints'1.  With  ex- 
ception of  sickness  noted,  patient  had  never 
been  very  sick,  but  had  never  been  very  well. 
Her  mother  was  living  and  well : father  died 
of  tuberculosis. 

Initial  symptoms  of  the  fatal  illness  began 
with  pain  in  her  joints.  Temperature  began 
to  show  febrile  elevations  but  was  often  nor- 
mal in  the  mornings.  There  were  headaches 
and  pain  in  her  eyes.  She  had  been  very  tired, 
easily  fatigued  by  school  duties.  Her  tem- 
perature ran  a septic  course  until  death.  Ane- 
mia and  pallor  grew  progressively  more 
marked  until  the  end.  Purpuric  and  pete- 
chial phenomena  appeared  at  intervals  dur- 
ing the  last  ninety  days  of  her  illness.  Very 
painful  circumscribed  points  would  suddenly 
appear  at  a finger  tip  or  toe.  The  joints  were 
never  greatly  inflamed,  although  she  showed 
red  spots  at  times  in  wrists  and  ankles.  There 
were  attacks  of  sudden  blindness  and  eye  ache. 
There  was  marked  pain  in  region  of  the  spleen 
and  it  was  enlarged.  The  heart  was  enlarged, 
was  rapid  and  irregular  in  its  systoles,  and  a 
loud  s}rstolic  murmur  at  the  apex  was  heard 
in  the  beginning.  Murmurs  became  more 
marked  as  the  illness  proceeded  and  the  heart 
underwent  dilatation.  The  closing  events  of 
the  illness  were  characterized  b}r  painful  and 
distressed  breathing  and  dropsy.  She  died 
suddenly,  however,  apparently  from  a cere- 
bral embolism. 

Heart  Failure 

Remarks  on  heart  failure  may  be  prefaced 
by  a synoptic  statement  of  the  nature  of  heart 
failure.  It  is  only  possible  here,  however,  to 
give  a brief  notice  of  the  nature  of  heart  fail- 
us.  That  picture  of  cardiac  distress  displayed 
in  syndromes  of  dyspnea,  cyanosis,  edema,  ven- 
ous stasis,  enlargement  of  the  liver  and  diminu- 
tion of  urine  (with  more  spectacular  emphasis 
upon  sudden  dyspnea,  pulmonary  edema,  and 
cardiac  dilatation  in  acute  failure) — and  with 
gradual  respiratory,  cardiac,  hepatic,  nephri- 
tic congestive  states  in  slow  cardiac  failure, 
gives  one  a rather  full  description  of  heart  ex- 
haustion. These  evidences  of  heart  failure 
show  in  heart  diseases  of  Various  kinds.  The 
heart  conditions  which  we  meet  in  dealing  with 
cardiopaths  should  be  considered  to  be  the  real 
causes  of  heart  failure.  Passing  over  inci- 
dental and  accidental  factors,  such  as  over-ex- 
ertion and  exhaustion,  acute  indigestion  so- 
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called,  extremes  of  cold  and  heat,  emotional 
strains,  intoxications,  disorders  of  the  glands 
of  internal  secretion,  as  the  thyroid,  diseases 
of  the  lungs,  etc.,  we  may  consider  myocardial 
disease,  primary  or  secondary,  as  the  direct 
cause  of  cardiac  failure. 

Degeneration  of  the  myocardium  may  be 
primary  in  form  of  fatty  infiltration  and 
fatty  degeneration.  Fatty  infiltration  is  met 
with  in  both  men  and  women  and  accompanies 
obesity  or  corpulence.  The  fatty  deposits  fol- 
low the  interventricular  groove,  the  coronary 
vessels,  right  border  of  the  heart  and,  from 
these  main  lines  of  deposition,  fatty  infiltra- 
tion extends  to  the  interior  of  the  myocar- 
dium. This,  in  fat  patients,  involves  the  heart 
in  lobulated  deposits  of  adipose  tissue.  Cardiac 
failure  may  occur  in  such  patients  from  struc- 
tural changes  of  heart  muscle  as  well  as  from 
the  concomitant  physical  factor  of  obesity. 

Fatty  degeneration  of  heart  muscle  fibers  is 
not  a common  form  of  muscle  degeneration  in 
which  cardiac  failure  symptoms  appear. 

But  it  is  that  form  of  muscle  degeneration 
which  is  designated  as  myocarditis  that  is  most 
frequently  the  cause  of  heart  failure.  This  is 
a degeneration  of  muscle  fibers  that  robs  the 
muscle  of  its  physiologic  functions  of  con- 
ductivity, contractility,  rhythmicity,  irrita- 
bility and  tonicity.  Myocardial  degeneration 
may  be  interstitial,  vascular  or  parenchyma- 
tous. It  may  involve  the  heart  in  such  general 
pathology  that  certain  extra  heart  factors,  sud- 
denly or  gradually  imposed,  may  cause  this  or- 
gan suddenly  or  gradually  to  fail  in  its  func- 
tion and  to  emit  signs  of  acute  exhaustion. 
These  changes  occur  in  hearts  acutely  infected 
(endocarditis)  ; in  final  stages  of  chronic  val- 
vular lesions,  in  late  stages  of  such  chronic 
diseases  as  chronic  Bright’s  disease,  arterio- 
sclerosis. syphilis;  in  the  thyroid  heart;  in 
chronic  arrhythmias  of  the  heart  (heart 
block,  paroxysmal  tachycardia,  auricular  fi- 
brillation and  flutter)  ; in  angina  pectoris  and 
in  coronary  thrombosis. 


News  Notes 

The  University  of  Virginia,  Department  of 
Medicine, 

Held  its  final  exercises  for  1927  in  connec- 
tion with  those  of  other  of  the  graduate  schools 
of  the  University,  on  June  12,  13  and  14.  Bac- 
calaureate sermon  on  the  12th,  by  Dr.  Henry 


Sloane  Coffin,  of  New  York  City,  formally 
opened  the  exercises.  Monday,  the  13th  was 
alumni  day.  On  this  day,  the  Alumni  Asso- 
ciation held  its  regular  business  session,  which 
was  followed  by  a luncheon  to  the  graduating 
class.  That  afternoon.  President  and  Mrs. 
E.  A.  Alderman  gave  their  usual  reception  to 
the  graduates  and  alumni.  The  alumni  ball 
took  place  that  night. 

On  Tuesday,  class  day  exercises  were  held  in 
the  morning.  That  afternoon  a band  concert 
on  the  lawn  was  followed  by  the  assembly  for 
the  academic  procession.  Hon.  Junius  P.  Fish- 
burn,  of  Roanoke,  president  of  the  State 
Chamber  of  Commerce,  was  speaker  at  the 
graduating  exercises.  On  this  occasion,  over 
three  hundred  degrees  were  awarded,  forty- 
two  being  to  doctors  of  medicine.  Exercises 
were  closed  with  the  final  ball  on  Tuesday 
evening.  Following  the  award  of  diplomas, 
the  Horsley  memorial  research  prize  in  medi- 
cine was  awarded  to  Dr.  Charles  Bruce  Mor- 
ton. II.  of  Brooklyn,  N.  Y.,  a graduate  of  the 
medical  department  in  1922,  for  his  thesis, 
“Findings  in  Experimentally  Produced  Pep- 
tic Ulcer;  Et-iologic  and  Therapeutic  Consider- 
ations.” 

Announcement  was  made  of  the  gift  of  $156,- 
000  by  the  General  Education  Board  to  the 
Department  of  Medicine  for  development  of 
teaching  in  surgery,  internal  medicine,  public 
health  and  hygiene.  This  supplements  two 
previous  gifts  by  the  Board,  making  $800,000 
toward  a total  of  $1,400,000  for  the  construc- 
tion of  new  buildings  for  the  medical  school. 

Following  is  a list  of  graduates  in  the  De- 
partment of  Medicine  with  their  hospital  ap- 
pointments, all  except  one  member  of  the  class 
having  accepted  an  appointment : 

University  of  Virginia  Hospital , University , 

Va. — Drs.  Eugene  A.  Bain,  Petersburg.  Va. ; 
William  C.  Eikner,  Aberdeen,  Miss.;  Fred- 
erick Henry  Fechtig,  Jamaica,  N.  Y. ; Ray- 
mond A.  Gandy,  Stamford,  Conn.;  Antonio 
Gentile,  Suffolk,  Va. ; Ellis  C.  Moore,  Carth- 
age, Miss.;  and  George  W.  Surgent,  Clifton. 
N.  J. 

Cincinnati  General  Hospital , Cincinnati , 0. — 
Dr.  George  B.  Arnold,  Lynchburg,  Va. 
Massacusetts  General  Hospital , Boston.  Mass. — 
Dr.  Edward  F.  Bland,  West  Point,  Va. 

St.  Luke's  Hospital.  New  York , N.  Y. — Dr. 
James  R.  Boulware,  Jr.,  Lakeland,  Fla. 
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U . S.  Public  Health  Service , Washington.  D.  C . 
— Drs.  William  C.  Brann,  Village,  Va.,  and 
John  Russell  Gill,  Jr.,  Monroe,  Va. 
Emergency  Hospital.  Washington , D.  C. — Drs. 
James  M.  Campbell,  Saltville,  Va. ; Claiborne 
Barksdale  White,  Sutherlin,  Va.,  and  Mat- 
thew J.  W.  White,  Jr.,  Norfolk. 

Roanoke  Hospital , Roanoke , Va. — Drs.  Virgil 
O.  Choate,  Galax,  Va.,  and  Sanders  G. 
Davidson.  Norfolk. 

Harper  Hospital.  Detroit.  Mich. — Drs.  Edward 
B.  Cox,  Louisville,  Ivy.,  and  John  M.  Nokes, 
Hollidaj'sburg,  Pa. 

United  States  Navy — Drs.  David  John  Craco- 
vaner,  New  York,  N.  Y.,  and  Ernest  D. 
Davis,  Jr.,  Standardsville,  Va. 

Moses  Tayloe  Hospital  Scranton , Pa. — Dr. 

Samuel  M.  Davenport,  Kingston,  Pa. 

Cora  Donnell  Hospital , Prescott , Ark. — Dr. 

Albert  B.  Dickey,  Merryville,  La. 

Columbia  Hospital , Pittsburgh , Pa.  — Dr. 

Israel  Felman,  Pittsburgh,  Pa. 

Johns  Hopkins  Hospital , Baltimore , Md. — 
Dr.  Marshall  P.  Gordon,  Jr..  Richmond,  Va. 
Jefferson  Hospital , Roanoke.  Va. — Dr  Andrew 
DeJarnette  Hart,  North  Garden,  Va. 

Union  Memorial  Hospital , Baltimore , Md. — 
Dr.  Philip  J.  Hirshman,  Brooklyn,  N.  Y. 
Coney  Island  Hospital.  Brooklyn , N . Y. — Dr. 

Maurice  R.  Ivleinberg,  New  York,  N.  Y. 
Beth  Moses  Hospital , Brooklyn , N . Y. — Dr. 

Eugene  C.  Milch,  New  York,  N.  Y. 

T.  C.  & I.  Hospital , Birmingham , Ala. — Dr. 

Lonnie  Bondurant  Moseley,  Jackson,  Miss. 
University  of  Minnesota  Hospital  Minneapolis , 
Minn. — Dr.  Ivinloch  Nelson,  Richmond,  Va. 
Lincoln  Hospital , Nero  York , N.  Y.  — Dr. 

Leonard  Orens,  New  York.  N.  Y. 
Grassland- s Hospital.  Valhalla , N.  Y . — Dr. 

Joseph  Walker  Owen,  Richmond.  Va. 
University  of  Michigan  Hospital,  Ann  Arbor , 
Mich. — Drs.  Hugh  G.  Reeves,  Greenville. 
Tenn.,  and  Walter  Iv.  Slack,  Saginaw.  Mich. 
Binghamton  State  Hospital.  Binghamton , N. 
I". — Drs.  Walter  E.  Scribner,  Earlysville, 
Va.,  and  Manley  A.  Si?ke.  Pleasant  Garden, 
N.  C. 

Blue  Ridge  Sanatorium , Charlottesville.  Va,. — 
Dr.  Otis  N.  Shelton,  Dunkirk,  N.  Y. 
Virginia  Mason  Clinic , Seattle , Wash.  — Dr. 

Henry  C.  Turner,  Leesburg.  Va. 

Kings  County  Hospital,  New  York,  N.  Y. — 
Dr.  Richard  Henry  Walker,  Jr.,  Hatties- 
burg. Miss. 


Bellevue  Hospital,  New  York,  N.  Y.  — Dr. 

Katharine  Fox  Woodward,  Boston.  Mass. 

Dr.  Nathan  H.  Sachs.  New  York,  N.  Y.,  did 
not  accept  an  appointment  at  this  time. 

Petersburg  Meeting,  Medical  Society  of  Vir- 
ginia. 

Petersburg  doctors  are  now  at  work  to  make 
our  coming  meeting  in  their  city  a success  in 
every  way,  and  are  counting  on  a good  at- 
tendance. Their  committees  are  actively  at 
work  and  the  general  chairman  and  sub-chair- 
men, as  listed  in  our  June  issue,  will  be  glad 
to  answer  any  inquiries. 

The  Program  Committee  selected  •"Diseases 
of  the  Kidney”  as  the  subject  for  general  dis- 
cussion, and  sub-divided  it  as  follows: 

“Physiology  of  the  Kidney”  by  Chas.  C. 
Haskell,  M.  D.,  Richmond; 

“Diagnosis  (Laboratory  and  Clinical)  of 
Diseases  of  the  Kidney”  by  F.  C.  Rinker.  M. 
D.,  Norfolk; 

“Medical  Aspect  of  Diseases  of  the  Kidney” 
by  Philip  Smith,  M.  D.,  Abingdon; 

“Surgical  Aspect  of  Diseases  of  the  Kidney” 
by  Julian  M.  Robinson,  M.  D.,  Danville. 

Discussion  of  these  papers  is  to  be  opened 
by  Dr.  Joseph  F.  Geisinger,  of  Richmond. 

Invited  guests  of  the  president  already 
named  are  Dr.  Stewart  Roberts,  of  Atlanta. 
Ga.,  and  Dr.  Wilburt  C.  Davison,  of  Baltimore, 
recently  elected  dean  of  the  medical  depart- 
ment of  Duke  University  at  Durham,  N.  C. 

There  seems  promise  of  a large  number  of 
papers  by  members  and  each  author  is  ex- 
pected to  secure  some  member  of  the  Society 
to  open  discussion  on  his  paper.  Titles  for  the 
program  will  be  received  at  the  Society’s  office 
beginning  August  18. 

We  get  from  these  meetings  what  we  put  in 
them,  so  make  your  plans  to  attend  and  take 
an  active  part  in  the  proceedings. 

Vacation  Time  is  Here. 

Now  that  vacation  time  is  here,  don’t  lose 
sight  of  the  fact  that  the  doctor  is  as  human 
as  the  patients  for  whom  he  prescribes,  and 
owes  it  to  himself  as  well  as  his  clientele  to 
have  surcease  from  his  daily  “meat  and  bread  ’ 
work.  Vacations  are  broadening — be  they  long 
or  short.  They  get  us  out  of  ruts  and  enable 
us  to  put  more  zest  and  vim  into  our  work 
after  even  a short  respite  from  our  duties. 

If  you  cannot  get  away  from  work  entirely, 
cultivate  an  out-of-doors  hobby  for  the  sum- 
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rner  months  and  pursue  it  and  you  will  be 
amazed  how  it  will  relieve  you  from  the  strain 
under  which  a doctor  lives.  Plan  your  vaca- 
tion and  forget  work  awhile. 

Dr.  J.  L.  Harvey  Out  for  Legislature. 

Dr.  J.  Lewis  Harvey,  of  Simpsons,  Floyd 
County,  Va.,  class  '09,  Medical  College  of  Vir- 
ginia, has  received  the  endorsements,  and  dele- 
gates from  his  section  have  been  instructed  to 
vote  for  him  at  the  democratic  district  con- 
vention to  be  held  at  Roanoke,  Va.,  August 
15.  He  lives  in  the  distict  composed  of  Floyd, 
Franklin  and  Bedford  Counties.  Dr.  Harvey 
announces  that  he  is  in  thorough  accord  with 
the  medical  profession  in  its  fight  against 
various  cults  in  this  State  and  wishes  to  hear 
from  his  professional  friends  with  regard  to 
this  or  other  subjects  at  any  time. 

The  Mid-Tidewater  Country  Medical  Society. 

On  June  27th,  a number  of  doctors  from 
Essex,  Gloucester,  King  and  Queen,  King  Wil- 
liam, Mathews,  Middlesex  and  York  Counties, 
met  at  Saluda  and  organized  the  Mid-Tide- 
water Country  Medical  Society  for  the  pur- 
pose of  discussing  the  problems  that  confront 
the  general  practitioners  in  that  section.  Dr. 
James  W.  Smith,  Hayes  Store,  was  elected 
president;  Dr.  James  D.  Clements,  Ordinary, 
treasurer;  and  Dr.  Malcolm  Harris,  West 
Point,  secretary.  The  vice-presidents  and  exe- 
cutive council  were  selected  so  as  to  have  one 
vice-president  from  each  county  other  than  the 
one  represented  by  the  president,  and  are  as 
follows:  Dr.  R.  R.  Hoskins,  Mathews;  Dr. 
W.  P.  Jones,  Urbanna;  Dr.  R.  D.  Bates,  New- 
town; Dr.  E.  L.  W.  Ferry,  Millers  Tavern;  Dr. 
L.  O.  Powell,  Seaford;  and  Dr.  A.  Warner 
Lewis,  Ayletts. 

The  Society  will  hold  quarterly  meetings  at 
various  points  in  its  territory.  The  next  meet- 
ing, to  complete  the  organization,  will  be  held 
at  Gloucester  C.  H.-,  Va.,  on  July  27th. 

The  Northern  Neck  Medical  Society 

Held  its  regular  meeting  at  Heathsville,  Va., 
in  May,  with  the  president,  Dr.  H.  J.  Edmonds, 
of  Kilmarnock,  presiding,  and  Dr.  R.  E. 
Booker,  of  Lottsburg,  acting  as  temporary  sec- 
retary. There  was  a good  attendance  of  mem- 
bers and  several  visiting  doctors  who  presented 
papers.  Dr.  W.  B.  Richardson,  who  recently 
located  in  Heathsville,  was  elected  a member. 
The  next  meeting  will  be  held  at  Warsaw  in 
October,  1927. 


The  Pittsylvania  County  and  Danville  Medi- 
cal Society 

Held  its  regular  meeting  in  Chatham,  on 
June  14th,  the  president,  Dr.  C.  A.  Easley,  of 
Chatham,  presiding.  Dr.  J.  A.  Hawkins,  of 
Danville,  was  at  the  secretary's  desk.  Cases 
were  reported  by  Drs.  S.  E.  Hughes,  Jr.,  and 
J.  J.  Neal,  of  Danville,  and  jxapers  were  read 
by  invited  guests,  Drs.  E.  II.  Terrell  and 
Stuart  Michaux,  of  Richmond.  Dr.  I.  C.  Har- 
rison was  elected  to  represent  the  Society  in 
the  House  of  Delegates  at  the  Petersburg  meet- 
ing of  the  State  Society.  The  Society  is  to 
hold  its  next  meeting  at  Danville  on  Septem- 
ber 13th. 

The  Norfolk  County  Medical  Society, 

At  its  annual  meeting  in  June,  elected  Dr. 
N.  G.  Wilson,  of  Norfolk,  as  president,  and 
Dr.  James  H.  Culpepper,  Norfolk,  vice-presi- 
dent. Dr.  Lockburn  B.  Scott,  Norfolk  was  re- 
elected  secretary- treasurer. 

The  Nelson  County  Medical  and  Surgical 

Society, 

At  its  meeting  on  May  31st,  by  unanimous 
vote  decided  to  send  $50.00  to  the  Red  Cross 
for  the  relief  of  the  Mississippi  flood  suffer- 
ers. A resolution  was  adopted  making  the  fee 
for  giving  the  toxin-antitoxin  at  the  clinics 
held  in  Nelson  County  in  co-operation  with  the 
State  Board  of  Health  $1.50  for  each  patient. 
It  was  further  decided  that  these  clinics  should 
be  held  and  given  with  the  consent  and  co- 
operation of  the  doctors  living  in  the  com- 
munity where  given. 

The  Society  will  meet  next  on  the  fourth 
Monday  in  July  at  Lovingston.  The  new  offi- 
cers— Dr.  J.  F.  Thaxton,  Tve  River,  president, 
and  Dr.  W.  I).  Meeks,  Massies  Mill,  secretary- 
treasurer — will  preside  at  this  time. 

Married. 

Dr.  James  Fred  Edmonds,  of  Accomac,  Va., 
and  Miss  Julia  de  Tolson  Dunaway,  of  Rich- 
mond, June  18. 

Dr.  William  Seth  Snyder,  Jr.,  Jefferson 
City,  Mo.,  and  Dr.  Grace  Bryan  Rollins,  of 
Richmond,  June  25. 

Dr.  Francis  J.  Clements  and  Mrs.  Mildred 
Bashaw  Brand,  both  of  Fork  Union,  Va.. 
June  17. 

Dr.  J.  Philip  Jones,  Jr.,  and  Miss  Helen 
Brower  Hickerson,  both  of  Richmond,  June  30. 

Dr.  Holcombe  Harris  Hurt,  of  South  Boston, 
Va.,  and  Miss  Martha  Lee  Adams,  of  Black- 
stone,  Va.,  June  15. 
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Dr.  Harry  A.  Dick,  New  York,  N.  Y..  of  the 
class  of  ’27,  Medical  College  of  Virginia,  and 
Miss  Lillian  H.  Straus,  of  Richmond,  June  12. 

Dr.  William  Cralle  Brann,  of  Village,  Va.,  a 
member  of  the  class  of  ’27,  University  of  Vir- 
ginia, Department  of  Medicine,  and  Miss 
Kathryn  Luise  Tuck,  of  Bluefield,  W.  Va., 
June  23. 

Dr.  Marion  H.  Seawell,  Jackson,  N.  C.,  of 
the  class  of  '26.  Medical  College  of  Virginia, 
and  Miss  Constance  Victoria  Tuttle,  of  Rich- 
mond. June  21. 

Dr.  Earl  J.  Haden,  East  Leake,  Va.,  mem- 
ber of  the  ’27  class,  Medical  College  of  Vir- 
ginia, and  Miss  Anna  Virginia  Headspotli, 
South  Boston,  Va.,  April  21. 

Does  Infant- Welfare  Work  Preserve  the  Un- 
fit? 

It  has  often  been  said  that  the  methods  of 
preventive  medicine  which  has  so  greatly  de- 
creased the  deaths  of  infants  under  one  year 
of  age,  only  preserve  babies  to  die  in  later 
childhood.  Dr.  I.  S.  Falk  of  the  department 
of  hygiene  and  bacteriology  of  the  University 
of  Chicago,  after  a study  of  the  deaths  of 
white  infants  and  children  up  to  the  age  of 
ten  years  during  a quarter  of  a century  period 
in  Chicago,  finds,  on  the  contrary,  that  the 
death  rates  for  the  subsequent  years  are  also 
lower. 

Park  Pavilions  for  Convalescents  in  The 

Netherlands. 

At  the  pavilions  for  convalescents  which  have 
been  established  in  public  parks  in  Amster-' 
dam  and  other  cities  of  The  Netherlands  by 
a private  organization,  the  child  patients  are 
given  general  instruction  and  vocational  train- 
ing. Persons  recovering  from  non-contagious 
diseases  or  suffering  from  incipient  tubercu- 
losis are  admitted  to  these  pavilions  on  pay- 
ment of  a small  fee  and  remain  there  during 
the  day  under  the  care  of  physicians  and 
nurses.  The  usual  period  of  treatment  is  six 
weeks.  The  undertaking  is  maintained  by  con- 
tributions from  the  Red  Cross  and  private  in- 
dividuals and  by  municipal  subsides. 

The  Watson  Medical  Library. 

The  Richmond  Academy  of  Medicine  an- 
nounces that  through  the  generosity  of  Miss 
A.  W.  Archer.  Mrs.  A.  H.  Christian  and  Miss 
Virginia  R.  Archer,  it  has  become  the  very 
fortunate  possessor  of  the  medical  library  of 
the  late  Dr.  George  Watson.  There  are  165 
books  in  the  collection,  the  date  of  publica- 


tion ranging  from  1740  to  1840,  the  authors 
ranging  from  the  well-known  Sydenham, 
Thomas  Hunter,  Bell  and  our  own  Benjamin 
Rush,  who  was  Surgeon-General  in  the  Revo- 
lutionarv  War.  to  lesser  celebrities,  such  as 

t * ' v , * 7 

Robley'  Dunglison  who  was  brought  from 
Europe  by  Jefferson  to  teach  at  the  Univer- 
sity  of  Virginia. 

While  medical  works  of  those  days  were 
not  as  profusely  illustrated  as  at  present, 
many  contain  beautiful  copper-plate  and 
steel  engravings,  which  with  the  clear-cut, 
old-fashioned  text  printed  on  laid  paper, 
which  seems  to  be  coming  into  vogue  again, 
delight  the  eye  and  thrill  one  with  admira- 
tion for  those  old  fathers  in  medicine  who 
with  not  a single  accessory  of  the  present-day 
physician,  and  through  observation  alone,  laid 
well  the  foundations  of  modern  practice. 

The  donors  of  the  books  were  the  daughters 
of  Mr.  and  Mrs.  Robert  S.  Archer  and  grand- 
daughters of  Dr.  Watson.  Dr.  Watson  was 
born  in  Louisa  County  on  February  3,  1784. 
In  1803,  he  was  a student  at  William  and 
Mary  College,  thereafter  entering  the  Uni- 
versity of  Pennsylvania,  and  later  graduat- 
ing in  medicine  in  London,  Edinburgh  and 
Paris.  Returning  to  this  country,  he  came  to 
Richmond  where  he  entered  upon  the  practice 
of  medicine  and  surgery. 

In  May,  1815,  Dr.  Watson  married  Miss 
Anne  Riddle,  of  Alexandria.  In  1825,  he  pur- 
chased the  property  at  the  northeast  corner 
of  Sixth  and  Franklin  streets,  afterwards 
building  the  small,  gray  structure  to  the  north 
of  the  residence,  in  which  he  had  his  offices 
and  lectured  to  medical  students.  His  prac- 
tice was  lucrative,  but  his  life  arduous,  and 
after  forty  years  of  utmost  activity,  his  health 
failed  and  he  retired  to  his  country  home  in 
Louisa  where  he  died  in  1853. 

It  is  believed  that  the  Watson  library  added 
to  the  Miller  collection  will,  when  the  home 
of  the  Academy  is  completed,  enhance  the 
reputation  of  Richmond  as  a medical  center, 
attracting  not  only  the  undergraduate  but  also 
the  graduate  student  interested  in  research  in 
medical  progress  and  history. 

M.  W.  P. 

Addition  to  Stuart  Hospital. 

A splendid  addition  has  just  been  made  to 
St.  Martin’s  Hospital.  Stuart,  Va.  This  was 
opened  early  in  July.  The  new  wing  is  two 
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stories  high  and  of  brick  throughout.  It 
gives  a total  of  twenty-five  rooms  including 
offices,  operating  rooms,  etc.,  and  will  accom- 
modate twenty  patients.  Mrs.  Eggleston,  a 
graduate  of  Edmunds  Hospital,  Danville,  Va., 
is  head  nurse. 

The  hospital  is  owned  and  operated  by  Dr. 
W.  C.  Akers,  a graduate  of  the  former  Uni- 
versity College  of  Medicine,  Richmond,  in 
1912.  ” 

Promotion  at  University  of  Virginia. 

Dr.  William  Edward  Bray,  of  the  Univer- 
sity of  Virginia,  Department  of  Medicine,  has 
been  promoted  from  associate  professor  of 
clinical  diagnosis  to  full  professor  of  clinical 
pathology. 

Dr.  M.  Pierce  Rucker, 

Richmond,  Va.,  was  elected  first  vice-presi- 
dent of  the  Alumni  Association  of  Randolph- 
Macon  College,  at  its  annual  meeting  in  Ash- 
land, Va.,  in  June. 

Visiting  Northern  Medical  Centers. 

Dr.  and  Mrs.  R.  L.  Raiford,  of  F ranklin, 
and  Dr.  and  Mrs.  D.  L.  Harrell,  of  Suffolk,  left 
early  in  July  for  a motor  trip  to  visit  some 
of  the  northern  medical  centers,  including 
Johns  Hopkins  in  Baltimore,  and  the  Jackson 
Clinic  in  Philadelphia. 

Dr.  Roy  L.  Noblin, 

Oxford.  N.  C.,  of  the  class  of  ’24,  Medical 
College  of  Virginia,  went  to  New  York,  the 
middle  of  June,  to  take  post-graduate  work  in 
urology  at  the  New  York  Polyclinic  Medical 
School  and  Hospital. 

School  Dental-Hygiene  Work  Pays. 

Bridgeport,  Conn.,  has  carried  on  school 
dental-hygiene  work  for  ten  years.  Recently 
a dental  survey  was  made  of  24,000  children 
from  the  kindergarten  to  the  eighth  grade  in 
its  public  and  parochial  schools.  Comparing 
the  results  with  those  of  the  examination  of 
1.000  children  in  another  community  of  the 
same  State  where  no  school  dental-hygiene 
work  had  been  done,  it  was  found  that  8 per 
cent  of  the  Bridgeport  children  and  only  2 per 
cent  of  the  children  of  the  other  community 
had  no  fillings  and  no  cavities. 

Findings  for  the  16  racial  groups  among  the 
Bridgeport  children  showed  very  little  differ- 
ence that  could  be  attributed  to  nativity,  but 
children  from  sections  of  the  city  where  the 
standard  of  living'  is  high  had  the  better  teeth. 


Child  Welfare  in  Denmark. 

Copenhagen  has  eight  baby  clinics  supervis- 
ing about  1,200  babies.  An  unusual  feature 
of  these  clinics  is  that  only  breast-fed  infants 
are  admitted.  This  is  done  to  encourage  the 
mothers  to  nurse  their  babies.  Each  mother  is 
given  a quart  of  milk  a day  for  her  own  use 
if  she  attends  the  clinic  regularly. 

Denmark  has  the  distinction  of  having 
placed  dependent  children  in  foster  homes  as 
early  as  1830,  and  this  type  of  placement  has 
become  a characteristic  feature  of  the  Danish 
child-protection  system. 

Dr.  J.  G.  Carter, 

After  a year  spent  in  special  work  in  gyne- 
cology and  obstetrics  in  the  Graduate  School  of 
Medicine  at  the  University  of  Pennsylvania. 
Philadelphia,  has  returned  to  Richmond  and 
resumed  his  practice  at  his  former  home,  115 
West  Twelfth  Street. 

Dr.  E.  E.  Walker, 

After  several  years  at  Scarbro,  West  Vir- 
ginia, has  returned  to  his  former  home  at 
Pamplin,  Va. 

The  West  Virginia  State  Medical  Associa- 
tion 

Held  a most  excellent  meeting  at  White  Sul- 
phur Springs.  W.  Va.,  last  month,  under  the 
presidency  of  Dr.  Chester  R.  Ogden,  of  Clarks- 
burg. The  program  included  a number  of 
prominent  speakers  from  other  states.  A con- 
ference of  county  secretaries  was  held  during 
the  session.  It  was  decided  to  hold  the  1928 
meeting  at  Fairmont  and  the  following  offi- 
cers  were  elected : President,  Dr.  C.  A.  Ray, 
Charleston;  vice-presidents,  Drs.  D.  G.  Pres- 
ton, Lewisburg;  E.  L.  Armbrecht,  Wheeling, 
and  W.  C.  Swann,  Huntington ; treasurer,  Dr. 
T.  M.  Barber,  Charleston;  executive  secretary, 
Mr.  Joe  W.  Savage,  Charleston ; editor  of  West 
Virginia  Medical  Journal , Dr.  James  R.  Bloss, 
Huntington. 

Dr.  Herbert  C.  Jones 

Recently  returned  from  a visit  to  some  of 
the  Northern  clinics  and  announces  the  open- 
ing of  his  office  at  431  West  Washington 
Street,  Petersburg,  Va.,  for  the  practice  of 
surgery. 

The  American  Pediatric  Society, 

At  its  recent  meeting,  elected  Dr.  John  Clax- 
ton  Gittings,  of  Philadelphia,  president,  and 
re-elected  Dr.  Howard  C.  Carpenter,  also  of 
Philadelphia,  secretary.  The  next  meeting  is 
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to  be  Held  in  Washington.  D.  C.,  in  the  Sprint 
of  1928. 

Dr.  A.  B.  Schilling, 

Recently  with  the  U.  S.  Idle  Fleet  at  Lee 
Hall,  Ya.,  is  now  located  at  The  Rochambeau, 
Washington,  D.  C. 

The  Southside  Virginia  Medical  Association 

Met  in  Emporia  on  June  14th,  with  a goodly 
attendance,  and  a very  interesting  and  helpful 
program  was  carried  out.  At  the  close  of  the 
meeting,  the  vistiors  were  tendered  a dinner  at 
the  Emeporia  Hunt  Club  by  the  doctors  of 
Greenesville  County.  Dr.  Wright  Clarkson, 
Petersburg,  is  president,  and  Dr.  K.  L.  Rai- 
ford,  Sedlev,  secretary-treasurer. 

The  Association  will  be  guests  of  the  Mc- 
Guire Clinic  in  Richmond,  on  the  second  Tues- 
day in  September. 

Former  Illinois  Doctors,  Attention! 

Doctors  who  lived  formerly  in  Illinois,  or 
who  are  descendants  of  pioneer  physicians  of 
the  “Illinois  country”  will  hear  with  interest 
that  Volume  One  of  the  “History  of  Medical 
Practice  in  the  State  of  Illinois”  is  ready  for 
delivery. 

The  History  has  been  written  under  the  su- 
pervision of  a committee,  appointed  bv  the 
Illinois  State  Medical  Society  as  a commem- 
oration of  its  seventy-fifth  anniversary  but 
more  especially  to  make  a living  tribute  to 
those  valiant  men  of  the  medical  profession 
who  played  so  able  a part  in  the  exploration, 
settlement  and  development  of  the  Illinois 
countr};. 

This  History  of  medical  practice  in  the  State 
of  Illinois,  embodies  in  the  course  of  its  narra- 
tion. an  interesting  and  illustrated  digest  of 
the  early  efforts  of  white  settlers  in  Illinois, 
with  specific  allusion  to  the  share  in  these 
tasks,  performed  by  medical  men.  Included 
are  portraits  of  rare  interest,  reproductions  of 
historic  documents,  excerpts  from  diaries,  per- 
sonal letters,  human  reminiscences  of  days 
fraught  with  peril,  filled  with  hope,  and  not 
devoid  of  humor,  through  a period  of  about 
250  years.  Attics,  family  albums,  safe  deposit 
vaults,  and  state  records  have  been  ransacked 
to  produce  the  material  needed  for  this  chroni- 
cle, which  is  a miniature  encyclopedia  of  scien- 
tific advance  in  the  Illinois  country,  which 
formerly  included  the  territory  of  about  six  of 
the  Central  States. 

The  edition  is  limited.  It  will  not  be  re- 
printed. A place  in  every  physician’s  library 


is  merited  by  this  volume,  both  as  a tribute  to 
the  men  who  blazed  the  trail  for  modern  scien- 
tific medicine  and  as  an  ever-present  remin- 
der and  authority  as  to  the  great  advances 
being  made  in  medicine  every  day.  Volume 
One  is  now  ready.  Volume  Two  will  follow 
soon.  Future  years  will  bring  other  volumes 
so  that  this  History  will  be  an  ever  virile  monu- 
ment to  the  men  and  incidents  whom  it  would 
honor.  Orders  may  be  sent  to  Committee  on 
Medical  History,  Illinois  State  Medical  So- 
ciety,— Medical  & Dental  Arts  Building,  185 
North  Wabash  Avenue,  Chicago,  Illinois, — 
Charles  J.  Whalen,  M.  D.,  Chairman. 

Tests  Show  High  Food  Value  of  Pork. 

Results  of  scientific  experiments  have  proved 
that  the  public’s  appetite  for  pork  products  has 
a sound  basis.  Bacon  and  eggs  are  no  acci- 
dental combination;  neither  is  a ham  sand- 
wich. There  are  scientific  reasons  which  ex- 
plain also  why  the  energetic  American  People 
consume  pork  so  liberally.  In  recent  years 
the  consumption  of  this  meat  has  amounted  to 
about  fifty  per  cent  of  total  meat  dietary  in  the 
United  States,  according  to  estimates  of  the 
Bureau  of  Animal  Industry,  United  States  De- 
partment of  Agriculture. 

Investigations  conducted  b}^  Ralph  Hoag- 
land,  biochemist  of  this  Bureau,  and  his  asso- 
ciates, have  resulted  in  many  striking  facts 
concerning  products  derived  from  the  lowly 
hog.  The  varying  content  of  proteins,  fats 
and  vitamins  in  different  cuts  explains  the 
popularity  of  swine  products. 

In  summing  up  his  experimental  work  and 
after  considering  the  residts  of  other  investiga- 
tors in  the  field  of  biochemical  research  and 
nutrition,  Mr.  Hoagland  concludes  that,  from 
a scientific  standpoint,  pork  is  justly  entitled 
to  the  high  place  which  it  has  already  as- 
sumed in  the  American  diet.  It  is  particularly 
valuable  as  a source  of  fat  and  energy;  it  com- 
pares favorably  with  other  meats  in  digesti- 
bility; it  contains  a fair  proportion  of  protein 
of  excellent  quality,  and  a liberal  amount  of 
Vitamin  B.  On  account  of  its  high  energy 
value,  pork  is  particularly  valuable  as  a food 
for  persons  engaged  in  heavy  manual  labor. 
The  leaner  cuts,  however,  such  as  ham,  tender- 
loin, and  chops,  may  be  eaten  interchangeably 
with  other  meats  even  by  persons  leading  sed- 
enatry  lives. 

Thus  it  seems  that  the  much  maligned  board- 
ing housekeeper  at  least  had  good  sense  as  to 
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food  values  when  she  served  the  proverbial 
“ham  and  eggs  three  times  a day.” 

Cuba’s  Infant  Mortality  Rate  and  the  Milk 

Supply. 

Cuba’s  high  infant  mortality  rate,  attributed 
mainly  to  gastro-intestinal  disorders,  caused 
the  Government  of  the  island  to  call  a con- 
ference of  public  health  officials  to  consider 
measures  for  regulating  the  milk  supply.  As 
a first  measure,  two  supervising  health  officers 
were  appointed — one  for  urban  and  one  for 
rural  districts. 

Veterans’  Bureau  Hospitals  Approved. 

Brig.  Gen.  Frank  T.  Hines,  director  of  the 
Veterans’  Bureau  has  just  been  advised  that 
everyone  of  the  fifty-two  hospitals  maintained 
and  operated  by  the  Bureau  has  been  fully 
approved  by  the  American  College  of  Sur- 
geons which  is  the  criterion  in  matters  of  this 
kind  in  the  United  States. 

The  Veterans’  Bureau  hospitalization  pro- 
gram is  the  largest  in  the  world,  and  attain- 
ment of  this  high  standard  throughout  the 
service  is  one  of  the  outstanding  features  of 
the  present  administration  of  the  Veterans’ 
Bureau. 

In  announcing  to  the  Director  the  full  ap- 
proval of  these  institutions.  Dr.  M.  T.  Mac- 
Eachern.  Director  of  Hospital  Activities  of 
the  American  College  of  Surgeons,  took  oc- 
casion to  acknowledge  “the  whole  hearted 
support  of  the  Director  and  his  staff  and  the 
personnel  in  the  various  hospitals  consid- 
ered”, as  contributory  factors  in  attaining  the 
100  per  cent  mark. 

Dr.  J.  B.  Harvie  Waring, 

Blanchester,  Ohio,  has  been  invited  to  read 
a paper  before  the  Clinical  Congress  of  Phy- 
sical Therapy  in  Chicago,  next  November. 

A New  American  Medical  Directory  Pub- 
lished. 

For  more  than  twenty  years  the  American 
Medical  Association  has  been  publishing  a di- 
rectory of  the  medical  profession.  Ten  edi- 
tions have  appeared,  the  last  one  (1927)  being 
just  off  the  press. 

The  first  edition  (1906)  contained  128,171 
names  of  physicians  in  the  United  States,  its 
dependencies  and  Canada.  The  new  Tenth 
Edition  includes  164,002  names. 

This  edition  of  the  Directory  contains  10,- 
353  names  which  have  not  appeared  before, 
while  6.052  names  have  been  dropped  on  ac- 
count of  death.  There  were  more  than  60,000 


changes  of  address  in  the  two  year  period 
since  the  last  Directory. 

The  Directory  is  not  only  a list  of  names  and 
addresses  of  physicians,  but  gives  proof  of 
the  right  of  each  physician  listed  to  practice 
medicine — namety,  time  and  place  of  gradu- 
ation and  year  of  license.  In  addition,  so- 
ciety membership,  specialty  and  office  hours 
are  included. 

The  information  concerning  hospitals  and 
sanitariums  of  the  United  States  is  another 
valuable  and  extensive  feature.  Descriptive 
data  appears  following  the  names  of  7,816 
hospitals  and  sanitariums  such  as  type  of  pa- 
tients handled,  capacity,  and  name  of  super- 
intendent or  director. 

The  list  of  physicians  in  each  state  is  pre- 
ceded by  a digest  of  the  laws  governing  medi- 
cal practice  in  that  state ; members  of  licensing 
board;  state  board  of  health;  names  of  city, 
countv  and  district  health  officers;  officers  of 
constituent  state  associations  and  component 
county  and  district  medical  societies.  The 
book  is  one  vast  source  of  reliable  data  con- 
cerning the  personnel  of  the  medical  profes- 
sion and  the  institutions  and  activities  close- 
ly related  to  it.  It  contains  2,575  pages  and 
is  published  and  sold  by  the  American  Medi- 
cal Association,  535  North  Dearborn  Street, 
Chicago. 

Dr.  Harlow  Brooks 

Has  been  appointed  professor  of  Internal 
Medicine  at  the  New  York  Polyclinic  Medical 
School  and  Hospital  of  New  York  City. 

Health  Authorities  Plan  to  Have  Perfect 

Oysters. 

The  oyster  sanitation  work  in  Vii’ginia  has 
recently  been  placed  under  the  control  of 
State  Health  Commissioner,  Dr.  E.  G.  Wil- 
liams. During  a recent  inspection  trip  in  the 
oyster  section,  the  ovstermen  and  others 
agreed  to  support  Dr.  Williams’  plans  to  sani- 
tate the  oyster  area,  in  which  work  the  State 
will  co-operate  with  local  authorities.  As 
typhoid  fever  is  the  one  disease  that  gives 
greatest  cloncern  in  connection  with  raw 
food,  the  plan  is  first  to  eliminate  this  dis- 
ease from  the  oyster  section,  so  that  the  oys- 
ter may  not  get  the  germ. 

Cost  of  Maternity  and  Child- Welfare  Work 

in  Great  Britain. 

During  the  year  ended  March  31,  1926,  the 
Government  of  Great  Britain  expended  the 
equivalent  of  about  $4,350,450  as  grants  in  aid 
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for  maternity  and  child-welfare  work  in  Eng- 
land and  Wales.  During  the  two  previous 
3’ears  almost  as  large  amounts  were  spent  on 
the  work. 

Sex  Education — A Symposium  for  Educa- 
tors. 

The  U.  S.  Public  Health  Service  announces 
the  issuance  of  a new  publication  known  as 
“Sex  Education — A Symposium  for  Educa- 
tors.” which  should  prove  of  special  interest 
and  assistance  to  physicians  and  nurses  who 
are  engaged  in  school  hygiene  or  physical  edu- 
cation. Educators  generally  are  recognizing 
the  importance  of  sex  educational  work,  not 
only  from  the  standpoint  of  venereal  disease 
prevention,  but  also  for  the  purpose  of  in- 
fluencing behavior  and  inculcating  principles 
of  normal  conduct  in  the  growing  child.  This 
publication  discuesses  methods  of  including 
sex  education  with  the  existing  high  school 
curriculum. 

Physicians  will  be  particularly  interested 
in  the  article,  “Sex  Education  as  a Factor  in 
Mental  Hygiene."  This  article  points  out  the 
peculiar  fitness  of  conducting  sex  educational 
work  in  the  high  school,  due  to  the  fact  that 
pupils  of  high  school  age  being  either  at 
puberty  or  in  early  adolescence  are  in  an  es- 
pecially receptive  state  for  such  instruction. 
The  scope  of  this  publication  is  broad  as  its 
purpose  is  really  to  serve  as  a manual  of  the 
various  phases  of  sex  educational  work  in 
schools. 

The  symposium  will  be  sent  free  of  charge 
to  all  interested  physicians  or  nurses.  Appli- 
cation should  be  made  to  the  United  States 
Public  Health  Service.  Division  of  Venereal 
Diseases.  Washington.  D.  C. 

The  American  Surgical  Association. 

At  its  annual  meeting  recently  held  in  Rich- 
mond. elected  Dr.  Emmet  Rixford.  San  Fran- 
cisco, as  president,  and  Dr.  Lincoln  Davis.  Bos- 
ton. secretary.  It  was  decided  to  hold  the  1928 
session  in  Washington.  D.  C. 

Results  of  European  Influenza  Epidemic. 

A bulletin  issued  by  the  League  of  Nations 
states  that  although  the  total  mortality  caused 
by  the  influenza  epidemic  cannot  as  yet  be 
given,  it  would  appear  from  available  statis- 
tics to  have  been  probably  not  less  than  100.- 
000.  possibly  more.  The  epidemic  subsided  in 
March  or  April.  The  western  part  of  Switzer- 
land suffered  at  least  twice  as  much  as  the  re- 
mainder of  the  country,  and  the  town  of  Geneva 


the  most.  In  towns  of  over  20,000.  there  were 
more  deaths  among  women  than  men,  and  a 
good  percentage  of  deaths  from  the  epidemic 
were  among  persons  of  less  than  thirty  years 
of  age. 

Br.  and  Mrs.  D.  W.  Kelly, 

Culpeper.  Va..  left  about  the  middle  of  June 
for  a thirty  day  tour  of  North  America,  which 
included  x-isits  to  Mexico,  the  Pacific  coast  to 
Alaska  and  through  the  Canadian  Rockies 
back  home  by  the  Great  Lakes  and  Chicago, 
thence  to  Washington. 

Dentists  in  the  Ascendency. 

According  to  the  bulletin  issued  by  he  Car- 
negie Foundation  for  the  Advancement  of 
Teaching,  the  number  of  dentists  in  the  United 
States  has  been  growing  moi'e  rapidly  than  the 
general  population,  but  the  distribution  is  very 
irregular.  At  the  end  of  1925,  it  was  found 
that  there  was  in  the  United  States  one  dentist 
to  1.758  population  and  one  physician  to  every 
767  population.  In  the  United  States,  the  num- 
ber of  dentists  has  steadily  been  increasing  on 
a rising  plane  of  requirements  in  both  the  pre- 
liminary and  professional  phases  of  dental 
training. 

We  find  also  that  women  are  showing  an  in- 
creasing tendency  to  engage  in  dental  training. 
While  the  figures  for  1870  show  only  24  women 
dentists,  the  number  estimated  for  1926  is 
2.100.  Nearly  all  dental  schools  in  North 
America  are  open  to  them. 

Dr.  Thomas  W.  M.  Long, 

Of  Roanoke  Rapids,  N.  C..  was  recently 
elected  president  of  the  First  National  Bank 
in  that  place. 

Vaccination  Against  Typhoid  Fever  Advised 

for  Tourists. 

Our  State  Board  of  Health  has  just  issued 
a bulletin  advising  that  all  people  who  intend 
to  travel  by  automobile,  stopping  at  wayside 
inns  or  rural  hotels  for  food  and  drink,  should 
be  vaccinated  against  typhoid  fever. 

The  Illinois  Health  Department  states  that 
there  has  been  a widespread  epidemic  of 
typhoid  fever  in  and  around  Montreal,  Canada, 
since  early  March,  and,  as  there  may  be  many 
sources  of  infection  in  that  city,  suggests  that 
tourists  planning  trips  in  that  vicinity  should 
be  inoculated  against  typhoid. 

It  is  always  well  to  bear  in  mind  the  old 
adage  about  “an  ounce  of  prevention.” 
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Two  Well  Known  Drug  Firms  Consolidate. 

The  Powers- Weightman-Rosengarten  Com- 
pany of  Philadelphia,  on  July  1st  consolidated 
with  Merck  and  Company  of  New  York,  un- 
der the  name  of  the  latter  firm.  Rahway, 
New  Jersey,  will  be  headquarters  for  the  com- 
bined firm.  This  consolidation  brings  together 
two  of  the  best  known  pharmaceutical  houses 
in  this  country,  and  we  extend  to  them  our  best 
wishes  for  continued  success. 

Jefferson  Medical  College  to  be  Enlarged. 

Jefferson  Medical  College,  Philadelphia,  one 
of  the  oldest  medical  institutions  in  this  coun- 
try, recently  put  on  a campaign  for  $1,500,000 
for  improving  and  enlarging  its  activities. 
There  are  6,000  of  its  14,625  graduates  still  ren- 
dering excellent  medical  service  throughout  the 
world.  The  first  class  was  opened  at  Jefferson 
Medical  College  in  October,  1825,  and  the  col- 
lege has  made  wonderful  strides  since.  With 
the  money  raised  in  this  latest  campaign,  a 
twelve-story  brick  building  is  to  be  erected,  to 
match  the  new  sixteen-story  hospital  opened 
in  1924.  The  first  six  floors  will  be  equipped 
at  once  for  medical  school  purposes;  the  other 
six  floors  will  permit  a broadening  of  the  pro- 
gram of  the  cellege  from  time  to  time. 
Summer  Round-up  of  Children. 

The  return  of  summer  is  bringing  again  the 
‘‘round-up”  of  children  who  are  to  enter  school 
for  the  first  time  next  fall,  which  has  been 
carried  on  by  the  National  Congress  of  Par- 
ents and  Teachers.  Last  year  50,000  children 
were  examined,  and  nearly  half  the  defects 
discovered  were  reported  to  have  been  cor- 
rected. In  1926  twice  as  many  States  parti- 
cipated in  the  round-up  as  in  the  previous 
year. 

Successful  Child-Welfare  Work  in  the  West 

and  in  the  Near  East. 

The  making  of  successful  motion  pictures  is 
not  the  only  ambition  of  the  Hollywood  neigh- 
borhood. Los  Angeles  County,  in  which  that 
interesting  settlement  is  situated,  is  making  a 
determined  drive  for  healthier  children.  In 
1926  the  county  health  department  conducted 
55  weekly  child-welfare  conferences  for  well 
children  from  birth  to  6 years  of  age,  and 
over  44,000  visits  were  made  to  them  during 
the  year.  These  were  all  outside  the  city  of 
Los  Angeles.  In  One  district  where  65  per 
cent  of  the  new-born  infants  were  brought  to 
the  health  center,  the  infant  mortality  rate 
for  these  infants  was  12  per  1,000  infant  cases. 


whereas  the  adjusted  rate  for  the  whole  dis- 
trict was  77  per  1,000  live  births. 

Excellent  results  have  followed,  similar 
work  of  the  Patriotic  Institute  of  Athens, 
Greece,  which  in  1926  maintained  10  health 
centers,  caring  for  over  2,000  children. 
Among  the  infants  supervised  by  these  centers 
the  mortality  rate  was  about  one-third  as 
great  as  the  infant  mortality  rate  for  the  city 
as  a whole. 

Dr.  I.  Roy  Wagner, 

Recently  at  the  U.  8.  Veterans'  Hospital,  at 
West  Haven,  Conn.,  has  been  transferred  to  the 
Edward  Hines,  Jr.  Hospital,  at  Maywood,  111. 
The  U.  S.  Civil  Service  Commission, 

Washington,  D.  C.,  announces  open  com- 
petitive examinations  for : 

Physiotherapy  aide,  applications  to  be  on 
file  at  Washington,  D.  C.,  not  later  than  July 
SO  and  November  12,  1927. 

Assistant  medical  officer,  associate  medical 
officer,  medical  officer,  and  senior  medical  offi- 
cer, applications  to  be  rated  as  received  at 
Washington,  D.  C.,  until  December  30. 

Dr.  Richard  H.  Holt, 

Of  the  class  of  ’25,  University  of  Virginia, 
Department  of  Medicine,  after  a year  at 
Marion,  Maryland,  has  located  at  Middleburg, 
Va..  where  he  is  associated  with  Drs.  Spitler 
and  Selby. 

The  American  Board  of  Otolaryngology 

Conducted  an  examination  at  Washington, 
D.  C.,  on  May  16  and  17,  and  at  Spokane, 
Washington  on  June  4.  Of  the  142  men  ex- 
amined at  Washington,  D.  C.,  119  were  passed 
and  23  failed  to  pass  the  examination.  In  Spo- 
kane, the  number  passed  was  46,  and  the  num- 
ber failed  was  6. 

The  next  examination  will  be  held  in  De- 
troit on  September  12,  1927.  The  applications 
for  examination  should  be  sent  to  Dr.  H.  W. 
Loeb,  Secretary,  1402  South  Grand  Boulevard, 
St.  Louis,  Missouri. 

Dr.  R.  A.  Vonderlehr, 

Formerly  of  Richmond,  Va.,  but  now  with 
the  U.  S.  Public  Health  Service,  will  sail  on 
July  26th  for  Europe  where  he  has  been  de- 
tailed for  a three  years’  service.  His  first 'sta- 
tion will  be  at  Cobh,  Irish  Free  State,  where 
his  work  will  be  connected  with  national  im- 
migration and  quarantine  laws,  particularly 
with  the  examination  of  aliens  who  intend  to 
come  to  this  country.  Dr.  and  Mrs.  Vonder- 
lehr are  spending  the  first  half  of  July  in  visit- 
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ing  relatives  in  Northumberland  and  Chester- 
field Counties,  Virginia. 

Dr.  R.  M.  Grimm, 

Of  the  U.  S.  Public  Health  Service,  will  sail 
July  26th,  on  the  ‘‘President  Roosevelt”  for 
Liverpool,  England,  where  he  is  detailed  for 
immigration  and  quarantine  wTork.  Dr.  Grimm 
is  a native  of  Winchester,  Va.,  and  an  alum- 
nus of  Johns  Hopkins  University  School  of 
Medicine  in  the  class  of  '08. 

Dr.  R.  S.  Griffith, 

Of  Basic  City,  Va..  recently  visited  a son 
who  lives  at  Arcadia,  Fla..,  and  reports  a most 
enjovable  trip. 

Dr.  R.  H.  Fuller, 

Recently  of  Clover,  Va.,  has  moved  to  South 
Boston,  Va.,  and  bought  a home  there  which 
he  has  converted  into  a private  hospital. 
Institute  for  Doctors’  Helpers. 

The  University  of  Virginia  will  hold  its  sec- 
ond institute  for  doctors’  helpers  in  Wash- 
ington Hall,  from  August  8th  through  the  12th. 
This  institute,  as  well  as  one  to  be  conducted 
for  colored  women  at  the  Virginia  Normal  and 
Industrial  School  at  Petersburg  from  August 
1st  through  the  5th,  is  to  be  conducted  by 
trained  lecturers  from  the  State  Board  of 
Health.  The  purpose  of  the  courses  is  to  teach 
women  such  elementary  principles  of  nursing 
as  may  qualify  them  to  act  as  bedside  helpers 
when  trained  nurses  are  neither  available  nor 
absolutely  necessary.  The  courses  are  designed 
so  that  they  may  be  particularly  helpful  in 
training  women  to  act  in  confinement  cases. 
The  Medical  College  of  Virginia, 

Richmond,  as  a residuary  legatee  will  receive 
from  the  Martha  Allen  Wise  estate  approxi- 
mately $130,000  for  the  care  and  treatment  of 
patients  at  the  St.  Philip  Hospital,  a large 
modern  colored  institution  owned  and  oper- 
ated by  the  college  for  teaching  purposes. 

Dr.  Leland  O.  Mauldin, 

Greenville,  S.  C.,  who  underwent  an  opera- 
tion for  appendicitis  on  June  10th.  was  well 
enough  to  resume  his  practice  early  in  July. 
The  New7  York  Polyclinic  Medical  School  and 

Hospital 

Has  opened  its  new  Physical  Therapy  de- 
partment, under  the  direction  of  Doctor 
Richard  Kovacs.  Adjunct  Professor  of  Phy- 
sical Therapy.  This  department  will  serve  for 
post-graduate  teaching  of  doctors  and  nurses, 
and  for  clinical  work  in  connection  with  a 
large  general  hospital. 


Dr.  A.  H.  Deekens, 

Richmond,  Va.,  announces  the  removal  of 
his  offices  to  2423  Park  Avenue,  this  city,  for 
the  general  practice  of  medicine. 

Dr.  H.  G.  Longaker, 

Newport  News,  Va.,  wTas  among  those  attend- 
ing the  Shriners’  convention  in  Atlantic  City, 
last  month. 

Doctors  Among  Town  Officers  in  Loudoun 
County,  Va. 

At  the  recent  elections  in  Loudoun  County, 
Virginia,  Dr.  R.  E.  Caldwell  was  elected  mayor 
of  Waterford;  Dr.  W.  D.  Sydnor  mayor  of 
Hamilton;  and  Dr.  H.  A.  Spitler  a member  of 
the  council  of  Middleburg. 

Dr.  George  G.  Chiles, 

Of  the  class  of  ’26,  Medical  College  of  Vir- 
ginia, who  has  just  completed  his  internship 
at  Stuart  Circle  Hospital.  Richmond,  Va.,  is 
visiting  his  parents  at  Strasburg,  Va.,  for  a 
short  time  before  going  to  Durham,  N.  C., 
where  he  will  be  chief  resident  physician  and 
surgeon  at  Watts  Memorial  Hospital. 


Obituary 

Dr.  Edward  Douglas  Davis, 

Retired  physician,  died  at  his  home  in  Win- 
chester, Va.,  June  15,  rather  suddenly,  though 
his  health  had  not  been  good  for  some  time. 
He  was  born  in  Jefferson  County,  West  Vir- 
ginia, nearly  sixty  years  ago.  He  first  gradu- 
ated in  dentistry  and  later  studied  medicine, 
taking  his  medical  degree  from  the  University 
of  Maryland,  Baltimore,  in  1894.  He  lived  at 
one  time  at  Harrisonburg,  Va.,  and  was  then 
a member  of  the  Medical  Society  of  Virginia. 
His  wife  survives  him. 

Mrs.  Amorette  Barker  Wilson, 

Wife  of  Dr.  Archer  A.  Wilson,  an  alumnus 
of  the  Medical  College  of  Virginia,  died  at 
her  home  at  Switchback,  W.  Va.  on  June  12th 
after  an  illness  of  two  years,  of  brain  tumor. 
Besides  her  husband,  she  is  survived  by  her 
parents,  Mr.  and  Mrs.  James  B.  Barker,  and 
four  sisters,  Mrs.  Duncan  Thomas,  Misses 
Margaret.  Jane,  and  Eleanor  Barker,  all  of 
Richmond,  Va.  She  was  married  December 
29,  1923. 
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DIAGNOSIS  OF  THE  ACUTE  ABDOMEN 
IN  CHILDREN.* 

By  F.  H.  SMITH.  M.  D.,  F.  A.  C.  P.,  Abingdon,  Va. 

The  title  of  this  symposium,  The  Acute 
Abdomen  in  Children,  is  an  effort  to  avoid  a 
a fault  common  with  medical  books.  The 
text-books  describe  disease  as  if  the  diagnosis 
were  the  known  quantity,  the  given  factor,  in 
the  equation,  the  symptoms  and  signs  the  un- 
known quantities.  We  are  forced,  thei'efore, 
to  set  up  one  or  more  tentative  diagnoses,  and 
* then  read  through  the  list  of  symptoms  and 
signs  of  these  diseases  to  determine  whether 
or  not  the  case  in  mind  fits  one  or  the  other- 
diagnosis.  At  the  bedside,  the  j roblem  is 
reversed.  The  patient  utters  some  complaint 
which  he  regards  as  the  most  important,  or 
“presenting”  symptom,  together  with  a num- 
ber of  what  may  be  subsidiary  symptoms. 
To  these  w-e  add  what  we  may  bring  out  by 
examination  and  laboratory  research.  Out  of 
these  facts  we  construct  a diagnosis.  In  this 
sense,  in  the  sense  of  a “presenting  symptom”, 
I take  it,  the  phrase,  The  Acute  Abdomen,  is 
used  in  this  symposium. 

Even  so,  the  title  is  still  too  general.  The 
child  with  an  acute  abdominal  condition 
doesn’t  say  he  has  an  “acute  abdomen”.  In 
some  way  or  other,  he  manages  to  convey  to 
our  senses  what,  nine  times  in  ten,  is  his 
major  complaint — his  one  sure  bet — he  has 
the  bellyache!  Hence,  it  is  my  purpose  to 
follow  the  child’s  lead.  I mean  to  take  his 
complaint,  pain,  and  through  it  approach  the 
study  of  the  differential  diagnosis  of  acute 
abdominal  conditions. 

Pain  is,  of  course,  the  expression  of  over- 
stimulation  of  sensory  nerves.  The  child’s 
nervous  system  may  be  said  to  be  normally 
hypersensitive.  That  is,  its  adjustment  or 
balance  is  delicate.  It  takes  slighter  stimuli 
to  induce  response  in  them  than  in  the  adult. 
Hence,  we  expect  a child  to  react  violently  to 
what  is  perhaps  a very  trivial  ailment;  for 
example,  a generalized  convulsion  from  in- 
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testinal  parasites.  Abdominal  pain  is  no  ex- 
ception to  this  rule.  Possibly  this  hypersen- 
sitiveness explains  why  children  pass  so 
readily  into  shock  with  acute  abdominal  con- 
ditions and  at  operation. 

Speaking  generally,  all  hollow  abdominal 
viscera  have  a double  innervation:  the  vagus 
supplies  motor  impulses;  the  sympathetic,  in- 
hibitory. These  antagonistic  impulses  must 
be  nicety  co-ordinated  for  perfect  function. 
To  empty  any  hollow  viscus  there  must  be 
relaxation  of  sphincter  or  lower  segment  at 
the  moment  of  contraction  of  detrusor  fibers. 
A perfectly  adjusted  balance  keeps  the  diges- 
tive functions  out  of  the  realm  of  conscious- 
ness, except  for  a general  sense  of  well-being. 
But  maladjustment  brings  consciousness  of 
pain.  It  is  the  same  mechanism  brought  into 
play  whether  the  disturbing  factor  be  merely 
a mechanical  irritant,  like  an  undigested 
meal,  an  intestinal  parasite,  or  a gall-stone; 
or  irritation  inducing  spasm  at  a distant 
point,  as  the  pylorospasm  of  appendicitis;  or 
the  primary  spasm  and  final  paresis  of  in- 
flammation. In  fact,  there  is  little  difference 
in  the  mechanics  of  any  painful  affection  of 
hollow  viscera. 

The  autonomic  nervous  system  has  a very 
extensive  distribution  outside  of  the  abdomi- 
nal cavity.  It  happens  frequently  that  some 
disturbance  arising;  within  this  extensive  ter- 
ritory  of  the  autonomies  is  referred  to  an- 
other part  supplied  by  the  same  system. 
Hence,  we  may  explain  the  complaint  of  ab- 
dominal pain  in  middle  ear  disease,  and  ear- 
ache with  pneumonia. 

I am  aware  of  the  fact  that  it  is  unortho- 
dox, if  not  actually  bad  form,  to  present  a 
paper  without  numerous  citations  from  pub- 
lished articles,  and  without  extensive  bibliog- 
raphy. Nevertheless,  I shall  take  the  risk 
of  such  criticism,  for  I am  persuaded  that  the 
nearer  we  can  bring  these  sessions  to  the  old- 
time  “experience  meetings”,  the  more  shall  we 
be  edified  thereby.  So  I shall  confess  that 
the  only  “literature”  I have  consulted  is  that 
making  up  13,846  case  histories  of  the  Johns- 
ton Memorial  Hospital. 
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To  be  explicit : We  have  tabulated  all  the 
cases  of  children  under  twelve  years  who 
have  uttered  as  the  major  complaint,  acute 
abdominal  pain.  We  may  have  missed  some 
cases  of  acute  abdominal  disease  in  this  way, 
as  I shall  explain  later.  As  it  is,  we  have 
found  146  cases.  Children  under  twelve  years 
constitute  about  10.5  per  cent  of  our  cases, 
say  1.400.  If  so,  about  10  per  cent  of  all  chil- 
dren, excluding  the  newborn,  came  to  the 
hospital  because  of  abdominal  pain. 

Associated  with  and  revolving  around  the 
complaint  of  pain,  there  were  all  sorts  of 
symptoms  in  all  sorts  of  combinations  Nau- 
sea and  vomiting  are  almost  as  frequent  as 
pain;  fever,  constipation  or  diarrhea  next: 
then  headache,  cough,  urinary  disturbance, 
pain  and  weakness  in  the  lower  limbs,  vagi- 
nal discharge,  even  pain  at  such  remote  parts 
as  the  eve  or  the  ear:  or  bleeding  from  the 
gums,  eruption,  and  so  on,  through  the  list 
of  symptoms  covering  the  whole  range  of 
diseases.  The  very  unexpectedness  of  certain 
symptoms  associated  with  abdominal  pain  has 
more  than  once  been  the  feature  that  has 
saved  us  from  embarrassing  situations. 

We  find  that  of  our  series  the  cause  of  the 
abdominal  pain  was  intra-abdominal  and 
surgical  in  67.8  per  cent.  So  that  the  chances 
are  a little  better  than  two  out  of  three  that 
a child  admitted  to  a hospital  with  abdomi- 
nal pain  has  some  acute  surgical  condition 
within  the  abdomen. 

Just  here,  let  me  caution  you  that  there  are 
at  least  two  sources  of  error  in  following  out 
our  scheme  of  studying  acute  abdominal  con- 
ditions by  way  of  the  complaint  of  pain.  In 
the  first  place,  we  must  remember  that  these 
cases  are  confined  to  children  of  all  ages  up 
to  twelve  years.  It  is  notable  that  there  is  not 
a single  case  of  simple  intestinal  colic  in  the 
list.  Yet  simple  colic  is  the  most  frequent 
cause  of  abdominal  pain  in  young  children. 
A number  of  newborn  babies  in  the  hospital 
have  had  colic,  as  they  have  the  world  over. 
The  reason  they  have  not  been  included  is  be- 
cause the  baby  cannot  say  it  has  a pain  in  the 
abdomen,  and  we  are  including  only  a de- 
clared complaint.  The  same  reason  explains 
any  omissions  that  may  have  occurred  of 
other  cases.  In  them,  though  pain  may  have 
been  present,  we  had  to  supply  the  complaint 
for  the  baby:  Hence  crying,  abdominal  dis- 
tention, a palpable  mass  or  vomiting  and  not 
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pain,  may  have  been  recorded  as  the  major 
complaint.  This  reminds  me  that  the  young- 
est case  of  acute  appendicitis  we  have  recog- 
nized was  in  a baby  of  fourteen  months,  whose 
presenting  symptom  was  diarrhea. 

Then,  too,  remember  these  are  hospital 
cases  and,  therefore,  are  one-sided.  In  a 
sense,  this  is  a pity  for  two  reasons.  Fii-st. 
such  studies  as  this  make  hospital  men  too 
dogmatic  and  critical.  To  say  that  every  case 
of  bellyache  in  children  has  a two-in-three 
chance  of  representing  some  acute  abdominal 
emergency  is  foolish.  Yet,  thinking  only  of 
his  own  experience  in  hospital  work  the  sur- 
geon is  all  too  apt  to  criticize  the  general 
practitioner  when  he  misses  or  mistreats  one 
of  these  cases  that  does  have  a surgical  ab- 
domen out  of  an  untold  number  which  have 
nothing  serious.  On  the  other  hand,  if  it  were 
the  fact,  and  if  that  fact  were  known,  that 
the  chances  were  “fifty-fifty”  that  a child 
with  pain  in  its  abdomen  had  some  serious 
abdominal  emergency,  probably  each  case 
would  be  investigated  until  one  assured  him- 
self that  the  cause  is  trivial.  We  would  then 
have  fewer  of  the  desperate  surgical  cases 
and  more  of  the  earlier  ones. 

At  least,  we  can  say  that  simple  colic  should 
be  attended  with  simple  colicky  pain,  perhaps 
gaseous  distention,  and  nothing  else,  and 
should  be  relieved  promptly  by  an  enema. 

At  the  risk  of  seeming  to  <ro  out  of  mv 
bounds : It  is  next  to  criminal  to  administer 
a purgative  in  the  presence  of  acute  abdomi- 
nal pain;  and  it  is  altogether  criminal  to  do 
so  as  a therapeutic  test  of  the  diagnosis,  on 
the  theory  that  if  the  purgative  goes  through, 
no  obstruction  or  inflammatory  paresis;  if  it 
fails  to  go  through,  there  may  be  such  a 
catastrophe. 

Simple  colic  disposed  of,  injuries  omitted 
because  their  nature  is  obvious,  we  find  the 
following  intra-abdominal  conditions  in  our 
list:  Acute  appendicitis  in  its  several  phases: 
peritonitis,  localized,  regional  or  diffuse;  in- 
tussusception; Meckel's  diverticulum;  stran- 
gulated hernia  ; tuberculosis  of  the  mesenteric 
lymph  nodes;  sarcoma  of  the  ovary;  the  sev- 
eral forms  of  intestinal  toxemia  and  inflam- 
mation; typhoid  and  paratyphoid  fevers. 

This  covers  an  experience  of  about  sixteen 
years,  and  I suppose  will  very  nearly  repre- 
sent the  usual  intra-abdominal  conditions  in 
childhood.  If  so,  thei'e  are  very  few  causes 
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which  give  rise  to  strictly  surgical  emergen- 
cies in  the  child's  abdomen.  Because  of  their 
frequency  and  because  of  their  serious  poten- 
tialities, two  of  these  should  constantly  be 
borne  in  mind.  Acute  appendicitis  and  the 
several  forms  of  acute  intestinal  obstruction 
are  the  great  abdominal  emergencies  of  child- 
hood. Around  the  question  as  to  whether  or 
not  the  child  has  appendicitis  or  obstruction 
revolves  the  whole  problem  of  the  disposition 
to  be  made  of  him.  For,  if  he  has  either,  the 
case  is  imperatively  and  immediately  surgi- 
cal; whereas,  if  both  these  conditions  can  be 
eliminated  from  the  possibilities,  time  may  be 
taken  for  further  study. 

However  time-worn  the  subject,  we  can- 
not harp  too  much  upon  appendicitis  in  chil- 
dren. So  long  as  81  per  cent  of  children  with 
appendicitis  are  admitted  to  the  hospital 
with  gangrenous  or  perforated  appendicitis, 
abscess  or  peritonitis,  someone  is  still  blam- 
able.  I am  frank  to  add  that  it  is  usually  the 
mother  who  has  erred.  The  story  is  so  often 
repeated  that  it  is  only  after  calomel,  oil,  or 
salts  has  failed  to  act,  or  failed  to  relieve  the 
pain,  that  the  doctor  is  called.  However,  the 
fact  remains  that  we  have  lost  only  one  case 
of  appendicitis  operated  upon  before  the  ap- 
pendix had  ruptured,  and  that  death  could 
be  fairly  attributed  to  complicating  pneu- 
monia; whereas  our  mortality  in  the  perfor- 
ated cases  is  22  per  cent. 

Of  the  acute  abdominal,  diseases  entering 
this  hospital,  86  per  cent  were  acute  appen- 
dicitis, or  the  intussusceptive  or  adhesive  type 
of  acute  intestinal  obstruction.  Differentia- 
tion between  the  two  seems  easy,  but  it  is  not 
always  as  easy  as  it  seems.  In  appendicitis, 
we  expect  in  the  early  course  more  fever,  more 
tenderness  and  localized  rigidity,  a higher 
leucocytosis.  In  obstruction,  especially  in  in- 
tussusception, the  pain  is  more  intermittent, 
there  is  more  vomiting,  more  shock;  if  there 
are  stools,  they  are  apt  to  lose  their  fecal  con- 
tent and  to  be  mucous  or  bloody;  and  there 
should  be  little  or  no  fever,  nor  leucocytosis. 

But,  after  all,  differentiation  between  the 
two  is  of  academic  rather  than  practical  in- 
terest. Both  borne  in  mind  as  possibilities, 
we  can  think  out  the  symptoms  and  signs  we 
may  expect.  Acute  abdominal  pain  asso- 
ciated with  vomiting,  moderate  fever,  shock, 
generally  or  locally  tender  and  rigid  walls, 
constipation,  sometimes  diarrhoea,  and  leu- 


cocytosis, will  generally  stand  for  one  or  the 
other  of  the  two  surgical  emergencies  of 
childhood. 

Hernia  should  present  definite  signs;  tu- 
mors of  abdominal  or  pelvic  organs  should  be 
be  palpable ; tuberculous  mesenteric  glands 
usually  give  pain  through  the  adhesive  peri- 
tonitis provoked. 

Occasionally,  even  in  childhood,  we  are 
confronted  with  the  question  of  an  early  dif- 
ferentiation between  acute  appendicitis  and 
the  typhoid  group  of  fevers.  A mistake  in 
either  direction  is  serious.  Typhoid  fever  in 
childhood  is  atypical  oftener  than  typical. 
Acute  pain  is  frequently  the  first  recognized 
complaint.  The  Widal  reaction  appears  too 
late  to  be  helpful.  Practically,  the  most  posi- 
tive differential  clue  is  the  blood  count. 
Acute  abdominal  inflammation  should  be  at- 
tended with  leucocytosis;  typhoid  fever 
should  not.  Unfortunately,  there  are  excep- 
tions in  each  case. 

I do  not  go  far  wrong  when  I say  that 
some  33  per  cent  of  children  admitted  to  the 
hospital  with  abdominal  pain  represent  mis- 
takes or  doubts  in  diagnosis.  This  is  the 
number  whose  trouble  was  outside  the  abdo- 
men, or,  at  least,  non-surgical.  The  great 
majority  of  these  children  would  not  have 
been  sent  to  the  hospital  had  the  physician 
not  thought,  or  feared  some  acute  surgical 
condition.  It  should  not  be  forgotten  that  if 
the  chances  are  two  in  three  that  the  abdo- 
inal  pain  arises  from  acute  surgical  condi- 
tions within  the  abdomen,  the  chances  are  still 
one  in  three  that  it  is  extra-abdominal,  or  ex- 
tra-surgical. at  least.  There  is  about  a 33 
per  cent  chance  of  error  in  accepting  abdomi- 
nal pain  at  its  face  value,  at  least  in  child- 
hood. 

Of  our  series,  about  29  per  cent  of  these  ex- 
ceptions were  due  to  infections  of  the  upper 
urinary  tract;  about  29  per  cent  to  general  in- 
fectious disease;  23  per  cent  to  pneumonia.; 
7 per  cent  to  spinal  or  cord  disease;  the  rest 
were  scattered. 

Ureteral  pain  is  usually  referred  by  the 
child  to  the  abdomen.  An  intermittent  ab- 
dominal pain  associated  with  fever  higher 
and  more  irregular  than  that  of  most  abdom- 
inal diseases;  a cloudy  urine  in  which  are  sus- 
pended purulent  looking  bodies : call  to  mind 
the  possibility  of  that  condition  loosely  called 
pyelitis.  Trite  as  it  sounds,  no  child  should 
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be  submitted  for  surgery  until  its  urine  has 
been  examined  microscopically.  Paradoxical 
as  it  is,  we  wish  sometimes  we  had  never 
looked  at  its  urine.  For,  if  pus  is  present, 
we  may  be  set  right  or  we  may  be  misled  in 
diagnosis.  A little  pus,  even  red  cells  and 
casts,  may  accompany  acute  appendicitis; 
and  the  more  virulent  the  attack,  it  seems,  the 
more  apt  is  this  confusion  to  arise.  It  is  just 
as  true,  and  introduces  just  as  much  bewilder- 
ment, to  admit  that  a violent  case  of  “pyeli- 
tis” may  have  no  pus  in  the  urine  at  some 
one  examination.  The  pus  is  temporarily 
dammed  back.  A saving  sixth  sense  some 
times  comes  to  the  rescue  and  sets  us  straight. 

We  all  know  why  the  child  should  refer  to 
its  abdomen  pain  originating  in  the  chest  or 
spine.  The  abdominal  walls  are  supplied  on 
the  one  hand  by  branches  communicating  with 
the  lower  intercostals  supplying  the  parietal 
pleura  and  the  outer  half  of  the  diaphragm; 
and,  also,  by  branches  coming  off  directly 
from  the  lower  thoracic  and  lumbar  cord.  It 
is  a well  known  law  of  nerve  pain  that  it  is 
referred  to  its  peripheral  termination.  The 
child,  therefore,  refers  the  pains  of  its  chest 
and  back  to  the  abdomen. 

Whether  or  not  the  pneumonic  patch  can 
yet  be  demonstrated,  we  are  very  suspicious 
of  an  abdominal  diagnosis  when  the  child 
has  a flushed  face,  visible  waving  of  the  alae 
nasi,  its  respiratory  rate  is  disproportionately 
rapid,  and  its  leucocytosis  higher  than  the 
average  in  acute  abdominal  inflammation.  It 
is  not  often  that  attentive  observation  fails 
to  bring  out  a patch  of  pleurisy  at  least. 

As  a ride,  the  only  difficulty  in  diagnosis 
in  the  spinal  cases  arises  from  failure  to  look 
at  the  back.  A definite  kyphos,  spastic  spi- 
nal and,  possibly,  leg  muscles,  pain  and  ten- 
derness radiating  around  the  left  flank  as  well 
as  the  right,  should  make  the  diagnosis  of 
abdominal  pain  in  such  a case  certain.  In 
this  series  there  is  a very  interesting  case  of 
bilateral  herpes  zoster  of  the  abdominal  wall 
in  a young  child. 

All  of  us  know,  too,  the  frequency  of  com- 
plaint of  abdominal  pain  at  the  onset  of  prac- 
tically any  one  of  the  acute  infectious  dis- 
eases. It  was  a common  source  of  chargrin 
during  the  influenza  epidemic,  for  instance,  to 
refer  a case  of  influenza  for  operation.  So  we 
have  had  referred  cases  of  acute  tonsillitis, 
lymphadenitis  and  lymphangitis,  bronchitis, 


rheumatic  fever  and  Devil's  grip.  Two  of  the 
cases  are  especially  interesting.  They  were 
instances  of  Henoch’s  or  abdominal  purpura, 
fortunately  saved  from  operation  by  the  pres- 
ence of  purpuric  spots  on  the  surface.  Had 
it  not  been  for  the  presence  of  these  spots, 
we  would  almost  certainly  not  have  thought 
of  the  special  blood  examinations  necessary  to 
determine  the  diagnosis. 

And  so  there  is  no  easy  or  certain  rule  of 
diagnosis.  The  game  would  lose  much  of  its 
interest,  if  there  were. 

The  conclusion  is  a very  obvious  one  to  all 
of  us  in  the  abstract;  namely,  there  can  be  no 
diagnosis  until  a complete  history  has  been 
obtained,  a thorough  examination  made.  If, 
in  the  individual  case,  the  child  be  literally 
stripped  and  examined  from  head  to  toe,  then 
diagnosis  in  pediatrics  will  likewise  be  strip- 
ped of  much  of  its  difficulty. 

George  Ben  Johnston  Memorial  Hospital. 


SURGICAL  TREATMENT  OF  THE  ACUTE 
ABDOMEN  IN  THE  CHILD  UNDER 
TEN  YEARS  OLD." 

By  W.  C.  CAUDILL,  M.  D„  Pearisburg.  Va. 

St.  Elizabeth's  Hospital. 

Fortunately,  the  child  under  ten  is  not  sub- 
ject to  all  the  acute  surgical  conditions  pe- 
culiar to  the  abdomen  of  the  adult.  But 
among  those  that  do  occur  are  numbered  some 
of  the  most  serious  and  most  disastrous  in  the 
entire  realm  of  surgery.  Gastric  and  duode- 
nal ulcer,  acute  cholecystitis  and  diseases  of 
the  adnexa  are  rarely  found  in  the  child  un- 
der ten.  On  the  other  hand,  acute  appendi- 
citis, intestinal  obstruction,  general  peritoni- 
tis and  abdominal  injuries  occur  frequently. 
Strangulated  hernia  and  acute  pancreatitis 
are  observed  less  frequently. 

As  a general  rule,  the  young  child  is  con- 
sidered  a poor  surgical  risk.  This  is  ac- 
counted for  in  part  by  a number  of  anatomic 
and  physiological  factors  more  or  less  pe- 
culiar to  the  child.  The  relatively  high  posi- 
tion of  the  caecum  may  make  it  possible  for 
a ruptured  appendix  or  an  appendicular 
abscess  to  be  placed  high  in  the  abdominal 
cavity  from  which  infection  is  more  serious. 
Occasionally  the  excessive  mobility  of  the 
colon  is  undoubtedly  favorable  to  intussus- 
ception. On  account  of  the  short  omentum, 

*Read  before  the  Southwestern  Virginia  Medical  Society, 
at  Pulaski,  Va.,  March  24-25,  1927,  as  part  of  a symposium  on 
“The  Acute  Abdomen  in  Children  Under  Ten  Years  of  Age.” 
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a perforated  appendix  that  otherwise  would 
have  become  a walled  off  abscess  may  result 
in  a general  diffuse  peritonitis.  The  process 
of  digestion  and  metabolism  in  the  child  is 
delicate  and  easily  upset.  The  adjustments 
of  water  and  mineral  salts  in  the  tissues  may 
be  disturbed  by  slight  influences  about  which 
as  yet  little  is  clearly  understood.  The  in- 
efficiency of  the  child’s  heat  regulating  ap- 
paratus. the  undeveloped  state  of  the  auto- 
nomic nervous  system,  which  is  often  over- 
sensitive and  poorly  controlled,  and  the  un- 
stable circulatory  system,  all  play  a part  in 
making  surgery  of  the  young  child  more 
hazardous. 

Appendicitis. — This  is  by  far  the  most 
frequently  acute  surgical  condition  of  the  ab- 
domen of  the  child,  and  no  subject  has  been 
more  freely  and  thoroughly  discussed.  The 
mortality  rate  and  the  time  for  operation 
have  received  more  attention  than  the  technic 
of  the  operation.  It  is  now  fairly  well  set- 
tled that  the  safest  method  of  treatment  is 
operation  at  the  earliest  possible  time  after 
the  diagnosis  is  made  and  that,  irrespective  of 
the  number  of  days  that  have  elapsed  since 
the  onset  of  symptoms.  However,  it  must  be 
freely  admitted  that  occasionally  a case  which 
is  localizing  may  result  fatally  if  interfered 
with;  and  also,  if  the  conservative  method  of 
treatment  be  adopted,  some  lives  will  be  lost 
as  a result  of  the  delay.  The  course  fraught 
with  the  greatest  danger  is  hard  to  determine. 
If  it  could  always  be  accurately  determined 
whether  or  not  the  infection  is  de^nitely  lo- 
calizing, then  the  choice  of  procedure  could 
be  more  readily  made.  But  again,  it  must 
be  admitted  that  this  cannot  always  be  done, 
even  by  the  surgeons  of  greatest  experience ; 
hence,  we  are  forced  to  rely  upon  our  surgi- 
cal judgment  and  the  individual  merits  of  the 
case. 

We  frequently  see  a child  brought  in  to  the 
hospital  with  a history  of  an  attack  that 
started  several  days  ago.  The  chances  are  that 
a correct  diagnosis  of  acute  appendicitis  was 
made  in  the  beginning  of  the  attack,  and  that 
immediate  operation  was  advised  by  the  at- 
tending- physician.  But  there  were  extenuat- 
ing circumstances  and  after  a strong  argu- 
ment with  the  parents  the  physician  acquiesced 
and  the  chance  was  taken  to  leave  the  child 
alone  and  hope  the  attack  would  soon  pass 
off.  But  the  attack  did  not  pass  off,  several 


days  elapsed,  and  now  the  picture  is  that  of 
a critically  ill  child.  The  child  is  probably 
a blond,  very  pale  and  with  pinched  expres- 
sion. The  temperature  is  subnormal,  and  the 
blood  count  is  normal  or  below  with  a slight 
increase  of  polys.  The  abdomen  is  dis- 
tended with  more  or  less  rigidity  and  tender- 
ness over  its  entire  area,  being  intensified  in 
the  right  lower  quadrant.  It  is  evident  we 
are  dealing  with  a ruptured  appendix  with 
general  diffuse  peritonitis  and  that  nature  has 
utterly  failed  in  every  attempt  at  localization. 
It  is  from  such  cases  as  this  that  the  mor- 
tality is  usually  drawn.  Should  this  child  be 
operated  upon  as  soon  as  it  enters  the  hos- 
pital? It  has  been  our  custom  in  the  past  to 
do  so,  and  we  believe  it  is  the  same  in  most 
of  the  hospitals  throughout  the  state.  But  I 
believe  that  instead  of  operating  on  a child 
of  this  type  as  soon  as  it  enters  the  hospital, 
it  should  first  be  put  to  bed  in  a Fowler  po- 
sition, stomach  washed  if  it  is  vomiting,  heat 
applied  externally,  dextrose  given  intraven- 
ously and  by  proctoclysis,  and  hot  fomenta- 
tions applied  over  the  abdomen.  After  sev- 
eral hours,  or  perhaps  several  days,  if  con- 
tinued improvement  is  noted,  opening  the 
peritoneal  cavity  under  local  anesthesia  and 
inserting  drainage  will  give  the  child  the 
greater  chance  for  recovery. 

But  of  course,  how  much  greater  would 
have  been  the  chance  for  this  child  if  opera- 
tion had  been  done  within  the  first  few  hours 
after  the  beginning  of  the  attack? 

The  high  mortality  rate  of  appendicitis  has 
been  recently  pointed  out  and  emphasized  by 
Willis  and  others.  It  is  evident  the  mortality 
is  still  too  high  and  that  no  appreciative  re- 
duction has  been  noted  in  the  past  few  years. 
Effective  reduction  in  the  mortality  rate  will 
not  depend,  half  so  much,  upon  whether  the 
child  is  operated  upon  as  soon  as  it  enters  the 
hospital  or  a few  days  afterwards,  as  it  will 
upon  operation  within  the  first  few  hours  of 
the  attack.  If  a vigorous  educational  cam- 
paign were  carried  on  emphasizing  the  fact 
that  it  is  vitally  important  that  the  child  be 
operated  upon  not  only  during  the  first  at- 
tack, but  within  the  first  few  hours  of  the 
acute  attack,  to  my  mind  it  would  do  more 
to  lower  the  mortality  rate  than  any  change 
in  the  method  or  technic  of  the  operation. 
The  attending  physician  should  clearly  point 
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out  the  dangers  of  delay,  and  stubbornly  hold 
out  for  immediate  operation. 

The  technic  for  appendectomy,  both  for  the 
simple  and  complicated  case,  is  now  fairly 
well  standardized.  Therefore,  I do  not  deem 
it  necessary  to  go  into  detail  on  this  subject. 
I should  merely  like  to  emphasize  a few  points 
already  well  known. 

Great  care  should  be  exercised  to  avoid  in- 
jury to  any  nerve,  lest  wasting  of  the  muscle 
fibers  involved  be  caused  and  a hernia  result. 
I try  carefully  to  preserve  the  small  nerves 
that  are  frequently  isolated  in  separating  the 
muscle  fibers  of  the  rectus.  The  abscess  or  in- 
fected area  should  be  carefully  and  thorough- 
ly screened  off  from  the  rest  of  the  abdominal 
cavity  to  avoid  actually  extending  an  infec- 
tive focus  that  has  already  become  limited  or 
definitely  circumscribed.  So  far  as  possible, 
all  raw  surfaces  must  be  covered  with  peri- 
toneum as  there  is  a distinct  risk  of  conse- 
quent intestinal  obstruction  due  to  adhesions. 
When  an  abscess  forms  around  a perforated 
appendix,  lying  in  front  of  the  ileum  in  the 
center  of  the  abdomen,  a very  dangerous  con- 
dition is  produced.  In  this  position  it  is  im- 
portant to  do  the  minimum  of  breaking  down 
of  adhesions  but  the  appendix  should  be  re- 
moved in  the  majority  of  cases.  If  the  ab- 
scess be  behind  the  end  of  the  ileum,  it  is  very 
likely  that  the  condition  may  be  accompanied 
by  obstruction  of  the  end  of  the  ileum,  which 
is  a serious  condition. 

The  question  of  drainage  lias  undergone 
considerable  change  during  the  last  few  years. 
The  peritoneal  cavity  is  now  being  closed  with 
much  more  boldness  than  formerly;  how- 
ever, there  are  eminent  authorities  who  warn 
against  this  procedure.  Cope  says  "We  have 
tried  the  method  of  closure  of  the  abdomen 
without  drainage  in  cases  of  perforated  ap- 
pendix which  seem  more  suitable  than  any 
others  for  such  treatment  and  we  have  re- 
gretted it  nearly  every  time.  We  therefore 
consider  that  the  risk  of  drainage  is  less  than 
no  drainage,  for  the  cases  referred  to  were 
such  as  would,  in  our  experience,  have  given 
no  trouble  with  drainage.”  Our  experience, 
coincides  with  that  of  Cope  and  we  feel  that 
it  is  usually  better  to  drain  these  cases. 

Intestinal  Obstruction. — There  is  per- 
haps no  condition  that  the  surgeon  is  called 
upon  to  treat  that  presents  a more  grave  and 
disastrous  emergency  than  that  of  intestinal 


obstruction  in  a young  child.  What  has  been 
said  about  the  urgency  for  early  operation  in 
acute  appendicitis  holds  good  for  intestinal 
obstruction  with  ten-fold  more  emphasis. 
The  danger  of  the  condition  increases,  almost 
wtih  geometrical  progression,  with  every  hour 
that  elapses  before  operation.  Moynihan  says 
“It  is  not  too  much  to  say  that  in  a consecu- 
tive series  of  twenty  cases  of  average  inten- 
sity,  the  condition  disclosed  at  operation  will 
show  that  in  at  least  fifteen  operation  has 
been  too  long  deferred”.  The  greatest  pre- 
caution should  be  observed  in  the  use  of  mor- 
phine in  the  beginning  of  these  cases.  The 
free  and  injudicious  administration  of  mor- 
phine is  responsible  for  many  a disastrous  re- 
sult in  cases  of  acute  obstruction. 

There  are  two  main  factors  to  be  considered 
in  the  treatment  of  every  case  of  intestinal 
obstruction.  The  first,  and  of  lesser  import- 
ance, is  the  mechanical  block  in  the  bowel. 
The  second,  and  unquestionably  the  more 
serious,  is  the  septic  absorption  from  the  in- 
testinal tract.  The  higher  the  obstruction, 
the  more  virulent  are  the  toxins,  and  the 
greater  the  prostration  and  poisoning  pro- 
duced by  them.  In  operating  upon  these 
cases,  three  factors  must  be  kept  constantly  in 
mind  : 

1.  To  relieve  the  obstruction. 

2.  To  deal  with  any  damaged  bowel. 

3.  To  combat  toxemia. 

Gentleness,  speed,  dexterity  and  judgment, 
all  must  be  brought  into  play  if  the  surgeon 
is  to  be  successful  in  his  operation  for  intes- 
tinal obstruction.  Before  starting  the  opera- 
tion. every  means  possible  for  combating 
shock  should  be  at  hand.  As  soon  as  the  peri- 
toneum is  opened  a search  is  made  for  the 
obstruction,  and  if  blood-stained  fluid  es- 
capes, the  cause  is  usually  strangulation  of 
a coil  of  intestine  and  this  will  be  found  most 
freqeuntly  in  the  pelvis.  If  the  fluid  is  clear, 
the  block  may  not  be  so  easily  located,  and  if 
not  uncovered  after  a short  search,  special 
care  must  be  used  in  exploring  the  internal 
openings  of  both  inguinal,  both  femoral,  and 
the  obturator  canals,  as  well  as  the  duode- 
nojejunal and  retrocecal  regions,  the  fora- 
men of  Winslow,  the  common  mesentery  and 
the  meso-sigmoid.  With  the  obstruction 
found  and  released,  two  important  questions 
must  be  settled  at  once:  first  “does  any  bowel 
need  resection?”;  second,  “should  an  enteros- 
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tomy  be  performed  ?”  In  many  cases  it  will 
be  easy  to  determine  whether  the  bowel 
should  or  should  not  be  resected.  The  diffi- 
cult cases  are  those  in  which  the  bowel  ap- 
pears almost  black  when  released,  but  which 
under  treatment  by  warm  saline  gradually 
recovers  its  circulation,  and  to  a certain  ex- 
tent its  elasticity,  but  still  is  far  from  nor- 
mal. The  characteristics  of  healthy  bowel 
are  a pink  color,  a glistening  peritoneal  sur- 
face, and  elasticity.  If  intestine  which  has 
been  strangled  does  not  fairly  quickly  regain 
these  three  characteristics,  it  is  generally 
wiser  to  resect  it. 

When  it  is  impossible  to  relieve  the  obstruc- 
tion, and  unwise  to  do  a lateral  anastomosis, 
then  it  is  necessary  to  relieve  the  acute  symp- 
toms by  means  of  an  enterostomy.  Or  the  ob- 
struction may  have  been  successfully  relieved 
and  on  account  of  the  severe  toxemia  it  may 
be  wise  to  do  an  enterostomy  in  order  to  drain 
the  foul  material  from  the  intestine  and  avoid 
flooding  the  system  with  the  virulent  toxins. 
It  must  be  remembered,  however,  as  Moyni- 
han  points  out,  that  by  reason  of  the  enteros- 
tomy the  patient  may  rally  from  his  prostrate 
or  even  moribund  condition,  while  an  ensnared 
loop  of  bowel,  a volvulus  or  an  intussuscep- 
tion may  be  progressing  steadily  toward  gan- 
grene. He  says  the  operation  of  enterostomy, 
therefore,  though  undoubtedly  a life-saving 
measure  to  be  remembered  and  employed 
when  circumstances  dictate,  is,  nevertheless, 
one  to  be  used  with  reluctance,  to  be  consid- 
ered only  in  the  last  extremity  of  the  patient’s 
distress. 

It  will  require  too  much  time  to  give  in 
detail  the  different  techniques  of  intestinal 
resection,  and  I therefore  merely  wish  to  say 
that  every  surgeon  should  have  in  mind  a 
pretty  definite  program  which  he  proposes  to 
follow  in  performing  this  operation.  We 
have  found  it  very  helpful  to  operate  a dog 
house  in  order  to  keep  the  technique  con- 
stantly fresh  in  mind,  and  at  the  same  time 
have  much  practice  in  intestinal  suturing. 
We  would  recommend  this  to  other  small 
clinics  who  do  not  do  a great  deal  of  this 
work. 


It  was  a hot  day  and  eight  cars  were  waiting  their 
turn  at  a filling  station.  The  last  one  was  a steam- 
ing little  rattler.  Finally  it  got  its  turn,  and  the 
peevish  attendant  yelled:  “How  many  gallons?” 

The  driver  of  the  thing  held  up  one  finger. 

“Say,"  bellowed  the  attendant,  “what  are  you  tryin’ 
to  do?  Wean  it?” — (Selected) . 


OUR  OBSTETRIC  PROBLEM.* 

By  L.  A.  CALKINS,  M.  D.,  Ph.D.,  University,  Va. 

Pregnancy  and  labor  is  a physiological  pro- 
cess. Should  we  challenge  such  a statement? 
Well,  we  might. 

There  are  in  Virginia  each  year  five  hun- 
dred mothers  and  over  five  thousand  babies 
who  lose  their  lives  as  a result  of  this  so-called 
“physiological  process”.  Such  a loss  of  life  is 
hardly  consistent  with  the  terms  “normal”  or 
“physiological”.  As  students  we  were  told  that 
there  was  no  such  thing  as  a normal  preg- 
nancy, or  else  our  teachers  handled  the  sub- 
ject by  merely  failing  to  define  a normal 
pregnancy.  In  the  last  fifteen  years  obstetric 
knowledge  and  investigation  has  made  truly 
remarkable  advances.  However,  the  mortal- 
ity rates  for  both  mothers  and  babies  have 
not  materially  decreased  in  that  time.  What 
can  be  the  reason  or  reasons  for  this  lack  of 
improvement?  It  must  either  be  that  the 
people  at  large,  knowing  what  should  be 
done,  have  failed  to  take  advantage  and  make 
proper  use  of  their  knowledge,  or  it  must  be 
that  the  people  at  large  have  not  become  ac- 
quainted with  the  facts,  and  that  the  medi- 
cal profession  has  failed  to  extend  this  knowl- 
edge to  the  people.  I think  you  will  agree 
that,  in  general,  the  latter  supposition  is  more 
nearly  correct  than  the  former.  The  medical 
knowledge  of  the  general  public  has,  how- 
ever, been  greatly  improved  in  the  past  ten 
years  along  all  lines.  Obstetrics  has  come  in 
for  its  share,  and  people  today  are  asking 
for  more  and  better  maternity  care  and  are 
demanding  more  of  the  profession  in  this  re- 
spect, in  so  far  as  their  knowledge  and  pocket 
books  will  permit. 

We  cannot  over-estimate  the  good  results 
from  the  syndicated  talks  of  Drs.  Evans  and 
Copeland  appearing  in  The  Daily  Press. 
Public  health  organizations  bv  their  clinics 
and  free  literature  have  also  done  a world  of 
good.  The  individual  physician,  on  the  other 
hand,  has  been  a bit  backward  in  educating 
his  own  clientele  and  the  general  public  in 
his  own  community  because  of  his  fear  that 
people  would  consider  him  to  be  advertising 
Lis  work  or  his  fear  that  he  would  be  over- 
stepping the  bounds  of  medical  ethics.  Ways 
and  means  have,  however,  been  found  in  some 
few  localities  whereby,  through  radio  talks  or 

*Read  before  the  South  Piedmont  Medical  Society,  April  19, 
1927,  at  Lynchburg,  Va. 
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public  lectures,  sponsored  by  local  medical 
societies,  people  have  been  given  maternal 
welfare  instruction,  sometimes  in  the  case  of 
radio  talks  without  announcing  the  name  of 
the  speaker.  Perhaps  the  most  concrete  and 
effective  education  of  the  public,  when  em- 
ployed, has  been  the  individual  physician’s 
advice  and  instruction  to  his  own  private  pa- 
tients. This  advice  is,  and  always  will  be, 
given  the  closest  consideration  and  obedience 
by  the  individual  patient. 

Just  what  do  we  now  know,  of  a useful 
nature,  that  we  did  not  know  fifteen  years 
ago?  There  are  three  things  of  major  im- 
portance that  are  largely  developments  of  the 
last  fifteen  years. 

First,  it  has  been  shown  that,  if  one  will 
employ  the  rectal  examination  as  a routine 
measure,  in  place  of  the  vaginal  examination, 
he  will  reduce  his  incidence  of  puerperal  sep- 
sis by  one-half.  If  we  have  only  half  as  many 
cases  of  septicemia,  we  will  probably  have 
only  half  as  many  deaths.  This  would  mean 
in  Virginia  a saving  of  seventy-five  to  a hun- 
dred mothers  a year. 

Second,  we  have  learned  that,  if  we  will 
take  the  blood  pressure  and  do  a urinalysis 
on  our  pregnancy  cases  once  a month  through- 
out the  first  seven  months,  and  more  fre- 
quently in  the  last  two  months,  we  can  reduce 
the  incidence  of  severe  pre-eclamptic  toxemia, 
nephritic  toxemia  and  eclampsia  by  three- 
fourths  to  four-fifths.  This  would  mean  a 
saving  of  one  hundred  to  one  hundred  and 
twenty-five  mothers  a year  in  Virginia.  It 
would  also  mean  a saving  of  about  four  hun- 
dred babies  a year. 

Third,  we  have  learned  that,  if  we  will  treat 
all  cases  of  syphilis  during  pregnane}',  nearly 
one  hundred  per  cent  of  such  babies  will  be 
born  alive  and  well.  This  would  mean  very 
little  saving  in  life  as  far  as  the  mothers  are 
concerned,  but  would  constitute  a saving  of 
nearly  a thousand  babies  a year  in  this  State. 

Very  simple  facts  these  three,  easily  han- 
dled— and  yet,  in  general,  not  sufficiently  ap- 
preciated. We  have  all  heard  a physician  say 
that  his  patient  was  not  suffering  from  any 
toxemia  because  he  had  examined  her  urine 
six  or  weight  weeks  previously.  It  is  well 
known  that  most  toxemias  become  fully  de- 
veloped within  a period  of  two  to  four  weeks. 
Moreover,  I have  seen  several  patients  with 
severe  toxemias,  whose  blood  pressure  was  not 


over  1-10  systolic,  and  many  other  women  with 
blood  pressures  of  160  and  170  who  had  little 
or  no  toxemia.  The  difference  between  these 
two  classes  obviously  is  that  the  first  group 
had  normal  blood  pressures  of  100  to  110, 
whereas  the  second  group  had  normal  blood 
pressures  of  160  to  170.  We  must,  therefore, 
if  we  are  to  detect  early  toxemias,  have  sev- 
eral blood  pressure  readings  on  each  indivi- 
dual early  in  her  pregnancy  so  that  when  a 
toxemia  appears  later  in  her  pregnancy  we 
can  detect  the  change  in  her  blood  pressure. 
It  is  this  change  in  the  blood  pressure  rather 
than  the  actual  height  of  the  blood  pressure 
which  is  so  important. 

The  syphilis  problem  is  a very  simple  one 
if  we  will  just  remember  that  it  is  often  im- 
possible to  diagnose  syphilis  from  either  his- 
tory or  physical  examination.  The  answer  is 
obvious.  We  cannot  know  that  syphilis  is 
present  in  such  cases  without  the  help  of  a 
Wassermann  test.  I do  not  mean  to  say  for 
a moment  that  the  Wassermann  is  thoroughly 
reliable.  Especially  is  this  true  of  the  so- 
called  “partially  positive”  or  “two-plus”  Was- 
sermanns.  The  repeatedly  four-plus  Wasser- 
mann, however,  is  not  often  to  be  doubted,  and 
it  would  be  far  better  to  treat  all  four-plus 
Wassermann  cases  than  to  allow  any  material 
number  to  go  untreated.  The  State  Board  of 
Health  is  affording  us  an  excellent  service  in 
this  field. 

The  use  of  the  rectal  examination  as  a rou- 
tine measure  during  labor  speaks  for  itself. 
True,  it  is  a little  more  difficult  to  become 
expert  in  the  use  of  the  rectal  examination 
than  it  is  to  gain  proficiency  in  the  use  of  the 
vaginal  examination.  It  is  also  true  that  one 
cannot  always  rely  entirely  on  his  rectal  ex- 
amination findings,  and  finds  it  necessary  to 
do  an  occasional  vaginal  examination.  It  is 
a fact,  however,  that  every  physician  who  has 
done  a large  number  of  rectal  examinations 
comes  to  prefer  this  method  as  a routine  pro- 
cedure, and  therefore  would  not  consider 
doing  a vaginal  examination  except  in  the 
rare  case  where  it  becomes  necessary. 

I would  consider  the  above  named  three 
points  as  the  most  important  developments 
of  the  last  fifteen  or  twenty  years.  I might 
add  that  we  are  still  not  taking  the  greatest 
advantage  of  our  knowledge  gained  previous 
to  this  time.  An  accurate  diagnosis  of  the 
presentation  and  position  of  the  child  and 
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accurate  pelvimetry  will  beyond  doubt  de- 
crease the  mortality  from  the  so-called  “ac- 
cidents” of  labor,  mal-presentation,  prolonged 
labor,  and  disproportion.  This  would  mean 
a savins:  of  twelve  hundred  to  fifteen  hun- 
dred  lives  per  year  in  this  State. 

I once  heard  obstetrics  defined  as  “that 
branch  of  medicine  which  has  for  its  purpose 
the  obtaining  of  live,  healthy  babies  with  as 
little  injury  to  the  mother  as  possible”.  If 
we  are  to  practice  this  branch  of  medicine  to 
the  best  advantage,  according  to  this  defini- 
tion, and  in  the  light  of  our  present  knowl- 
edge, it  would  seem  obligatory  that  we  must 
do  the  following  things  on  everxj  woman  who 
comes  to  us  for  care  during  pregnancy  and 
labor : — 

(1)  Careful  hifctory  and  physical  exami- 
nation. 

(2)  Accurate  internal,  as  well  as  external, 
pelvic  measurements. 

(3)  Wassermann  examination. 

(4)  Blood  pressure  and  urinalysis  once  a 
month  in  the  first  seven  months,  twice  in  the 
eighth  month,  and  once  a week  in  the  ninth 
month. 

(5)  Limit  the  vaginal  examination  to  the 
unusual  case  where  it  is  necessary  and  employ, 
as  a routine  measure,  the  rectal  examination. 

(6)  Determine  the  presentation  and  posi- 
tion of  the  child  at  frequent  intervals  in  the 
latter  part  of  pregnancy  in  order  to  avoid  the 
abnormal  presentations  as  well  as  the  un- 
favorable presentations  as  far  as  possible. 

When  we  do  all  of  these  things  and  do  not 
omit  any  one  of  them,  we  can  readily  differ- 
entiate the  normal  from  the  abnormal  cases, 
and  thereby  decrease  our  present  high  mor- 
tality. We  have  not,  however,  discharged 
our  whole  duty  to  our  patients  and  to  the 
public  in  general  until  we  have  educated  them 
to  the  point  where  they  will  know  how  to  do 
their  part  in  reducing  our  present  high  ma- 
ternal and  infant  mortality. 
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THE  TREATMENT  OF  FRACTURES  OF 
THE  SPINE.* 

By  C.  S.  LAWRENCE,  M.  D.,  F.  A.  C.  S.,  Winston-Salem,  N.  C. 

Lawrence  Hospital. 

Our  experience  with  fractures  of  all  parts 
increases  with  the  progress  of  civilization. 
Good  roads  and  nationad  prosperity  enable  one 
out  of  five  of  us  Americans  to  own  automobiles. 
Many  of  us  can  own  a flying  machine  and 
practically  all  can  afford  a ride  on  a passen- 
ger or  freight  train.  We  are  naturally  a na- 
tion of  travelers,  and  the  faster  we  move  the 
better  pleased  we  are. 

The  spine  comes  in  for  its  share  of  damage, 
and  it  is  with  fractures  of  this  structure  that 
I propose  to  deal.  During  the  past  seven  years 
my  associates  and  I have  dealt  with  thirteen 
fractures  of  some  part  of  the  spinal  column, 
to  wit : 


Third  cervical  vertebra  1 

Fourth  dorsal  vertebra  1 

Sixth  dorsal  vertebra  1 

Twelfth  dorsal  vertebra  1 

Second  lumbar  vertebra 1 

Third  lumbar  vertebra 2 

Fifth  lumbar  vertebra 1 

Transverse  process,  1st  lumbar  vertebra 1 

Transverse  process,  1st,  2nd  and  3rd 

lumbar  vertebrae  1 

Transverse  process,  2nd,  3rd  and  4th 

lumbar  vertebrae  1 

Fourth  sacral  segment  2 


We  have  followed  the  plan  of  operating  on 
all  cases  of  fracture  of  the  spine  where  there  is 
cord  injury  manifested  by  paralysis.  Lami- 
nectomy was  performed  five  times  in  this 
group  of  six  cases  that  had  paralysis  follow- 
ing injury. 

The  sixth  case,  a boy,  aged  sixteen,  fell  from 
a tree,  landing  on  the  buttocks,  and  was  un- 
conscious for  an  hour.  There  was  loss  of  blad- 
der control  for  three  weeks,  but  no  paralysis 
of  legs.  He  came  to  us  four  months  later, 
run  down  in  health,  with  deep  cough,  and 
evening  temperature  103.  There  was  marked 
kyphos  at  the  first  and  second  lumbar  verte- 
brae, with  an  old  fracture  through  body  of 
fifth  lumbar;  no  paralysis,  no  abscess;  there 
were  moist  rales  at  base  of  both  lungs.  The 
spine  was  stretched,  and  cast  applied.  Tem- 
perature was  reduced,  and  cough  relieved, 
and  he  was  discharged  from  hospital  on  twen- 
tieth day,  to  return  for  further  treatment. 
One  year  later  roentgenogram  showed  first 
and  second  lumbar  vertebrae  healed,  no  kyphos, 

•Read  before  the  North  and  South  Carolina  Section  of  the 
American  College  of  Surgeons,  Charlotte,  N.  C.,  January  21, 
1927. 
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the  fifth  lumbar  slightly  deformed,  but  healed. 
I am  of  the  opinion  that  this  case  belongs  to 
the  class  described  by  Kummel,  and  later  by 
Baker,  of  Ann  Arbor,  and  called  ‘‘KummeFs 
disease",  a condition  following  an  injury  to 


Fig.  1. — Fracture  through  sixth  dorsal.  Diastasis  of  the  sixth 
and  seventh  vertebrae,  with  rupture  of  the  pleura. 


the  spine,  coming  on  after  a few  weeks  or 
months,  characterized  by  pain,  disability,  local 
signs  of  bone  injury,  especially  kyphos.  This 
patient  is  now  well  (four  years  after  injury) 
and  working  daily. 

Of  the  five  cases  operated  on  by  laminec- 


Fig.  2. — Two  years  after  injury,  paralysis  from  sixth 
segment  down. 


tomy,  one  died  six  hours  after  operation.  One 
shows  no  improvement,  neurologically. 

The  death  : a young  man.  aged  twenty-three, 
with  fracture  of  third  cervical  vertebra,  the 
result  of  diving,  paralyzed  from  clavicle 
down.  Laminectomy  followed  by  autopsy 
showed  complete  severance  of  the  cord. 

The  patient  that  shows  not  improvement : 
Woman,  aged  twenty-four,  was  struck  by  an 
automobile,  fracturing  the  sixth  dorsal  verte- 
bra. causing  complete  paralysis  below,  asso- 
ciated with  compound  fracture  of  right  tibia 
and  fibula  at  ankle,  and  compound  fracture  of 
fibula  just  below  right  knee.  Operation  re- 


walk  with  aid  of  crutches.  Good  control  of  bladder  and 
rectum. 

vealed  fracture  of  sixth  dorsal  vertebra,  dias- 
tasis of  sixth  and  seventh  dorsal  vertebrae,  rup- 
ture of  capsular  ligament,  dislocation  of 
seventh  ribs  with  opening  into  the  pleura,  both 
sides  of  the  spine.  A few  days  later,  gas  gan- 
grene developed  in  the  foot  and  leg,  necessitat- 
ing amputation  just  below  the  knee.  The  patient 
now  (two  years  after  injury)  is  completely 
paralyzed  from  seventh  segment  down : other- 
wise. she  feels  well,  gets  about  in  rolling  chair, 
and  keeps  herself  occupied  by  hand  work. 
(Figures  1 and  2). 

The  other  patients  upon  whom  operation 
was  performed  are — One:  Fracture  of  twelfth 
dorsal  with  complete  paralysis  below.  Re- 
gained control  of  bladder  and  rectum  and  can 
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walk  with  aid  of  crutches;  sexual  function 
normal— four  years  after  injury.  (Figure  3). 


Fig.  4. — Fracture  of  third  lumbar.  Laminectomy.  Can 
walk  with  aid  of  crutches.  Bladder  and  rectum  normal. 
Eighteen  months  after  injury. 


Two:  Fracture  and  dislocation  of  third  lum- 
bar vertebra;  complete  paralysis  below;  re- 
gained control  of  bladder  and  rectum;  can 
stand  alone  and  walk  with  aid  of  crutches; 
sexual  function  normal — now  eighteen  months 
after  injury.  (Figures  4 and  5). 

Three:  Fracture  of  third  lumbar  vertebra: 
complete  paralysis  below;  regained  control  of 
bladder  and  rectum  can  walk  and  work  as 
laborer — now  seven  years  after  injury. 

Of  the  other  seven  patients  in  this  report, 
one  had  fracture  through  body  of  second  lum- 
bar vertebra,  with  severe  scalp  wound;  no  evi- 
dence of  cord  injury.  Cast  applied  the  seventh 
day  after  injury  (on  his  own  responsibility) 
and  he  left  the  hospital  in  a truck  and  has  not 
been  heard  from  since.  He  was  a rum  runner 
and  preferred  a quiet  retired  sequester  for  his 
convalescence. 

Four:  F racture  through  body  of  fourth  dor- 
sal vertebra,  with  fracture  of  skull;  no  mani- 
festation of  cord  injury;  made  a good  recovery. 

There  were  live  cases  of  less  serious  frac- 
ture, three  fractures  of  one  or  more  lateral  pro- 
cess of  lumbar  vertebra,  and  two  fractures 


through  sacral  segments.  No  case  had  paraly- 
sis, and  all  recovered. 

Treatment 

Upon  admission,  these  patients  are  made  as 
comfortable  as  possible.  A careful  physical 
examination  is  made  to  determine,  if  possible, 
the  location  of  the  fracture.  Roentgenograms 
are  made  until  we  are  statisfied  as  to  the  exist 
ence  of  a fracture  and  its  location.  If  there  is 
cord  injury  to  the  extent  of  paralysis,  we 
operate  as  soon  as  the  condition  of  the  patient 
will  allow.  The  cord  is  exposed  by  removal 
of  the  spinous  processes,  laminar  fragments  of 
bone  and  blood  clots,  making  sure  that  all  pres- 
sure is  removed.  It  is  better  to  go  from  one 
to  two  vertebra  above  the  lesion.  We  have 
not  made  an  effort  in  any  of  our  cases  to  su- 
ture the  cord;  in  fact,  we  do  not  open  the 
dura,  depending  upon  palpation  and  inspection 
for  sub-dural  pressure  due  to  clots.  We  be- 
lieve that  the  risk  of  infection  and  subsequent 
meningitis,  due  to  opening  the  dura  in  the 
presence  of  so  much  trauma,  is  greater  than 
the  chance  of  sub-dural  pressure  due  to 


Fig.  5. — Eighteen  months  after  injury  ; sea  also  Fig.  No.  4. 
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hemorrhage.  The  wound  is  closed  in  layers 
with  catgut,  one  cigarette  drain  down  to  the 
cord,  and  skin  closed  with  linen.  The  patient 
is  placed  on  a firm  bed,  no  cast,  frame  or  other 
restraining  apparatus  being  used.  The  patient 
is  placed  in  the  care  of  an  intelligent,  energetic 
nurse,  who  firmly  believes,  along  with  the  sur- 
geon, that  the  patient  can  be  saved.  The  po- 
sition is  frequently  changed,  every  four  hours 
during  the  day  and  every  six  hours  during 
the  night;  the  back  and  all  paralyzed  parts 


Fig.  6. — Frame  devised  by  Dr.  G.  C.  Cooke,  Lawrence  Clinic, 
for  stretching  the  spine  in  application  of  cast. 


being  bathed  at  each  change  of  position.  The 
legs  are  not  allowed  to  cross  one  another  and 
the  heels  receive  careful  attention.  The  blad- 
der and  rectum  are  under  constant  vigilance. 
xVllow  the  patient  to  go  twelve  hours  and,  if 
he  does  not  void,  catheterize  under  the  strict- 
est aseptic  precautions.  If  pus  appears  in  the 
urine,  irrigate  the  bladder,,  gently,  with  2 per 
cent  solution  of  hot  boric  acid.  It  will  do  no 
harm  to  look  into  the  bladder  occasionally 
with  the  cystoscope  to  survey  the  condition 
of  this  viscus.  The  rectum  is  kept  clean  by 
daily  injections  of  hot  soap  solution,  and  fre- 
quent digital  examinations  are  made  to  be 
sure  that  impaction  of  feces  does  not  occur. 
Keep  the  patient  and  bed  dry  and  fresh.  The 


drain  is  removed  on  the  sixth  to  tenth  day, 
and  the  stitches  in  the  skin  removed  when  the 
judgment  of  the  surgeon  will  permit.  If  the 
patient  does  well,  he  is  gotten  up  at  the  end 
of  the  third  to  sixth  week,  his  spine  being 
stretched  on  a “Cooke  frame”  (see  Figure  6) 
and  a cast  applied  from  hip  to  axilla,  after 
which  time  he  is  allowed  up  in  rolling  chair. 
In  a few  days  he  may  go  home,  to  return 
monthly  for  inspection  and  adjustment  of 
cast.  If  all  is  well,  the  cast  is  removed  entirely 
at  the  end  of  three  to  four  months. 

Under  this  regime,  not  one  of  our  cases  de- 
veloped decubitus  ulcers  in  the  hospital,  and 
only  one  developed  them  after  going  home. 
The  longest  stay  in  hospital  in  this  series  was 
sixty  days,  the  shortest  twenty-eight  days, 
this,  of  course,  including  the  cases  showing 
paralysis,  who  were  operated  upon. 

If  bed  sores  develop,  the  scene  changes  and 
the  case  becomes  more  serious,  and  the  stay  in 
hospital  is  much  prolonged;  however,  in  the 
most  severe  type  of  ulcer  the  patient’s  life 
must  not  be  despaired  of.  I refer  to  the  case 
reported  by  Walter  C.  G.  Kirchner,  of  St. 
Louis,  S.  G.  O.,  June,  1923,  to  show  what 
can  be  done  with  a case  apparently  impossible. 
“Keep  on  keeping  on”  (Riley),  and  we  will 
eventually  make  the  patient  and  ourselves 
happy. 

Cases  of  Less  Serious  Fracture 

It  is  our  opinion  that  all  fractures  of  the 
spine  above  the  sacrum,  it  makes  no  differ- 
ence how  slight,  should  be  treated  with  the 
cast  until  firm  union  has  taken  place.  Hos- 
pitalization is  seldom  necessary  in  fractures  of 
the  spinous  or  transverse  processes,  unless  other 
injuries  exist.  The  two  cases  of  fracture 
through  the  fourth  sacral  segment  were  treated 
by  a well-fitting  pelvic  binder  with  good  re- 
sults. 

In  conclusion,  let  me  emphasize: 

First : Make  a most  careful  examination  of 
all  back  injuries,  especially  roentgenologically. 

Second : Laminectomy  should  be  performed 
in  all  cases  of  paralysis. 

Third  : Careful  nursing  and  frequent  change 
of  position  while  patient  is  con!ined  to  bed 
are  important. 

Fourth : Close  attention  should  be  given  to 
bladder  and  rectum. 

Fifth:  No  cast  or  restraining  apparatus 
should  be  used  until  patient  is  able  to  be  up 
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in  rolling'  chair;  then  cast  should  be  applied 
in  sitting  position  with  spine  stretched. 

Sixth : Require  patient  to  wear  cast  until 
firm  union  has  taken  place,  determined  by 
roentgenogram. 

Seventh : Exercise  and  massage  will  hasten 
muscle  tone. 


VON  JAKSCH’S  DISEASE  AND  SECON- 
DARY ANEMIA  OCCURRING  IN  TWINS 
WITH  REPORT  OF  CASES.* 

By  THOMAS  D.  JONES,  M.  D.,  Richmond,  Va. 

In  order  to  emphasize  some  of  the  points 
that  I wish  to  bring  out  in  connection  with 
these  cases  a brief  discussion  of  the  subject 
might  be  profitable. 

“Anemia  Infantum  Pseudo-leukemia”  or 
von  Jaksch’s  disease,  was  mentioned  by  Gret- 
zel  in  1867,  but  the  fii’st  clear  clinical  descrip- 
tion of  the  condition  was  given  by  von  Jaksch 
in  1889.  He  believed  that  he  was  dealing  with 
a primary  blood  condition  accompanied  by  en- 
largement of  the  spleen  and  liver  and  a definite 
blood  picture  pathognomonic  in  its  nature 
which  was  not  leukemia  but  which  might  at 
any  time  degenerate  into  a leukemia  similar  to 
that  found  in  adults.  Careful  study  of  the 
condition  since  von  Jaksch’s  original  publica- 
tion has,  however,  failed  to  show  that  any  cases 
degenerate  into  true  leukemia.  Some  French 
investigators  at  one  time  considered  it  a pri- 
mary anemia  closely  allied  to  leukemia.  Many 
British  writers  consider  it  a distinct  disease  at 
the  present  time,  while  most  American  authors 
consider  it  a secondary  anemia  with  a rela- 
tively distinct  clinical  picture.  Lucas  and 
• Fleischner  state  that  it  is  probably  a reaction 
to  some  type  of  infection,  the  organism  not  al- 
ways being  the  same,  but  that  the  affect  on  the 
blood  forming  organ  is  the  same.  Sailer  con- 
siders it  a doubtful  clinical  entity,  but  states 
that  in  spite  of  that  fact  it  is  the  most  easily 
recognized  of  all  the  chronic  forms  of  spleno- 
megaly occurring  in  infants.  Aschenheim  and 
Benjamin  apparently  considered  it  a part  of 
the  clincal  picture  of  rickets  and  suggested 
rachitic  splenomegaly  as  the  proper  term  for 
the  disease.  It  is  undoubtedly  often  associated 
with  rickets,  but  may  be  secondary  to  tubercu- 
losis, syphilis,  intestinal  catarrah ; and  a his- 
tory of  other  conditions  recognized  as  causes 
for  secondary  anemia  in  infants  in  general, 


such  as  prematurity,  twins,  improper  feeding 
and  the  like,  is  often  obtained.  The  age  at 
which  it  is  practically  always  seen  is  from 
six  months  to  two  years.  There  have,  how- 
ever, been  cases  reported  as  old  as  four  years. 
The  exact  cause  is  apparently  obscure. 

Prognosis : — Porter  and  Carter  state  that  re- 
covery takes  place  in  from  sixtj'  to  seventy 
per  cent  of  the  cases.  Holt  and  IIoAvland  con- 
sidered the  prognosis  very  grave.  Of  sixteen 
cases  coming  under  their  observation,  twelve 
were  known  to  have  died  and  the  other  four 
were  lost  sight  of.  Lucas  and  Fleischner  state 
that  the  prognosis  should  be  very  good,  but 
that  the  infants  show  little  resistance  to  inter- 
current infections.  Death  may  occur  from  the 
disease  itself,  but  is  more  often  due  to  some 
intereurrent  infection. 

S>'mpto7ns. — There  is  a slowly  progressive 
pallor  which  often  becomes  extreme.  A pete- 
chial rash  is  often  seen  in  the  advanced  cases. 
The  superficial  lymph  nodes  are  often  moder- 
ately enlarged,  but  this  symptom  is  by  no 
means  constant.  The  liver  is  found  to  be  en- 
larged to  a moderate  degree  in  about  fifty  per 
cent  of  the  cases.  Splenic  enlargement  is  a 
constant  finding,  and  it  may  be  enormous,  fill- 
ing the  entire  left  side  of  the  abdomen.  The 
enlargement  is  generalized  and  the  organ  feels 
firm  and  rounded  on  palpation.  There  is  no 
tenderness.  There  is  often  emaciation  which 
may  be  extreme,  although  some  cases  may  ap- 
pear fairly  well  nourished.  The  infants  are 
apathetic,  showing  little  interest  in  their  sur- 
roundings ; the  appetite  and  digestion  are  poor. 
The  blood  picture,  while  subject  to  many  varia- 
tions, is  fairly  characteristic.  The  majority  of 
cases  show  a leucocytosis  of  from  20,000  to 
50,000,  although  there  have  been  cases  re- 
ported in  the  literature  with  a white  cell  count 
as  low  as  5,800  and  as  high  as  80,000.  There 
is  more  often  a relative  increase  in  the  lym- 
phyocvtes,  but  this  is  not  constant.  Monti 
states  that  the  proportion  of  white  cells  to  reds 
may  be  anywhere  from  one  to  one  hundred  or 
one  to  fifteen.  Eosinophiles  are  sometimes 
slightly  increased.  The  red  cells  are  usually 
around  two  million  or  under.  There  is  great 
irregularity  in  size.  Nucleated  reds  are  often 
found  in  considerable  numbers.  The  hemo- 
globin may  be  from  fifteen  to  eighty  per  cent. 

Treatinent. — The  work  of  Bunge  has  shown 
that  the  human  infant  is  born  with  a reserve 
supply  of  iron  in  the  liver  intended  to  last 


*Read  before  the  Richmond  Pediatric  Society,  March  31,  1927. 
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until  he  can  take  food  containing  more  iron 
than  the  small  amount  found  in  milk.  It  has 
also  been  shown  that  the  greater  part  of  this 
reserve  is  stored  during  the  last  three  months 
of  intra-uterine  life,  so  that  the  premature 
baby  is  born  with  a storage  deficiency.  L.  W. 
IIill  has  found  that  infants  fed  on  exclusive 
milk  diet  after  eight  months  often  develop 
severe  anemia.  Therefore,  normal  infants 
should  have  iron  conveying  foods  added  to  the 
diet  after  six  months.  The  principal  foods 
suitable  for  this  purpose  at  this  age  are  egg 
yolk,  prune  sauce,  and  spinach.  Liver  pulp  and 
scraped  beef  are  highly  valuable  in  older  in- 
fants. Desanctis  adds  egg  yolk  to  the  formula 
of  premature  infants  as  voting  as  two  months. 
It  h as  been  found  that  an  infant  one  year  old 
requires  two  milligrams  of  iron  daily.  It  is 
difficult  to  make  up  a diet  suitable  for  that  age 
containing  that  much  iron  without  the  use  of 
one  or  more  of  the  above  articles,  so  that,  as 
a prophylactic  or  active  therapeutic  measure, 
diet  is  perhaps  the  most  important  thing  to  be 
considered.  Rapid  improvement  has  been  ob- 
served following  transfusions.  Inorganic  iron 
in  some  form  is  of  value  in  some  cases.  Bass 
has  found  that  in  those  cases  of  anemia  in  in- 
fants not  due  to  infections,  inorganic  iron  is 
of  great  value. 

The  conclusions  reached  from  a study  of  the 
following  cases  coincide  with  the  views  of 
most  American  observers,  that  the  condition 
is  not  a distinct  clinical  entity,  but  rather  a 
secondary  anemia  with  a distinct  clinical  pic- 
ture. 

Case  Reports 

Case  1.— R.  J.  J.,  white  female,  age  twelve 
months.  Was  twin,  born  two  and  a half  weeks 
premature.  The  birth  weight  was  around  six 
pounds.  Delivery  was  normal;  baby  was  nor- 
mal at  birth,  father  and  mother  living  and 
healthy.  Two  brothers  and  two  sisters  living 
and  healthy.  Developmental  history  was  nor- 
mal. Was  breast  fed  for  six  weeks;  was  then 
taken  off  the  breast  and  put  on  formula  of  cow’s 
milk  dilution  with  Mellen’s  Food  until  eight 
months  old,  when  other  foods  were  started,  but 
were  given  very  irregularly.  Baby  did  not 
take  other  foods  with  relish,  so  that  the  prin- 
cipal feeding  to  the  present  time  has  been 
cow’s  milk  with  Mellen's  Food.  Mother 
stated  that  baby’s  appetite  was  very  poor  and 
that  she  could  not  get  her  to  take  anything 
but  milk.  The  baby  had  apparently  always 


been  veil  up  until  three  weeks  ago,  when  she 
became  very  fretful  and  irritable  and  appeared 
to  have  “cold  in  the  chest”  which  was  the  chief 
complaint  at  this  time.  Physical  examination: 
Baby  was  fairly  wel  1 nourished,  weight  19 
pounds  3 ounces;  skin  and  mucous  membranes 
very  pale;  six  teeth  had  erupted,  superficial 
l.vmph  nodes  were  very  slightly  enlarged;  an- 
terior fontanel  open  about  one  ince;  posterior 
fontanel  closed.  Cranial  bosses  were  not 
prominent;  there  were  no  epiphyseal  widen- 
ings;  there  was  slight  beading  of  ribs.  The 
throat  was  mildly  inflamed;  breathing  was 
somewhat  ‘‘stuffy,”  but  the  lungs  were  negative. 
Heart  sounds  Avere  rapid,  but  no  murmurs 
were  heard.  Spleen  was  palpable  about  one 
and  one-half  inches  below  the  costal  margin, 
was  firm  and  rounded,  but  not  tender.  Liver 
was  palpable  about  one  inch  below  the  costal 
margin,  abdomen  was  slightly  distended. 
Temperature  was  one  hundred.  There  was  a 
petechial  rash  over  the  chest  and  abdomen. 

Blood  examination : The  white  cell  count 
was  fourteen  thousand,  polys  sixty-five  per 
cent,  lymphs  thirty-four  per  cent,  eosinophiles 
one  per  cent.  The  red  cell  count  was  1,880,000; 
there  was  marked  irregularity  in  shape;  hemo- 
globin was  thirty-five  per  cent. 

Child  was  put  on  a suitable  diet,  and  feed- 
ing schedule  which  included  liver  pulp, 
spinach,  scraped  beef,  egg  yolk  and  fruit 
juices,  and  five  grains  saccharated  carbonate 
of  iron  three  times  a day.  The  case  was  seen 
again  one  week  later,  at  which  time  the  mother 
stated  that  the  child  had  continued  very  rest- 
less, and  that  she  had  been  unable  to  get  her 
to  take  the  foods  ordered.  She  had  lost  four 
ounces  in  weight,  had  a very  irritable  cough 
and  was  very  restless.  At  this  time  the  red 
cell  count  was  1,800,000,  white  cells  16.200, 
sixty-nine  per  cent  polvs,  thirty  per  cent 
lymphs,  one  per  cent  eosinophiles.  Hemoglo- 
bin was  twenty-seventy  per  cent.  The  throat 
was  considerably  inflamed  and  a few  scattered 
rales  were  heard  over  both  lungs.  The  ears 
were  negative;  the  temperature  was  101.2.  The 
baby  had  obviously  lost  ground  in  the  past 
week  and  had  evidently  gotten  up  an  acute  up- 
per respiratory  infection.  In  A'iew  of  those 
findings  it  was  thought  that  a transfusion 
Avould  offer  about  the  best  hope  for  tiding  the 
case  over  this  infection.  Baby  Avas  sent  to  a 
hospital  and  a transfusion  of  100  c.e.  of 
mother’s  blood  Avas  given  bv  the  Unger  method 
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(by  Drs.  Fitzgerald  and  Richardson).  There 
was  a mild  reaction  following  the  transfusion, 
hut  the  baby  looked  much  better  about  twelve 
hours  later.  Color  was  much  better  and  the 
hemogloblin  had  gone  up  to  thirty-eight  per 
cent.  A few  hours  later  temperature  went  up 
to  105.5.  The  respiration  became  very  rapid 
and  definite  signs  of  a pneumonic  process  de- 
veloped in  lower  left  lung.  The  condition  grew 
progressively  worse  and  death  occurred  about 
twenty-six  hours  after  the  transfusion. 

Case  2. — P.  .T.  J.,  white  female,  age  twelve 
and  one-half  months,  twin  sister  to  Case  1. 
Mother  stated  that  baby  had  been  very  rest- 
less, had  a very  poor  appetite,  and  she  felt  that 
her  condition  was  very  similar  to  that  of  her 
sister.  The  feeding  history  was  identical  with 
that  of  above  case.  She  was  fairly  well  nour- 
ished: weight  was  twenty  pounds  five  ounces; 
skin  and  mucous  membranes  pale;  anterior 
fontanel  was  open  about  three-quarters  of  an 
inch ; posterior  fontanel  had  closed.  The  sup- 
erficial lymph  nodes  were  not  enlarged.  Six 
teeth  had  erupted.  There  was  no  pronounced 
evidence  of  rickets.  The  chest  was  negative. 
Abdomen  was  soft  and  flat;  liver  and  spleen 
not  palpable;  no  masses  were  felt  and  there 
was  no  tenderness. 

Blood  examination : Red  cell  count  2,620,- 
000;  white  cell  count  6,000;  hemogloblin  thirty- 
eight.  per  cent.  The  baby  was  put  on  a suit- 
able diet  including  iron-conveying  foods,  and 
was  given  saccharatecl  carbonate  of  iron  in  5 
grain  doses  t i.d.  Was  seen  again  two  weeks 
later  and  was  greatly  improved.  Had  gained 
one  pound  and  one  ounce  in  weight,  appeared 
much  happier,  and  was  taking  food  well. 
Blood  examination  at  this  time  showed  red 
cell  count  3,500,000,  hemogloblin  fifty-seven 
per  cent.  Two  weeks  later  she  had  gained 
fourteen  ounces.  The  red  cell  count  had  gone 
up  to  4,000,000,  hemogloblin  sixty-five  per 
cent. 

Tn  both  of  these  cases  there  was  a clear  his- 
tory of  several  distinct  factors  known  to  have 
a tendency  to  cause  anemia  in  infancy,  such  as 
twins,  prematurity,  and  inadequate  diet.  Inas- 
much as  the  same  causative  factors  were  opera- 
tive in  both  cases  it  would  seem  reasonable  to 
suppose  that  the  conditions  were  primarily  the 
same  and  that  the  difference  in  the  clinical  as- 
pects of  the  two  cases  was  dependent  upon  the 
degree  of  the  process. 
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THE  RECTUM  AS  A FOCUS  OF 
INFECTION.- 

By  W.  L.  POWELL,  M.  D.,  Roanoke,  Va. 

When  we  consider  the  variety  of  conditions 
that  have  been  found  to  be  the  result  of  focal 
infection,  and  a great  many  others  which  may 
be  aggravated  by  it,  no  possible  source  of  such 
infection  should  be  neglected.  The  most  fre- 
quent and  obvious  foci  are  the  teeth,  tonsils, 
sinuses,  intestinal,  and  genito-urinary  tract. 
These  are  usually  thoroughly  investigated,  but 
the  rectum  is  seldom  considered  in  such  an 
investigation,  even  though  it  is  a region  in 
which  we  would  expect  often  to  find  such 
condition. 

When  we  consider  the  abundant  bacterial 
flora,  the  colon,  staphylococcus  and  strepto- 
coccus normally  present,  and  which  become 
pathological  when  a break  is  made  in  the 
mucous  membrane,  and  the  frequency  with 
which  this  region  is  subjected  to  trauma,  the 
wonder  is  that  it  is  not  more  frequently  the 
cause  of  systemic  infection. 

The  anatomy  of  the  rectum,  especially  the 
abundant  blood  and  lymphatic  supply,  sug- 
gests the  strong  probability  of  any  local  foci 
becoming  general.  The  mucous  membrane  of 
the  lower  end  of  the  rectum  is  gathered  to- 
gether into  longitudinal  folds  called  the  col- 
umns of  Morgagni.  The  base  of  each  column 
joins  with  the  dentate  margin  to  form  the 
upper  limit  of  the  anal  rectal  line.  The  tops 
of  these  columns  extend  upward  and  are  lost 
in  the  smooth  mucous  membrane  of  the  lining 
of  the  rectum.  These  columns  vary  in  num- 
ber from  five  to  twelve.  Stretching  between 
them  are  thin  folds  of  mucous  membrane 
called  the  semilunar  valves  of  the  rectum.  Ex- 
tending downward  behind  these  folds  are  de- 
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pressions  or  pockets,  called  crypts  of  Mor- 
gagni, which  normally  contain  some  mucoid 
secretion,  and  pathologically  act  as  a trap  for 
bacteria  and  fecal  material. 

The  pectinate  line  separates  the  internal  and 
external  sphincters  in  the  anal  canal.  The 
rectum  receives  its  blood  supply  from  the 
superior,  middle  and  inferior  hemorrhoidal 
and  middle  sacral  arteries.  The  veins  corre- 
spond in  name  and  distribution  to  the  arteries, 
but  return  the  blood  through  two  distinctly 
different  channels.  The  internal  or  superior 
hemorrhoidal  vein  collects  the  blood  from  the 
rectum  proper  and  empties  it  through  the 
mesenteric  vein  into  the  portal  circulation. 
The  middle  and  external  veins  and  the  middle 
sacral  vein  collect  the  blood  from  the  external 
surface  of  the  rectum  and  anus  and  empty  it 
into  the  general  circulation  through  the  vena 
cava.  The  pectinate  line  forms  the  division 
between  these  circulations,  but  there  is  un- 
doubtedly considerable  communication  be- 
tween the  two  systems  (Tuttle). 

The  pectinate  line  also  forms  the  division 
line  between  the  two  systems  of  lymphatics. 
Those  from  above  the  line  drain  into  the  sacro- 
lumbar glands,  and  those  from  below  drain 
into  the  inguinal  glands.  This  is  of  consid- 
erable clinical  significance  when  considering 
metastasis  in  malignant  disease. 

According  to  IV.  A.  Fousler  (University  of 
Minnesota),  the  common  types  of  infection, 
either  alone  or  in  combination,  located  in  the 
rectum  are : first,  general  proctitis,  usually  as- 
sociated with  colitis;  second,  infected  hemor- 
rhoids ; third,  ulceration  of  the  rectum : fourth, 
cryptitis;  and,  fifth,  sinuses  leading  off  from 
the  rectum. 

General  proctitis  is  easily  diagnosed  through 
the  proctoscope,  and  may  be  due  to  a variety 
of  causes. 

Infected  Hemorrhoids— Most  proctologists 
concede  that  a thrombosed  vein  in  the  rectum 
furnishes  an  ideal  media  for  promoting  infec- 
tion. Either  the  toxins  from  the  infective 
bacteria,  or  the  bacteria  themselves  readily 
gain  entrance  into  the  general  circulation. 

Ulceration  of  the  rectum  is,  of  course,  due 
to  bacterial  infection,  and  is  easily  diagnosed, 
but  a thorough  search  must  be  made  of  the 
entire  mucous  membrane,  as  they  are  fre- 
quently  overlooked,  especially  between  the 
valves  of  Houston. 


Cryptitis. — This  condition  is  best  searched 
for  with  a bivalved  speculum.  They  may  ap- 
pear normal,  but  if  a probe  is  bent  on  itself 
and  slipped  into  these  crypts  it  will  often  be 
found  that  they  extend  downward  beneath  the 
mucous  membrane  of  the  anal  canal  for  a con- 
siderable distance  and  act  as  a trap  for  bac- 
teria, and  form  ideal  conditions  for  their 
growth  and  development.  It  is  from  these 
infected  crypts  that  abscesses  most  frequently 
develop,  which  result  in  sinus  formation. 
These  sinuses  leading  off  from  the  rectum  fre- 
quently open  into  these  crypts,  or  they  may 
extend  downward  and  outward.  Sinuses  oc- 
casionally extend  upward  beneath  the  mucous 
membrane  and  open  above.  Cryptitis  is  be- 
lieved by  Terrell  to  be  responsible  for  a large 
percentage  of  cases  of  pruritis  ani. 

At  the  Hospital  for  Joint  Diseases  in  New 
York  City,  where  special  attention  is  given 
to  the  diagnosis  and  treatment  of  focal  infec- 
tion. a series,  numbering  hundreds  of  cases, 
has  been  collected  in  which  rectal  foci  were 
responsible  for  arthritis  of  the  monarticular 
and  polyarticular  type  (Goldman).  The  colon 
bacillus  was  the  most  frequent  offending  or- 
ganism, with  an  admixture  of  staphylococcus 
and  streptococcus.  Bacteria  were  seldom  re- 
covered from  the  distal  lesion,  the  symptoms 
beino'  produced  by  the  action  of  bacterial  tox- 
ins. IVhen  pus  was  present  in  the  affected 
part,  a leucocytosis  was  present,  but  was  not 
found  if  the  trouble  was  caused  by  the  toxins 
alone.  The  bacteria  developed  in  the  foci  in 
the  rectum  showed  a selective  affinity  for  the 
joints,  and  occasionally  the  heart. 

The  most  common  types  of  rectal  foci  found 
in  this  series  were  ulcerated  internal  hemor- 
rhoids, blind  internal  fistula,  and  acute  and 
chronic  ulceration  of  the  anal  canal. 

J.  IV.  Visher,  in  the  United  States  Veter- 
ans* Bureau  Bulletin,  believes  that  “infection 
of  the  organs  supplied  by  the  portal  vein  may 
reach  the  liver  by  way  of  the  portal  circula- 
tion. thus  causing  hepatitis,  which  is  spi’ead 
by  the  lymphatics  to  the  gall-bladder,  bile  ducts 
and  pancreas."  He  reports  two  cases  of  pan- 
creatitis and  diabetes,  whose  conditions  were 
markedly  improved  by  surgical  treatment  of 
the  rectal  conditions. 

Pennington,  in  the  Journal  A.  M.  A.,  vol- 
ume 87,  No.  25.  states  that  all  hemorrhoids 
are  either  infected  or  potentially  so. 
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Sheaffer  has  recently  reported  a metastatic 
brain  abscess,  the  foci  being  an  old  stricture 
of  the  rectum.  Post-mortem  showed  the  bac- 
teria in  the  brain  abscess  to  be  the  colon  and 
streptococcus. 

In  our  search  for  foci  of  infection,  let  us 
not  blame  it  all  on  the  obvious  sources,  but 
examine  the  rectum  thoroughly,  and  remember 
that  any  lesion  of  the  rectum  may  at  any  time 
become  a focus.  It  is  just  as  important  to 
correct  these  lesions  as  it  is  to  remove  infected 
tonsils  and  abscessed  teeth,  which  are  poten- 
tially foci  for  systemic  infection. 


SOME  OBSERVATIONS  ON  INTESTINAL 
OBSTRUCTIONS.* 

By  T.  J.  HUGHES,  M.  D.,  Roanoke,  Va. 

The  subject  of  intestinal  obstruction  is  a 
problem  of  abdominal  surgery  which  has  en- 
gaged the  most  serious  discussion  of  surgeons 
of  this  and  other  countries  of  civilized  nations 
for  centuries.  Without  recounting  the  multi- 
plicity  of  opinions  and  statistics  of  the  lead- 
ing men  on  the  subject,  this  brief  paper  will 
deal  only  with  a short  outline  of  some  of  the 
principles  underlying  this  extremely  grave 
condition  and  which  have  been  impressed 
upon  the  writer  by  experience  and  observa- 
tion, as  to  the  time  and  method  of  resorting 
to  operative  interference. 

The  symptoms  of  intestinal  obstruction, 
ranging  from  constipation  to  gradual  or  sud- 
den inability  to  secure  a bowel  movement,  are 
so  well  standardized  and  familiar  to  all  that, 
for  the  sake  of  brevity  and  repetition,  their 
description  will  be  omitted. 

The  paramount  question  in  the  mind  of 
most  men  today  is  when  to  operate,  and  what 
to  do  when  we  do  operate.  As  already  stated, 
the  symptoms,  particularly  of  acute  or  com- 
plete obstruction,  are  so  familiar  that  a diag- 
nosis is  readily  made  by  the  attending  physi- 
cian, and  usually  the  only  decision  resting 
upon  the  surgeon  is  how  long  to  temporize 
with  enemas,  etc.,  before  opening  the  abdomen. 
To  my  mind,  the  responsibility  of  when  it  is 
safe  to  close  the  abdomen  without  draining  the 
intestine  by  enterostomy  is  much  greater  than 
the  decision  when  to  operate. 

In  intestinal  obstruction  you  have  an  inter- 
ruption of  the  motor  function  of  the  upper 

*Read  before  the  Southwestern  Virginia  Medical  Society,  at 
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gastro-intestinal  tract,  whether  it  is  due  to  ad- 
hesions following  surgical  operations,  to  malig- 
nant or  inflammatory  infiltration,  or  to  exhaus- 
tion. 

Early  lavage  in  functional  ileus  is  indicated 
to  remove  a gross  weight  which  must  inter- 
fere with  the  recovery  of  tone  in  the  bowel. 
Lavage  should  anticipate  vomiting,  which  is 
itself  exhausting  to  the  patient.  When  lavage 
and  enemas  fail  to  effect  a thorough  movement 
and  relieve  the  distention,  valuable  time  may 
be  lost  in  waiting  to  open  the  abdomen. 

Reports  of  the  following  cases  will  serve  to 
emphasize  my  reason  for  this  paper : 

Case  1. — A child,  three  years  old,  was  ad- 
mitted to  hospital  with  complete  obstruction. 
A large  sausage-shaped  mass  could  be  easily 
outlined  following  the  course  of  the  descend- 
ing  and  transverse  colon.  A diagnosis  of  in- 
tussusception was  made. 

This  case  is  interesting  particularly  for  the 
length  of  time  of  its  illness,  which  extended 
over  a period  of  several  months,  and  its  rapid 
recovery  following  operation.  It  had  been 
treated  by  several  doctors  during  its  illness, 
and  its  condition  had  been  diagnosed  as  colitis. 

The  little  patient  was  so  nearly  starved  to 
death,  not  having  been  able  to  retain  sufficient 
nourishment  for  months,  we  feared  it  would  not 
survive  an  operation.  Operation  was  decided 
upon,  however,  as  the  onty  hope  of  relief. 
Upon  opening  the  abdomen,  the  cecum  was 
found  to  have  traversed  the  ascending,  trans- 
verse and  descending  colon,  until  the  appendix 
presented  in  the  rectum.  A second  invagina- 
tion of  the  descending  colon  had  occurred. 

The  invaginations  were  reduced  without 
difficulty,  and  the  abdomen  was  closed  hur- 
riedly by  through  and  through  silkworm-gut 
sutures.  The  baby  was  able  to  retain  nour- 
ishment as  soon  as  it  reacted  from  the  anes- 
thetic, and  its  recovery  was  so  rapid  its 
mother  was  insistent  upon  taking  it  home  the 
next  day  following  the  operation,  and,  against 
all  advice,  left  on  the  third  day,  at  which 
time  the  baby  was  taking  nourishment  freely 
and  its  recovery  was  uneventful. 

Case  2. — A young  woman  in  the  twenties 
developed  intestinal  obstruction  following  an 
operation  for  appendicitis.  The  abdomen 
was  opened,  the  adhesions  freed  and  the  ob- 
struction was  apparently  relieved. 

The  abdomen  was  about  to  be  closed,  when 
a brief  discussion  by  the  surgeons  resulted  in 
an  enterostomy  with  small  rubber  tube  being 
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left  in  for  drainage  of  intestinal  contents. 
The  patient  lingered  bewteen  life  and  death 
for  weeks  before  a thorough  bowel  movement 
occurred,  and.  although  her  recovery  was  long 
and  tedious,  she  would  certainly  have  died 
had  the  abdomen  been  closed  without  an  en- 
terostomy. 

Case  3. — Man,  well  past  middle  age,  de- 
veloped symptoms  of  acute  obstruction,  was 
desperately  ill  and  an  immediate  operation 
was  decided  upon.  The  obstruction  was  due 
to  a band  producing  a kink  in  the  lower  third 
of  the  small  intestines.  Soon  after  the  ob- 
structing band  was  severed,  the  patient 
passed  per  anus  a large  quantity  of  liquid 
fecal  matter  and  his  condition  was  tempo- 
rarily improved.  Alarming  symptoms  de- 
veloped. however,  the  following  day  and  the 
abdomen  was  re-opened.  The  cecum  and  part 
of  the  ileum  were  tilled  with  fecal  matter  and 
the  intestines  seemed  to  be  paralyzed.  A cecal 
anus  was  made,  which  failed  to  function  after 
twenty- four  hours : a sound  was  introduced 
into  the  ileum  for  several  inches  and  this 
started  a free  drainage  of  the  intestines,  after 
which  the  patient  made  a rapid  recovery. 

Case  4. — This  patient,  a man  about  thirty 
years  of  age.  was  admitted  for  intestinal  ob- 
struction of  two  days’  duration.  No  move- 
ment of  the  bowel  could  be  effected.  There 
was  a history  of  obstinate  constipation  since 
operation  for  appendicitis  in  an  Army  Hos- 
pital during  the  World  War.  and  once  or 
twice  lie  had  had  attacks  of  incomplete  ob- 
struction. requiring  repeated  enemas  to  move 
bowels.  Operation  was  advised  and  per- 
formed immediately.  Complete  obstruction 
was  found  near  the  ileo-cecal  junction  by 
bands  of  adhesions.  These  bands  were  re- 
sected and  the  intestines,  when  freed,  immedi- 
ately became  inflated,  and  the  uppr  abdomen, 
which  had  been  tightly  distended,  became 
soft. 

My  inclination  was  to  do  an  enterostomy 
to  evacuate  the  gas  and  drain  the  distended 
intestines.  The  man  was  in.  such  good  physi- 
cal condition,  and  it  was  so  apparent  that  the 
obstruction  had  been  relieved,  that  we  de- 
cided to  close  the  abdomen  without  drain. 
For  twentv-four  hours  all  went  well  and  one 
or  two  large  liquid  stools  followed  operation. 
Alarming  symptoms  gradually  supervened, 
and  the  abdomen  was  reopened  and  an  enter- 
ostomy done,  but  with  no  avail,  and  the  pa- 
tient died  on  the  third  day  from  toxemia. 


These  cases  are  selected  as  belonging  to  dif- 
ferent classes  of  physical  risks.  I am  of  the 
opinion  that  Cases  2 and  3 would  have  died 
without  an  enterostomy,  and  that  Case  4 might 
have  recovered  had  intestinal  drainage  been 
instituted  sooner. 

My  experience  and  observation  have  led  me 
to  the  following  conclusions : 

First : That  valuable  time  is  often  sacri- 
ficed by  endeavoring  to  relieve  obstruction  by 
numerous  drastic  enemas. 

Second : That  we  should  never  postpone 
opening  the  abdomen  until  fecal  vomiting  has 
occurred,  which  should  be  classed  as  a post- 
mortem sign  rather  than  a pre-operative 
symptom. 

Third : That  every  case  of  obstruction 
should  be  placed  in  a hospital  during  the  first 
day  of  its  onset,  and  treatment  directed  to- 
ward placing  the  patient  in  the  best  possible 
condition  for  operation. 

Fourth : That  an  enterostomy  should  be 
done  at  the  primary  operation  in  every  case 
where  operation  is  delayed  and  the  intestines 
are  distended  as  secondary  operations  in  in- 
testinal obstruction  are  grave  procedures,  and 
rarely  accomplish  the  results  desired. 


ETHMOIDITIS.* 

By  FRED  E.  HAMLIN.  M.  D..  M.  Sc.  (Medical),  Roanoke,  Va. 

It  is  my  purpose  to  present  a few  of  the 
many  symptoms  and  diagnostic  points  of  eth- 
moiditis  which  general  practitioners  may  find 
of  value  in  their  work. 

The  infections  of  the  nasal  sinuses  are  more 
frequent  than  we  realize,  and  no  part  of  the 
body  can  have  an  infection  more  securely  con- 
cealed. 

Let  us  first  refresh  our  memories  as  to  the 
location  and  anatomy  of  the  ethmoid  labyrinth. 
The  ethmoid  is  not  a true  sinus  and  we  call  it 
the  ethmoid  capsule.  It  is  likened  unto  a 
sponire  and  is  in  the  nose  proper,  whereas  the 
true  sinuses — maxillary,  frontal  and  sphenoi- 
dal— are  contained  in  hard  bone  and  empty 
into  the  nose  through  their  respective  ostei. 

The  ethmoid  labyrinth  occupies  all  that  por- 
tion between  the  lateral  plates  of  the  orbit  and 
approximately  one-half  the  space  between  the 
floor  of  the  nose  and  the  cribriform  plate. 
The  continuation  of  the  crista  galli  downward 

•Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Pu.aoK.;.  va.,  March  25,  lazi. 
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corresponds  to  the  perpendicular  plate  of  the 
ethmoid.  The  ethmoid  and  maxillary  sinuses 
are  present  at  birth;  the  frontal  appears  about 
the  sixth  year,  while  the  sphenoid  develops 
during  the  first  year.  The  number  of  cells 
within  the  ethmoid  at  birth  are  between  two 
and  four,  which  later  in  life  will  number  from 
six  to  twelve. 

The  ethmoid  is  compared  to  a box  and  is 
separated  into  five  divisions  by  curved  lines  or 
lamellae.  The  third  division  is  the  heaviest 
and  three  times  as  thick  and  is  called  the 
lamella  of  the  middle  turbinate.  The  second 
lamella  goes  anteriorly  and  is  called  the  un- 
cinate process,  and  coming  off  from  this  is  the 
first  lamella,  or  bulla  of  the  ethmoid  capsule, 
and  the  fourth  is  called  the  superior  turbinate. 

The  blood  supply  of  the  ethmoid  capsule  is 
from  the  superior  nasal  branch  of  the  spheno- 
palatine posteriorly  and  anterior  nasal  and  eth- 
moid arteries  above.  The  venous  anastomosis 
is  very  important  to  remember  as  the  return 
circulation  is  in  direct  contact  with  the  dural 
veins.  The  anterior  and  posterior  ethmoidal 
veins  accompany  their  respective  arteries  into 
the  orbit  and  then  empty  into  the  ophthalmic 
vein  which  empties  into  the  cavernous  sinus. 

The  ethmoidal  veins  anastomose  with  the 
longitudinal  sinus  through  the  small  perfora- 
tions in  the  cribriform  plate.  This  direct  an- 
astomosis accounts  for  the  high  mortality  in 
meningitis  following  ethmoid  infections.  Skil- 
lern  says  he  never  saw  a case  of  meningitis  of 
nasal  origin  recover. 

The  physiological  function  of  the  sinuses  is 
to  heat,  filter  and  moisten  the  inspired  air  and 
act  as  a resonator  for  the  voice.  Old  observers 
believed  the  sinus  cavities  were  to  lighten  the 
bony  framework  of  the  head,  hut  the  authori- 
ties of  today  have  disapproved  of  this  theory. 

The  normal  sinuses  are  protected,  first,  by 
the  action  of  the  cilia  of  the  mucosa  with  a 
movement  towards  the  osteum,  and,  second,  by 
the  secretory  glands  in  the  mucosa  which  have 
an  inhibitory  power  over  the  invading  or- 
ganism. The  above  is  not  true  if  there  is  in- 
terference with  aeration  and  drainage. 

The  middle  turbinate  or  third  lamella  is  not 
a true  turbinate,  does  not  contain  swell  bod- 
ies, and  is  called  the  pendant  portion  of  the 
ethmoid.  This  turbinate  is  the  keynote  in 
treating  ethmoid  infections.  Suppose  we  com- 
pare the  ethmoid  capsule  with  a box  and  the 
middle  turbinate  we  will  call  the  lid.  On  re- 
moving the  lid  we  expose  the  different  lamellae 


or  divisions  of  the  ethmoid  between  which  are 
located  the  small  cells;  those  of  the  anterior 
group  connect  with  one  another  and  drain  into 
the  hiatus  semilunaris  underneath  the  anterior 
end  of  the  middle  turbinate,  and  those  of  the 
posterior  group  drain  posteriorly  above  the 
middle  turbinate. 

As  to  the  pathological  classification  of  eth 
moids,  we  must  consider  acute  and  chronic 
types,  acute  catarrhal,  acute  suppurative, 
chronic  catarrhal  or  hyperplastic,  chronic  sup- 
purative with  or  without  polyp  formation.  In- 
fections are  classified  as  local  and  general  but 
most  of  the  local  become  general  under  favor- 
able conditions.  All  infections  must  begin 
their  process  as  local  but  few  remain  local. 

The  acute  catarrhal  is  nothing  more  than  we 
first  find  associated  with  any  attack  of  acute 
coryza  lasting  over  a week.  The  acute  sup- 
purative is  exceedingly  rare  and  is  found  com- 
plicating some  of  the  infectious  diseases. 
Rarely  do  we  see  the  acute  cases,  as  the  family 
physicians  are  the  first  consulted  and  naturally 
prescribe  the  initial  treatment.  In  chronic  hy- 
perplastic ethmoiditis  mechanical  obstruction 
seems  to  plav  the  most  important  role.  This 
mav  he  brought  about  by  frequent  attacks  of 
colds,  each  attack  causing  a thickening  of  the 
mu"-  < For  example,  one  Avill  have  a cold 
and  the  cells  that  drain  well  will  seem  to  be 
entirely  clear.  On  the  other  hand  some  of 
the  cells  will  not  be  so  fortunate  as  to  have 
good  drainage  and  the  process  of  repair  will 
he  much  slower.  Perhaps  by  this  time  the  pa- 
tient has  another  cold,  thereby  throwing  an 
extra  amount  of  congestion  on  the  cells  that 
have  not  entirely  recovered  from  the  original 
infection.  This  condition  favors  the  formation 
of  polyps.  The  patient  after  recurrent  attacks 
of  colds  will  give  the  symptoms  of  a chronic 
cold,  and  every  exposure  to  draft,  cold  or  get- 
ting wet  will  bring  on  violent  attacks  of  sneez- 
ing and  profuse  watery  discharge  from  the  nose 
with  ocular  symptoms.  The  sense  of  smell  is 
more  or  less  lost  due  to  the  blocking  of  the 
olfactory  fissure  which  extends  from  the  an- 
terior superior  part  of  the  middle  turbinate  to 
the  anterior  wall  of  the  sphenoid  sinus. 

Bronchial  asthma  is  frequently  associated 
with  hyperplastic  ethmoiditis  and  many  cures 
of  asthma  have  been  reported  after  operation 
on  diseased  ethmoids.  The  American  Laryn- 
gological  Association  had  its  first  symposium 
on  sinusitis  in  1899,  which  was  on  ‘‘Diseases 
of  the  Ethmoid  Region  and  Asthma.” 
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Chronic  suppurative  ethmoiditis  is  usually 
associated  with  a suppurative  process  in  one  of 
the  larger  cavities  although  it  can  be  present 
as  a separate  process.  One  of  the  frequent 
causes  is  forceful  blowing  of  the  nose  during 
an  acute  coryza,  forcing  the  infectious  ma- 
terial into  the  ethmoid.  During  the  summer 
season  you  will  see  many  cases  of  ethmoiditis 
due  to  forceful  blowing  of  the  nose  as  a result 
of  swimming  and  high  diving.  The  discharge  is 
always  purulent  and  on  inspection  of  the  mid- 
dle turbinate  one  will  see  it  covered  with  crusts, 
which  condition  is  caused  by  the  drying  action 
of  the  inspired  air.  The  symptoms  depend 
upon  the  virulence  of  the  infection,  the  amount 
of  involvement  and  question  of  drainage. 
There  is  no  history  of  headache  if  the  drain- 
age is  good,  while,  on  the  other  hand,  if  it  is 
the  closed-in  variety,  the  headache  will  be  in- 
tense and  diffuse  in  type. 

A patient  will  sometimes  seek  advice  regard- 
ing the  condition  of  his  throat  as  a result  of 
the  constant  dripping  in  the  nasopharynx.  He 
will  have  either  nasopharyngitis  or  laryngitis 
and  will  be  constantly  hawking  and  clearing 
the  throat  in  an  attempt  to  get  up  the  down- 
flowing secretion.  During  sleeping  hours  this 
secretion  is  constantly  pouring  down  the  naso- 
pharynx due  to  the  position  and  relaxation  of 
the  patient.  The  major  portion  of  this  secre- 
tion is  deposited  on  the  dead  spot  of  the 
pharynx,  the  area  which  has  no  cilia,  and  is 
coughed  up  as  soon  as  the  patient  awakens. 
He  will  tell  you  it  takes  an  hour  to  clear  the 
nasopharynx  of  the  tenacious  secretion,  oc- 
casionally producing  nausea. 

In  the  ethmoid  infection  we  naturally  ex- 
pect the  head  pains  to  be  of  different  character 
from  those  of  the  true  sinuses  surrounded  by 
hard  bony  walls.  Head  pains  with  infection 
of  the  true  sinuses  come  on  and  leave,  as  a 
rule,  at  a definite  time,  the  position  of  the  pa- 
tient being  the  chief  factor  in  the  time  of  ap- 
pearance. Headache  from  ethmoid  involve- 
ment is  usually  over  the  parietal  region,  is  dull 
in  character  and  continuous  in  whatever  posi- 
tion the  patient  assumes.  Sometimes  after  the 
pain  subsides  the  scalp  remains  sensitive  to 
pressure.  Another  frequent  location  of  eth- 
moid pain  is  over  the  root  of  the  nose  between 
the  eyes.  A patient  will  complain  of  pain, 
wedge-like  in  characater,  pressing  apart  the 
tissues.  Deep  seated  pain  in  the  eyes  is  pres- 


ent only  when  stagnation  or  pressure  occurs. 
Skillern  points  out  the  following  pathological 
conditions  as  causative  of  headache : 

First. — Swelling  of  the  mucosa  with  nerve 
pressure ; 

Second. — Direct  contact  of  mucosa  with  that 
of  the  opposite  side,  thus  obliterating  the  sinus 
cavity  or  converting  it  into  a slit-like  aperture; 

Third. — Absorption  of  toxins; 

Fourth. — Stagnation  in  the  sinus  due  to  me- 
chanical obstruction  on  the  already  inflamed 
mucosa; 

Fifth. — Negative  pressure  within  the  sinus. 

Skillern  thinks  this  last  cause  has  been  ex- 
aggerated. Such  terms  as  sympathetic  and 
nervous  headaches  are  misnomers  and  are 
rapidly  becoming  obsolete.  Only  a few  years 
ago  all  sinus  pains  were  called  sun  pains  by 
the  laity7-. 

Dental  headache  due  to  diseased  molar,  pulp 
stone  or  a molar  out  of  line  may,  by  transmis- 
sion of  impulses  through  the  trigeminal  fibers 
cause  a temporary  congestion  of  the  mucous 
membrane  of  the  sinus,  producing  a pain  very 
similar  to  that  of  a sinus.  The  discharge 
from  the  anterior  ethmoid,  frontal  and  maxil- 
lary cells  will  be  found  in  the  anterior  part 
of  the  nares  flowing  from  beneath  the  anterior 
tip  of  the  middle  turbinate  and  down  over  the 
anterior  portion  of  the  inferior  turbinate. 

Now,  the  question  of  differential  diagnosis 
enters.  We  know  that  pus  from  either  one  of 
the  above  named  sinuses  will  drain  beneath  the 
anterior  tip  of  the  middle  turbinate.  It  is  easy 
enough  to  pass  a Lichtwitz’s  needle  under  the 
inferior  turbinate  into  the  antrum  and  irri- 
gate with  warm  saline  solution.  If  pus  is  ab- 
sent, one  c$n  eliminate  the  maxillary  sinus,  but 
the  presence  of  pus  will  necessitate  going  a 
step  further.  Have  the  patient  return  to  the 
office  in  three  or  four  hours  and  irrigate  again. 
If  pus  is  present  this  time,  it  is  self-evident 
that  it  is  coming  from  above  as  it  is  not  pos- 
sible for  the  mucous  membrane  to  secrete  pus 
so  rapidly,  and  it  must  be  due  to  a reservoir, 
either  in  the  frontal  or  ethmoid.  To  eliminate 
the  frontal,  one  considers  the  clinical  picture 
with  special  reference  to  pain.  The  transillu- 
minator may  be  of  some  value,  though  often- 
times misleading.  In  the  majority  of  cases  the 
frontal  sinus  may  be  irrigated,  probably  neces- 
sitating the  infraction  of  the  middle  turbinate. 

Now  we  have  made  our  diagnosis  of  em- 
pyema of  the  ethmoid  of  the  anterior  group 
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and  very  likely  there  will  be  the  same  thing 
existing  in  the  posterior  group  due  to  the  thin- 
ness of  the  mucous  membrane  and  the  cell  wall. 
If  the  posterior  group  is  involved,  one  will 
see  the  discharge  on  the  uvula  and  on  the 
lateral  pharyngeal  wall.  No  nasal  examina- 
tion is  complete  without  posterior  rhinoscopy 
with  the  nasopharyngoscope.  In  the  above 
condition  a view  of  the  posterior  tip  of  the 
middle  turbinate  will  show  it  to  be  bathed  in 
pus.  Owing  to  the  close  relationship  of  the 
posterior  ethmoid  cells  and  the  sphenoid,  we 
naturally  exfxect  both  to  be  infected  at  the  same 
time.  The  frequency  of  the  combined  infec- 
tion of  the  posterior  cells  and  sphenoid  is 
more  or  less  dependent  upon  the  depth  of  the 
sphenoethmoidal  recess.  If  this  empyema  re- 
mains very  long,  naturally  we  expect  polyp  for- 
mation. Due  to  the  gravity  of  the  secretion, 
the  pendant  portion  of  the  ethmoid,  the  mid- 
dle turbinate,  is  frequently  the  site  for  the  for- 
mation of  polypoid  tissue.  The  uncinate  pro- 
cess is  the  most  common  location  for  polyps, 
and  these  may  extend  far  out  into  the  nose, 
being  attached  onty  by  a small  pedicle. 

Anosmia  is  frequent,  due  to  the  occlusion  of 
the  olfactory  fissure  and  degenerative  changes 
of  the  nerve  filaments.  Cacosmia  is  usually 
present  and  often  is  very  disagreeable  and  em- 
barrassing to  the  patient. 

The  appearance  of  the  pharynx  may  be  that 
of  pharyngitis  sicca,  covered  with  tenacious 
grayish  membrane  which  can  be  removed  in 
one  large  mass  with  a pair  of  forceps.  Some- 
times pus  will  not  be  present  but  the  lateral 
pharyngeal  folds  will  be  markedly  congested, 
showing  there  is  an  infection  in  the  naso- 
pharynx. On  examination  of  the  larynx  the 
arytenoids  will  be  infiltrated  and  probably 
some  thickening  of  the  cords  noted.  In  chronic 
hyperplastic  ethmoiditis  the  discharge  may  be 
scant  or  profuse;  often  microscopically  pus  is 
absent.  Skillern  says  “Absence  of  pus  proves 
nothing — its  presence  diagnostic.” 

Our  first  thought  is  to  examine  as  much  of 
the  ethmoid  capsule  as  possible,  inspect  the 
middle  turbinate  and  the  mucous  membrane  of 
the  septum  opposite  the  anterior  end  of  the 
middle  turbinate.  One  will  see  definite  tissue 
changes  if  there  is  a chronic  hyperplastic  eth- 
moiditis present.  Adrenalin  should  not  be 
used  in  the  same  examination  as  it  causes  too 
much  bleaching  of  the  tissue;  cocain  is  pref- 
erable. 


A sinus  may  contain  muco-pus  and  be  trans- 
parent to  the  X-ray;  the  mucous  membrane 
may  be  polypoid  without  secretions,  and  the 
X-ray  may  or  may  not  show  this  thickening, 
but  in  the  hyperplastic  type  it  acquaints  one 
with  the  anatomical  outline,  whereas,  in  the 
purulent  type  it  will  show  the  number  of  cells 
involved. 

The  diagnosis  of  chronic  infection  of  the 
nasal  sinus  is  difficult  when  little  information 
is  obtained  from  the  history,  when  obstruction 
prevents  a proper  examination,  or  when  little 
secretion  is  present. 

The  complications  of  ethmoiditis  may  be 
many,  even  in  remote  parts  of  the  body.  Ac- 
cording to  Daland,  “infected  tissue  no  larger 
than  a split  pea  is  sufficient  to  cause  fatal  sys- 
temic disease  and  no  relationship  exists  be- 
tween the  amount  of  infected  tissue  and  the 
seriousness  of  the  secondaiy  disease.”  When 
one  considers  the  close  proximity  of  the  eye 
to  the  ethmoid  sinus,  the  thinness  of  the  lamina 
papyracea,  the  direct  anastomosis  of  the  blood 
vessels  and  in  addition  the  optic  nerve  and  its 
vessels  against  the  wall  of  a cell  for  a part  of 
its  course,  its  chance  of  escape  would  seem 
rather  slight.  The  most  frequent  form  of 
complication  arising  from  suppurative  eth- 
moiditis is  orbital  abscess  as  a result  of  rup- 
ture through  the  lamina  papyracea.  Abscess 
formation  can  occur  through  the  ethmoid  veins 
without  perforation  of  the  lamina  papyracea. 
The  lesions  of  the  eye  which  seem  to  be  fre- 
quently associated  with  sinusitis  are  optic  neu- 
ritis, iritis,  corneal  abscess,  phlyctenular  con- 
junctivitis and  ulcer  of  the  cornea. 

The  theory  of  infection  of  the  bronchi  may 
occur  through  the  lymph  vascular  system  or 
by  direct  inhalation.  The  association  of  sinus 
disease  with  bronchitis  or  bronchiectasis  is  too 
common  to  be  accidental.  Many  cases  of 
chronic  bi’onchitis  are  treated  over  a long 
period  of  time  without  determining  the  etiol- 
ogy. Sinus  infection  and  acute  bronchitis  may 
develop  simultaneously  since  the  etiological 
factors  are  often  the  same. 

Lorring  T.  Swain,  of  Boston,  has  been  spec- 
ializing in  arthritis  for  fifteen  years  and  he 
thinks  the  infection  of  tooth  sockets  and  tonsils 
is  only  a secondary  focus  of  infection,  whereas 
the  primary  focus  originates  in  the  nose  and 
nasopharynx.  Absorption  from  the  intestinal 
tract  is  nothing  more  than  we  would  expect,  due 
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to  the  continuous  swallowing  of  the  secretions 
from  the  nasopharynx. 

Reginald  Burbank,  of  New  York  City,  who 
has  revolutionized  the  treatment  of  arthritis 
from  the  Vaccine  standpoint,  insists  that  the 
primary  focus  of  infection  is  from  the  spheno- 
ethmoidal area. 

We  have  been  co-operating  with  Drs.  Wes- 
cott  and  Hoover  in  following  the  combined 
treatments  of  Swain,  Burbank  and  Pemberton, 
with  special  attention  to  the  nasopharynx.  In 
all  of  these  arthritic  cases  Ave  have  found  in- 
volvement of  the  ethmoid  cells.  In  the  prepa- 
ration of  his  vaccine.  Burbank  requires  speci- 
mens from  the  nose,  nasopharynx,  gums,  ton- 
sils and  stools,  the  nose  and  nasopharynx  being 
the  most  common  foci  of  infection  and  the  last 
to  clear.  Every  case  of  infectious  arthritis 
should,  therefore,  have  a nose  and  throat  ex- 
amination in  an  effort  to  determine  the  focus 
of  infection. 

Sinusitis  in  infants  will  only  be  mentioned 
as  it  is  not  within  the  scope  of  this  paper  to 
discuss  such  an  important  subject.  Pathologi- 
cal changes  in  the  sinuses  of  children  are  the 
same  as  in  adults.  The  symptoms  are  nasal 
discharge  with  obstruction  with  accompanying 
nasopharyngitis.  Ski  Hern  believes  the  eth- 
moid sinuses  are  the  most  commonly  infected 
in  children,  and  all  of  these  cases  will  show 
a general  inflammation  of  the  Schneiderian 
membrane.  According  to  Dean,  the  maxillary 
sinus  is  the  most  frequently  involved.  He 
states  that  85  per  cent  of  the  chronic  cases  of 
nasal  sinus  diseases  have  been  cured  by  the  re- 
moval of  tonsils  and  adenoids  without  any 
other  treatment.  We  all  know  that  since  at- 
tention has  been  given  to  tonsils  and  adenoids 
the  sight  of  children  with  pus  streaming  from 
the  nose  is  rare. 

Treatment : Prophylaxis  in  general  should 
be  taught  all  patients  in  regard  to  head  colds 
and  the  avoidance  of  forceful  blowing  of  the 
nose  when  such  a condition  exists.  We  see  few 
patients  in  the  acute  condition  and  the  treat- 
ment would  be  that  prescribed  by  the  family 
physician.  The  patient  should  be  ordered  to 
bed  and  the  body  tissues  depleted  by  free  pur- 
gation. Sweat  baths  are  often  indicated.  Ice- 
cap should  be  kept  over  the  bridge  of  the  nose 
and  the  usual  prescription  for  colds  given  to 
make  the  patient  more  comfortable.  If  the 
above  treatment  is  carried  out,  it  will  usually 
cut  short  the  attack.  Adrenalin  in  these  cases 


has  a tendency  to  aggravate  the  condition  even 
though  it  gives  temporary  comfort.  One  at- 
tack of  ethmoiditis  usually  predisposes  to  a 
second  attack,  and  it  is  essential  to  have  good 
drainage.  After  a few  days,  if  purulent  dis- 
charge is  present,  warm  saline  irrigations 
should  be  given  and  daily  tamponing  of  the 
nose  with  some  silver  preparation,  known  as 
the  “Dowling  Method.”  One  should  not  tam- 
pon the  nose  with  a silver  preparation  immedi- 
ately after  using  saline  solution. 

In  the  more  chronic  types  anatomical  ob- 
struction should  be  corrected.  When  the  mid- 
dle turbinate  is  disposed  of,  the  ethmoid  cap- 
sule should  be  treated  conservatively  for  sev- 
eral months  before  attempting  to  do  radical 
surgery.  In  the  meantime,  we  can  continue  to 
use  some  form  of  tampon  treatment  in  con- 
junction with  gentle  suction  to  cleanse  the  cells. 
If  the  process  continues  unabated  in  spite  of 
our  treatment,  then  we  will  have  to  resort  to 
radical  surgery.  What  will  we  do?  If  the 
entire  labyrinth  is  involved,  complete  exentera- 
tion of  all  the  cells  is  indicated.  This  should 
be  done  carefully  and  systematically,  because 
radical  operations  do  not  always  mean  radical 
cures. 

Conclusions 

First. — Headaches  demand  thorough  inves- 
tigations. 

Second. — Patients  sufferino;  with  recurrent 
colds  should  have  a nasal  examination. 

Third. — The  examination  of  a patient  suf- 
fering with  chronic  bronchitis  should  not  be 
complete  without  examination  of  the  sinuses. 

Shenandoah  Life  Building. 


TUMORS  OF  THE  SMALL  INTESTINE- 
REPORT  OF  A CASE  OF 
ADENOCARCINOMA.* 

By  R.  HUGH  WOOD.  M.  D.,  Atlanta,  Ga„ 
and 

S.  S.  PENA,  M.  D.,  Naguabo,  Porto  Rico. 

It  is  an  interesting  and  unexplained  fact 
that  the  large  majority  of  all  tumors  of  the 
gastro-intestinal  tract  are  confined  to  the 
rather  narrow  limits  of  the  stomach  and  col- 
on. We  may  well  regard  it  as  fortunate  that 
the  twenty  feet  of  small  intestine  contribute 
only  a small  relative  number.  However,  tu- 
mors of  the  small  bowels  are  more  common 

♦Read  at  the  meeting  of  Ex-Internes’  Association  of  St.  Eliza- 
beth Hospital,  Richmond,  Va.,  October,  1926. 
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than  is  generally  supposed  and  are  of  more 
clinical  importance  than  one  would  be  led  to 
believe  from  the  meager  space  devoted  to  the 
subject  in  text-books  of  surgery  and  pathol- 
ogy. A discussion  of  their  points  of  interest 
in  the  current  medical  literature  supplies  this 
deliciencv  to  some  extent. 

Benign  Tumors 

Of  the  benign  tumors  we  have:  adenoma, 
lipoma,  myoma  and  fibroma  for  considera- 
tion. This  arrangement  is  in  the  approximate 
order  of  frequency.  In  a review  of  the  litera- 
ture on  benign  tumors  of  the  small  intestine 
Lewis1  reports  a case  of  fibroma  of  the  ileum 
and  cites  forty-nine  cases  of  benign  neoplasm 
of  the  small  bowel.  Adenoma  occurred  four- 
teen times,  lipoma  seventeen,  and  fibroma  only 
twice.  However,  he  does  not  include  many 
cases  reported  under  such  vague  and  unquali- 
fied terms  as  “polypus  of  the  bowel,”  etc. 
Since  many  of  the  pedunculated  polypoid 
tumors  are  adenomata,  this  group  is  likely 
more  common  than  his  figures  indicate.  They 
are  probably  the  most  frequent  of  the  benign 
tumors.  It  is  certain  that  fibromata  are  very 
rare.  The  term  “polyp”  is  an  objectionable 
one,  particularly  as  a title  for  a paper.  As 
recently  pointed  out  by  Erdmann  and  Mor- 
ris,2 it  is  commonly  used  to  imply  “any  pe- 
dunculated or  sessile  intra-luminary  growth 
varying  in  size  from  a pea  to  a grapefruit”. 
Adenomata  are  not  uncommon  in  the  colon 
and  rectum,  where  they  are  usually  pedun- 
culated and  spoken  of  as  “polyposis  of  the 
bowel”.  They  are  relatively  rare  in  the  small 
intestine,  occurring  only  fourteen  times  in  a 
total  of  127  cases  collected  by  Dewish  Re- 
markable cases  of  diffuse  intestinal  “polypo- 
sis” are  reported  in  which  pedunculated  ade- 
nomata are  found  throughout  the  gastroin- 
testinal tract  from  the  stomach  to  the  rectum. 
The  adenomata  are  important  because  they 
are  frequently  the  site  of  origin  of  carcinoma. 
Any  of  these  benign  tumors  may  occur  at  all 
ages.  Some  are  probably  congenital. 

Spontaneous  extrusion  is  an  interesting 
phenomenon  and  occurs  particularly  in  lipo- 
mata.  Twenty  per  cent  of  Dewesn  cases  were 
thus  expelled.  Extraordinary  cases  of  intus- 
susception are  reported  in  which  spontaneous 
recovery  follows  the  sloughing  and  expulsion 
of  several  centimeters  of  the  intestine  to 
which  the  tumor  is  attached.  The  obstruc- 
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tion  produced  by  these  tumors  is  usually  in- 
complete even  when  invagination  occurs: 
hence  the  possibility  of  extrusion  and  spon- 
taneous recovery.  This  will  also  account  for 
the  chronicity  of  the  symptoms. 

These  benign  growths  may  long  remain  un- 
suspected giving  few  or  no  symptoms  until 
intestinal  obstruction  or  intussusception  oc- 
cur. Even  these  attacks  may  end  by  spon- 
taneous recovery  only  to  recur.  In  other  cases 
symptoms  of  flatulence,  constipation  or  diar- 
rhea, or  both,  with  spells  of  vomiting  over  a 
long  period  are  described. 

Malignant  Tumors 

Sarcoma.  ■ — Of  the  malignant  tumors  we 
have  only  sarcoma  and  carcinoma.  While  all 
types  of  sarcomata  are  reported,  lymphosar- 
coma is  most  commonly  encountered.  Among 
ninety-nine  cases  Speese3  found  them  distri- 
buted as  follows:  Lymphosarcoma  thirty- 
four;  round-cell  sarcoma  forty-three;  spin- 
dle-cell sarcoma  thirteen;  fibrosarcoma  three; 
mixed-cell  sarcoma  one;  myxosarcoma  two; 
melanotic  sarcoma  one.  As  Speese  remarks, 
many  cases  diagnosed  as  round-cell  sarcoma 
probably  belong  to  the  lymposarcoma  group. 
The  number  of  the  round-cell  group  is  then 
probably  too  high  and  the  lymphosarcomata 
too  low  in  the  above  figures.  Sarcoma  ap- 
pears to  be  much  less  common  than  carci- 
noma. Bringing  the  literature  up  to  date, 
Speese  was  able  to  hnd  a total  of  only  101 
cases  in  1914. 

Sarcoma  is  usually  found  in  the  lower 
ileum  but  may  appear  in  any  portion.  It  is 
even  less  frequent  in  the  large  than  in  the 
small  bowel.  We  have  seen  one  case  in  the 
wards  of  Grady  Hospital  (1924)  of  lympho- 
sarcoma of  the  caecum.  The  primary  tumor, 
removed  at  autopsy,  was  about  the  size  of  an 
egg.  There  were  a few  metastatic  nodules 
on  the  intestinal  coils  and  several  cutaneous 
glands  were  enlarged.  One  of  these  was  re- 
moved during  life  and  showed  lymphosar- 
coma. 

Sarcoma  begins  as  a localized  thickening  in 
the  muscularis  or  submucosa  which  spreads 
between  the  layers  usually  leaving  the  mucosa 
intact.  Ulceration  often  occurs  but  stenosis  is 
uncommon.  As  the  growth  proceeds  with 
thickening  of  the  wall  of  the  gut  there  may 
be  excavation  by  ulceration  within  until  the 
tumor  presents  a fusiform  or  aneurysmal  di- 
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latation.  This  resemblance  to  an  aneurysm 
has  been  noted  by  several  observers.  The 
main  tumor  in  the  case  here  presented  is  of 
this  type  although  it  is  a carcinoma. 

Sarcoma  may  occur  at  any  age.  Sterne’s 
case,  cited  by  Libman4,  was  present  at  birth 
and  caused  intestinal  obstruction  of  which 
the  infant  died  when  live  days  old.  While 
metastases  are  rare  in  the  spindle-cell  variety, 
they  are  often  widespread  in  lymphosarcoma. 
Cases  in  children  are  said  to  metastasize  early. 
Libman5  reports  a case  with  metastases  in 
numerous  organs  including  the  heart  muscle. 
Intussusception  occurred  fourteen  times  in 


Fig.  1. — Multiple  primary  carcinoma  of  small  intestine 
showing  large  ulcerating  tumor  and  three  smaller  ones, 
with  intussusception. 


seventy-four  cases  which  had  been  operated 
upon  (Speese).  Perforation  is  rare  but  has 
occurred.  The  growths  are  usually  single  but 
may  be  multiple. 

Grossly,  sarcomata  are  softer  than  carcino- 
mata and  often  contain  minute  areas  of  ne- 
crosis or  even  gross  caseous  spots  resembling 
tuberculosis.  This  confusion  with  tuberculosis 
has  occurred  both  ways.  The  association  with 
syphilis  has  also  been  noted,  but  is  probably 
only  incidental.  In  lymphosarcoma,  micro- 
scopically the  wall  of  the  bowel  is  diffusely 
infiltrated  with  lymphoid  cells,  while  the  main 
tumor  is  made  up  of  masses  of  deeply  stained 
lymphoid  cells.  There  is  a soft,  delicate,  re- 
ticulated stroma  with  a moderate  number  of 
thin  walled  blood  vessels. 

As  the  symptoms  and  treatment  of  all 
malignant  neoplasms  are  essentially  the  same 
they  will  lie  discussed  together  a little  later. 


Carcinoma. — The  remarkable  freedom  of 
the  small  intestine  from  carcinomatous  neo- 
plasms is  emphasized  when  we  recall  the  fre- 
quency of  cancer  in  the  stomach  and  colon. 
Judd6  found  during  the  same  period  at  the 
Mayo  Clinic  only  twenty-four  cases  of  car- 
cinoma of  the  small  intestine  as  contrasted 
with  1,822  of  the  colon  and  rectum,  and  1,689 
of  the  stomach.  This  is  less  than  the  usual 
relative  frequency.  It  is  usually  stated  to 
represent  about  3 per  cent  of  intestinal  can- 
cer. Ewing7  states  that  about  8.5  per  cent 
of  all  cancers  occur  in  the  intestinal  tract: 
of  this  number  2.5  per  cent  are  found  in  the 
small  intestine.  It  increases  in  frequency  as 
the  stomach  is  approached  above  and  the 
colon  below. 

More  cases  involve  the  duodenum  than  any 
other  portion.  In  the  twenty-four  cases  re- 
ported by  Judd6,  it  was  found  five  times  in 
the  duodenum,  eleven  times  in  the  jejunum 
and  six  times  in  the  ileum.  In  two  cases  the 
growths  were  multiple.  It  often  develops  on 
papillomata  or  “polyps”,  differing  in  this  re- 
spect from  carcinoma  of  the  colon. 

Carcinoma  of  the  duodenum  occurs  as  three 
well  defined  types:  (1)  Of  the  first  portion 
following  ulcer,  (2)  of  the  ampulla  of  Vater, 
and  (3)  as  carcinoma  of  the  third  portion. 
About  70  per  cent  of  the  duodenal  cases  oc- 
cur at  the  ampulla  (Judd).  Here  they  are 
often  times  papillomatous  in  type  and  fre- 
quently cause  biliary  obstruction.  The  de  i- 
nite  relationship  of  ulcer  and  carcinoma  here, 
as  in  the  stomach,  though  probable,  is  still 
unproven.  In  the  third  portion,  annular  con- 
stricting lesions  are  found,  giving  the  symp- 
toms of  pyloric  obstruction.  Misplaced  islands 
of  pancreatic  tissue  also  give  rise  to  carcinoma 
in  this  region. 

In  the  jejunum  and  ileum,  carcinoma  arises 
from  degenerating  peduncidated  adenomata,  or 
less  often  as  an  annular  or  ring  carcinoma. 
There  is  also  a group  of  carcinoid  tumors  de- 
scribed by  Lubarsch  (Ewing).  They  are  mul- 
tiple, slowly  growing,  non-metastasizing  tu- 
mors, and  usually  cause  few  or  no  symptoms. 
They  may  give  rise  to  true  carcinoma. 

Metastasis  is  not  common  in  carcinoma  but 
does  occur  usually  by  direct  •extrusion.  Judd6 
mentions  one  case  having  a metastatic  nodule 
in  the  liver.  Intussusception  and  obstruction 
occur  and  are  often  a cause  of  death  but,  as 
noted  in  the  other  tumors,  obstruction  is  often 
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incomplete  and  recurrent.  Ascites  is  said  to  be 
more  often  associated  with  carcinoma  than 
with  sarcoma. 

The  microscopic  picture  is  that  of  an  ade- 
nocarcinoma or  columnar  cell  carcinoma  aris- 
ing from  the  cells  of  the  mucosa. 

The  symptomatology  of  these  tumors  is 
varied  and  diagnosis  is  difficult.  However,  a 
fairly  definite  clinical  picture  can  be  made  out 
in  many  cases.  The  benign  tumors  may  give 
no  symptoms  of  their  presence  or  only  vague 
“intestinal  indigestion”  until  intussusception 
occurs.  In  sarcoma  and  carcinoma,  however, 
there  is  often  the  picture  of  chronic  intestinal 
obstruction  with  recurrent  attacks  of  cramp- 
like iiain,  distention,  vomiting  and  audible  in- 
testinal gurgling  and  rumbling.  Visible  peris- 
talsis may  be  observed.  Constipation  with  at- 
tacks of  diarrhoea  may  be  present  or  either  may 
occur  alone.  Loss  of  weight,  weakness  and 
progressive  anaemia  are  fairly  constant.  A 
tumor  in  the  abdomen  is  rarely  noted  as  the 
first  symptom.  The  duration  of  symptoms, 
while  occasionally  as  long  as  three  to  four 
years,  or  as  short  as  four  to  six  weeks,  is  usual- 
ly from  three  to  six  months.  When  located  in 
the  duodenum,  symptoms  of  pyloric  stenosis 
may  be  present  with  gastric  stasis  and  vomit- 
ing. Jaundice  may  of  course  be  found  when 
the  ampulla  is  involved.  Adhesions  to  other 
structures  often  cause  symptoms  not  related  to 
the  intestinal  tract,  as  painful  and  frequent 
urination  from  pressure  on  the  bladder.  Even 
renal  colic  may  be  simulated,  as  in  a case  re- 
ported by  Libman5.  The  palpation  of  an  easi- 
ly movable  tumor  in  a patient  with  these  symp- 
toms is  a diagnostic  feature  of  importance. 
This  was  particularly  true  in  the  case  here  re- 
ported. However,  because  of  their  free  mo- 
bility they  may  not  be  palpated  until  a rather 
large  size  is  obtained. 

X-ray  of  the  gastro-intestinal  tract  helps  to 
limit  the  lesion  to  the  small  intestine  by  ruling 
out  pathology  in  the  stomach  and  colon.  In 
some  cases  the  dilated  intestinal  coils  with  the 
valvulae  conniventes  are  plainly  visible.  Or 
large  accumulations  of  barium  in  the  region 
of  the  small  intestine  in  the  six  hour  film  may 
be  seen.  Occasionally  irregular  streaking  and 
smearing  of  barium  is  observed  in  the  small 
intestine. 

Occult  blood  is  often  found  in  the  stools  but 
the  gastric  analysis  rarely  helps  to  establish  the 
diagnosis. 


The  age  incidence  in  carcinoma  is  about  the 
same  as  in  cancer  elsewhere.  In  Judd’s6  cases, 
the  average  age  was  about  fifty  years.  Sar- 
coma tends  to  occur  earlier  in  life  and  is  often 
found  in  children.  The  treatment  will  depend 
entirely  upon  the  individual  case.  Single  be- 
nign tumors  may  be  cured  by  simple  resection 
and  this  should  always  be  done  to  prevent  pos- 
sible malignancy.  Resection  of  lymphosar- 
comata has  been  followed  by  apparent  cures. 
Douglas8  reports  a well  authenticated  case  who 
was  living  and  in  good  health  five  years  after 
operation.  Many  cases  have  lived  two,  three 
and  four  years.  However,  recurrence  is  stated 
to  occur  in  95  per  cent  of  sarcoma.  Resection 
should  also  be  done  when  possible  in  carci- 
noma as  metastasis  is  less  frequent  and  occurs 
later  than  in  sarcoma.  Cases  of  carcinoma  are 
reported  to  have  lived  ten  years  after  radical 
excision.  Judd6  states  that  regional  metastasis 
in  the  lymph  nodes  is  no  contraindication  to 
resection.  However,  in  cases  with  obstruction 
and  in  poor  surgical  risks,  an  enterostomy  must 
be  done  first  and  the  operation  completed  at 
another  sitting. 

Radium  is  probably  of  little  value  but  X-ray 
therapy  has  been  advocated  by  many,  especial- 
ly in  lymphosarcoma.  In  advanced  cases  and 
multiple  lesions,  only  palliative  measures  to  re- 
lieve symptoms  may  be  undertaken.  Libman4 
advocated  the  use  of  arsenic  in  all  cases  of 
lymphosarcoma  but  it  would  seem  to  be  of 
doubtful  value. 

Report  of  a Case 

This  patient,  a white  female  domestic,  age 
44  years,  entered  St.  Joseph’s  Hospital,  Octo- 
ber 31,  1925,  with  a clyef  complaint  of  nau- 
sea and  vomiting. 

The  family  history  was  irrelevant. 

The  past  history  showed  that  «she  had  had 
typhoid  fever  at  the  age  of  15,  influenza  in 
1919  and  again  in  April,  1925.  There  were  no 
other  significant  symptoms  except  as  men- 
tioned in  the  present  illness. 

During  the  past  five  months  her  menstrua- 
tion had  been  irregular.  She  married  at  the 
age  of  26  years,  had  eight  children  living 
and  well.  She  had  had  one  miscarriage.  Two 
years  ago  she  had  a non-malignant  pigmented 
mole  removed  from  the  back. 

Present  Illness : She  had  had  an  extreme- 
ly poor  appetite,  “indigestion”  and  constipa- 
tion for  the  past  two  years.  She  dates  the 
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onset  of  her  present  illness  from  an  attack  ol 
influenza  in  April,  1925.  Shortly  after  this 
she  began  to  have  spells  of  nausea,  vomiting, 
and  cramp-like  pains  in  the  abdomen.  A 
little  later  she  noticed  a mass  in  the  left  side 
of  the  abdomen  which  had  gradually  in- 
creased in  size.  She  continued  to  grow  worse, 
the  nausea  and  vomiting  increased.  She  com- 
plained of  a throbbing  pain  in  the  left  side  of 
the  abdomen,  burning  sensation  in  the  stom- 
ach and  headaches.  She  also  noticed  some 
yellow  splotches  on  the  neck  and  face  and  be- 
came extremely  weak,  nervous  and  lost  some 
weight.  There  was  light  dyspnoea  on  exer- 
tion and  cough  without  sputum  or  hemopty- 
sis. She  had  nocturia,  two  to  three.  There 
had  been  no  hematemesis  or  rectal  bleeding. 
Previously  she  was  treated  at  another  hospi- 


Figr.  2. — (Higrh  Power).  Structure  of  large  tumor  and 
several  smaller  ones. 


tab  September  II.  1925,  where  the  mass  was 
thought  to  he  an  enlarged  spleen.  The  blood 
and  spinal  fluid  Wassermann  were  strongly 
positive  and  she  was  put  on  anti-syphilitic 
treatment  without  improvement.  She  re- 
mained in  this  hospital  thirteen  days.  The 
blood  count  then  showed  3.690,000  red  cells, 
hemoglobin  60  per  cent,  9.950  white  cells, 
with  a normal  differential  count.  The  urine 
was  negative.  X-rays  were  taken  of  the 
genito-urinary  tract,  gall-bladder  and  a 
gastro-intestinal  series.  These  showed  the 
stomach  and  colon  to  be  negative.  The  kidneys 
were  well  outlined.  No  gall-stones  were 
found.  In  the  left  side  of  the  abdomen  was 


a fairly  well  outlined  soft-tissue  mass  extend- 
ing from  the  costal  arch  to  the  crest  of  the 
ilium.  It  was  of  varying  density,  distinct 
from  the  kidney,  and  apparently  contained 
gas. 

Physical  Examination:  The  patient  was 
well  developed  but  undernourished.  Face 
pinched  and  pale.  Mucous  surfaces  appeared 
anaemic.  The  eyes,  ears,  nose  and  throat 
were  negative.  Heart  and  lungs  showed  noth- 
ing remarkable.  Blood  pressure  118/80.  The 
abdomen  showed  a slight  fulness  in  the  up- 
per portion  but  there  was  no  visible  tumor. 
Palpation  revealed  an  extremely  tender  and 
freely  movable  mass  lying  to  the  left  of  the 
umbilicus  and  extending  from  the  costal  bor- 
der to  the  crest  of  the  ilium.  It  was  about 
the  size  of  a large  grapefruit.  It  was  not 
only  freely  movable  on  palpation  but  shifted 
from  the  region  of  the  umbilicus  to  the  left 
flank  with  change  of  position.  There  was 
also  some  tenderness  in  both  lower  abdominal 
quadrants.  The  vaginal  examination  showed 
a foul  purulent  discharge,  palpable  Bartho- 
lin’s glands,  an  eroded  cervix  and  some  infil- 
tration in  both  fornices  with  tenderness  on  the 
left.  Rectal  examination  was  essentially 
negative.  There  was  now  50  per  cent  hemo- 
globin. 2.800.000  red  cells,  and  7,800  white 
cells,  with  74  per  cent  of  polymorphonuclears. 
The  nausea,  vomiting  and  abdominal  pain 
continued,  she  grew  weaker  and  cachetic  and 
died  December  3,  1925,  after  one  month  in 
this  hospital. 

Necrospy  was  obtained  only  after  the  body 
had  been  embalmed,  and  was  limited  to  the 
abdomen.  The  peritoneal  cavity  was  opened 
by  an  incision  from  the  ensiform  cartilage  to 
the  symphysis  pubis.  The  peritoneum  is 
smooth  and  glistening.  There  is  no  free  fluid 
in  the  cavity.  The  spleen  is  of  normal  size. 
The  appendix  is  normal.  The  mesenteric 
lymph  nodes  are  not  enlarged.  The  liver 
seems  to  be  slightly  enlarged,  but  does  not 
reach  below  the  costal  margin.  The  liver  is 
pale  yellowish  in  color,  presenting  quite  an 
unusual  appearance.  This  may  be  due.  how- 
ever. to  the  embalming  fluid.  Lyincr  direct- 
lv  over  the  left  kidney,  is  a large  mass  the 
size  of  a small  grapefruit.  The  small  bowel 
can  be  seen  to  enter  the  mass  above  and  to 
emerge  below.  It  is  therefore  a tumor  of  the 
small  bowel.  The  transverse  colon  is  adher- 
ent to  the  upper  border  of  the  mass,  but  does 
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not  communicate  with  its  cavity.  The  de- 
scending colon  is  attached  to  the  mass  later- 
ally by  fibrous  bands.  Going  through  the 
coils  of  the  small  intestine  below  this  mass, 
there  are  found  four  other  tumors  involving 
the  wall  of  the  small  intestine.  They  are  of 
varying  sizes  all  the  way  from  slight  indu- 
ration the  size  of  a coin  up  to  a mass  the  size 
of  a lemon.  The  continuity  of  the  bowel  is 
not  disturbed  by  any  of  these  masses.  At 
other  points,  polypoid  masses  the  size  of  an 
egg  are  found  within  the  lumen  of  the  small 
bowel,  which  do  not  involve  the  wall  of  the 
gut,  but  seem  to  arise  from  the  mesenteric 
border.  At  two  points  there  is  beginning  in- 
tussusception. The  entire  gastro-intestinal 
tract  was  removed  from  the  pylorus  to  the 
rectum  and  preserved  in  the  anatomical  posi - 
tion. 

Pathological  Report  by  Everett  L.  Btshop, 
M.  D.* 

Specimen:  Small  and  large  intestine:  Pre- 
served in  sugar  solution,  after  formalin  fixa- 
tion. 

In  the  jejunum  is  a large  mass,  the  size  of 
a large  grapefruit,  through  which  the  intes- 
tine goes.  The  mass  is  firm,  rounded,  and 
slightly  nodular.  The  tumor  cuts  easily,  re- 
vealing a smooth  surface  which  is  quite  cel- 
lular, the  center  of  the  tumor  showing  the 
lumen  of  the  gut,  which  is  bile  stained.  There 
are  no  gross  areas  of  necrosis  or  hemorrhage. 
There  is  no  perforation.  This  mass  is  high 
up  in  the  jejunum.  Scattered  along  the  in- 
testine at  various  intervals  are  nine  other  tu- 
mors, four  or  five  of  which  involve  the  intes- 
tinal wall,  the  others  being  well  developed 
polypi.  In  two  places,  there  is  definite  in- 
tussusception, without  however,  complete  ob- 
struction. The  last  polyp  is  near  the  ileo- 
caecal  valve. 

Sections  of  the  various  tumors  show  a very 
interesting  structure  of  a diffuse  epithelial 
growth,  the  cells  being  large  and  medium 
sized  spindle,  rounded  and  polyhedral  cells, 
with  abundant  cytoplasm,  acidophile  in  re- 
action, and  showing  a relatively  large  and 
hvperchromatic  nucleus.  These  cells  appear 
in  sheets,  narrow,  and  also  bulky  strands, 
separated  by  narrow  strands  of  connective 
tissues.  In  many  areas  there  is  a definite 

*Patholologist  Albert  Steiner  Ward  for  Cancer  and  Allied 
Diseases. 


tendency  toward  alveolar  formation.  Mitoses 
are  quite  numerous,  and  the  vascularity 
marked.  There  are  no  areas  of  necrosis  or 
other  regressive  change.  Desmoplasia  is  lack- 
ing. Adjacent  to  one  of  the  medium  sized 
tumors,  there  is  hypertrophy  of  the  mucosa 
with  marked  epidermoidization  of  the  epithe- 
lium of  the  glands,  without  however,  marked 
proliferation.  This  is  probably  of  inflamma- 
tory origin  and  not  part  of  the  general  tu- 
mor process. 


Fig.  3. — Inflammatory  changes  in  the  mucosa  near 
tumor.  Marked  epidermoid  changes  in  glandular 
epithelium  without  proliferation.  Intense  round  cell 
infiltration  between  glands. 

The  above  described  structure  appears  not 
only  in  the  large  tumor  of  the  upper  jeju- 
num but  also  in  the  smaller  tumors  lower 
down.  The  structure  is  definitely  that  of  a 
malignant  neoplasm  and,  without  evidence  of 
a malignant  tumor  elsewhere,  must  be  taken 
as  a multiple  primary  diffuse  carcinoma  of 
the  small  intestine.  It  is  impossible  to  say 
whether  the  tumors  were  malignant  at  the 
beginning,  or  whether  the}^  began  as  benign 
polypi.  It  is  possible  that  the  original  struc- 
ture was  that  of  adenocarcinoma,  but  the  loss 
of  growth  restraint  and  increasing  malig- 
nancy gives  a more  diffuse  picture,  where  the 
tendency  toward  glandular  formation  is  lost 
and  replaced  by  a diffuse  growth  with  only 
a slight  tendency  toward  poorly  formed  alveoli. 

Summary 

A case  of  multiple  primary  adenocarci- 
noma of  the  small  bowel  is  reported. 
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The  incidence,  etiology  and  symptomatol- 
ogy of  tumors  of  the  small  bowel  are  dis- 
cussed. From  the  careful  study  of  a case 
keeping  the  symptoms  in  mind  one  should  be 
able  to  make  the  diagnosis  more  often  than 
is  usually  the  case. 
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SQUAMOUS  CELL  EPITHELIOMA  OF  THE 
BODY  OF  THE  UTERUS— REPORT 
OF  A CASE.* 

By  ARTHUR  C.  SINTON,  Jr.,  A.  B.,  M.  D.,  Richmond.  Va. 
Associate  in  Gynecology,  Hospital  Division,  Medical  College 
of  Virginia. 

There  are  statistics  that  show  that  the  uterus 
is  first  in  the  list  of  organs  affected  by  pri- 
mary cancer.  Welch  collected  over  31,000 
cases  of  cancer  from  the  literature,  of  which 
29.5  per  cent  were  of  the  uterus  and  21.4  per 
cent  were  of  the  stomach.  Later  figures  show 
a predominance  of  cancer  of  the  stomach  and 
liver  over  cancer  of  the  female  generative  or- 
gans. The  uterus  is  still  probably  the  most 
frequent  seat  of  the  disease  in  women.  About 
10  per  cent  of  uterine  cancers  affect  the  cor- 
pus. 

The  frequency  of  uterine  cancer  is  explained 
partly  by  its  anatomical  and  physiological 
charatceristics,  especially  its  exposure  to 
trauma  and  irritation.  Cervices  that  have 
been  repeatedly  lacerated  at  childbirth,  those 
that  show  a chronic  endocervicitis  and  ero- 
sions are  those  that  are  prone  to  the  develop- 
ment of  malignancy.  An  etiological  factor  in 
the  development  of  corpus  carcinoma  is  the 
association  with  myoma,  10  per  cent  of  which 
are  combined  with  carcinoma. 

The  two  main  histological  and  clinical  di- 
visions of  carcinoma  of  the  uterus  are,  of 
course,  squamous  cell  carcinoma  of  the  cervix 
and  glandular  carcinoma  of  the  body. 

♦Read  before  the  Richmond  Academy  of  Medicine,  Richmond, 
Va.,  February  22,  1927. 


[August, 

Ewing  gives  the  following  histological  va- 
rieties of  carcinoma  of  the  body : 

1.  Malignant  adenoma. 

2.  Papillary  adenocarcinoma. 

3.  Alveolar  carcinoma. 

4.  Adeno-acanthoma. 

The  first  is  the  usual  type;  the  second  is  a 
form  assumed  by  certain  tumors  which  prob- 
ably arise  from  adenoid  or  polypoid  forms; 
the  third  is  rare,  but  some  tumors  show  solid 
masses  of  cells  forming  alveoli  and  smaller 
cell  groups  infiltrating  spaces  and  vessels. 
These  structures  are  more  aggressive  than  the 
malignant  adenoma  and  are  subject  to  degen- 
erative changes  which  may  lead  to  the  diag- 
nosis of  round  cell  sarcoma.  About  the  fourth 
variety  which  is  the  one  under  which  our 
case  has  to  fall,  Ewing  goes  on  to  say  that 
squamous  cells  may  form  a prominent  ele- 
ment in  adenocarcinoma  of  the  corpus  and  in 
rare  cases  they  predominate  over  the  glandu- 
lar structure  and  produce  a true  adeno-acan- 
thoma. In  some  cases  spine  cells  and  kerato- 
hyaline  granules,  the  criteria  of  true  squa- 
mous epithelium,  are  present  and  also  pearl 
formation.  Very  rarely  all  the  characters  of 
adult  acanthoma  are  observed. 

It  is,  of  course,  true  that  carcinoma  usually 
is  of  the  type  of  epithelium  from  which  it 
arises,  and  it  is  for  this  reason  that  primary 
squamous  cell  carcinoma  of  the  uterus  is  such 
a rare  tumor.  The  cavity  of  the  fundus  is 
normally  lined  with  high  ciliated  cylindrical 
epithelium,  and  carcinoma  arising  here  is  al- 
most invariably  of  the  glandular  type. 

The  rarity  of  squamous  cell  carcinoma  of 
the  fundus  is  well  shown  by  the  fact  that  Cul- 
len at  the  time  of  the  publication  of  his  book 
on  carcinoma  of  the  uterus  was  able  to  find 
but  three  authentic  cases  of  this  condition  and 
had  himself  never  seen  a case. 

Since  that  time,  however,  this  type  of  tumor 
has  attracted  considerable  attention,  especial- 
ly in  Germany,  and  a number  of  cases  have 
been  reported. 

Gebhardt,  in  1892,  was  the  first  to  report 
a case  of  primary  squamous  cell  carcinoma  of 
the  fundus.  Since  then  cases  have  been  re- 
ported by  Fraischlen,  Kaufmann,  Batchelor, 
Keith  and  others. 

C.  C.  Norris,  of  Philadelphia,  writing  in 
the  American  Journal  of  Obstetrics,  V ol.  56, 
No.  6,  pg.  87,  reports  a case  and  reports  work 
of  others.  Very  free  reference  has  been  made 
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to  his  article  in  the  presentation  of  this  case. 

In  explanation  of  the  origin  of  this  tumor 
various  theories  have  been  advanced.  The 
squamous  epithelium  of  the  portio-vaginalis 
normally  ends  at  the  external  os;  above  this 
point  the  canal  is  lined  by  columnar  ciliated 
epithelium.  The  meeting  place  of  these  two 
types  of  epithelium  is  not  a tixed  point,  how- 
ever, and  it  has  been  thought  that  a very  high 
extension  upward  may  in  some  cases  account 
for  an  epithelioma  of  the  fundus.  This  seems 
probable  in  those  cases  originating  in  the 
lower  part  of  the  body,  but  could  hardly  ac- 
count for  a localized  growth  occurring  at  the 
fundus  and  surrounded  by  normal  endome- 
trium. 

An  extension  upward  of  a cervical  carci- 
noma would  account  for  epithelioma  in  the 
fundus  but  in  this  case  the  cervix  is  not  dis- 
eased. 

Squamous  or  keratoid  changes  may  take 
place  in  the  epithelium  of  the  body  of  the 
uterus,  such  changes  occurring  independently 
of  a new  growth.  Leukoplakia  uteri  is  a 
term  often  applied  to  this  epidermization  of 
the  endometrium.  It  may  occur  after  curet- 
tage. especially  when  the  uterus  has  been 
treated  with  escharotics.  It  is  reasonable  to 
suppose  that  malignancy  developing  in  such 
an  endometrium  would  have  the  characteris- 
tics of  an  epithelioma. 

Finally,  since  islands  of  squamous  epithe- 
lium may  occur  in  the  normal  fetal  endo- 
metrium, it  may  be  assumed  that  its  occur- 
rence in  the  adult  is  sometimes  only  a result 
of  such  early  malformation. 

No  one  of  these  theories  satisfactorily  ac- 
counts for  all  the  cases. 

The  history  of  the  case  I have  to  report  is 
as  follows: 

Miss  M.  S.,  age  57,  white,  nulliparous. 

Family  history  good. 

General  previous  history.  Has  been  a 
healthy  woman,  never  having  had  a serious 

illness. 

Menstrual  history. — Started  at  14,  regular 
every  28  days.  Flow  would  last  about  a 
week  and  was  somewhat  too  profuse.  Dys- 
menorrhoea  always  present.  Menstruation 
ceased  in  1917  w'hen  she  was  48  years  old. 
After  this  there  were  several  periods  at  irre- 
gular intervals  with  a scanty  flow. 

In  1917,  a “D  & C”  was  done,  it  being  stated 
that  she  had  catarrh  of  the  womb. 


Present  illness. — She  began  bleeding  from 
the  vagina  in  April,  1925.  The  bleeding  was 
quite  profuse  and  was  constant.  She  was  re- 
ferred by  her  physician  to  Dr.  E.  L.  Flana- 
gan for  X-ray  treatment. 

Dr.  Flanagan  kindly  gave  me  the  following 
data  about  her  treatment:  “She  was  given  treat- 
ment through  three  apertures,  one  in  front, 
through  the  sacrum,  and  through  the  peri- 
neum. The  first  series  of  treatments  was 
given  May  23,  25,  26,  1925,  the  second  June 
22,  23,  24,  the  third  August  6,  7,  8,  the  fourth 
November  11,  18,  19,  the  fifth  April  19,  20, 
21,  1926,  and  the  sixth  May  18,  19,  20,  1926. 
The  patient  was  rather  irregular  in  reporting 
for  treatment  after  November,  1925.  This 
was  accounted  for  by  the  fact  that  she  was 
made  very  sick  after  the  treatments.  The 
technique  used  in  treatment  was  as  follows: 
136  KV,  5MA,  16"  distance,  % mm.  copper 
and  1 mm.  aluminum  filter,  35  minutes  time.” 

The  treatments  alleviated  the  bleeding  con- 
siderably. 

Three  months  after  the  last  treatment  bleed- 
ing started  profusely  again. 

She  was  admitted  to  the  Gynecological 
Service  at  the  Memorial  Hospital,  July  2, 
1926. 

Examination  showed  a rather  emaciated 
looking  woman,  weight  about  95  pounds. 
Several  carious  teeth  and  some  pyorrhoea 
noted.  No  abnormal  heart  sounds  heard, 
lungs  clear.  Some  tenderness  over  lower  ab- 
domen but  no  masses  noted. 

The  odor  from  the  vaginal  discharge  was 
such  as  to  make  neighboring  patients  object 
to  her  presence. 

Urinalysis  was  negative  except  for  a trace 
of  albumin  and  an  occasional  hyaline  cast, 
and  a few  leucocytes. 

P henolsulphonphthalein  functional  test  was 
40  per  cent  for  two  hours.  She  had  a hemo- 
globin of  70  per  cent,  9,000  white  blood  cells, 
74  per  cent  polys,  26  per  cent  lymphocytes, 
Wassermann,  negative. 

Vaginal  examination.  Vagina  admits  one 
finger,  cervix  is  short,  very  soft,  and  admits 
index  finger.  The  fundus  is  slightly  enlarged, 
is  anterior  and  freely  movable.  The  adenexal 
regions  are  apparently  clear.  There  is  a very 
foul  bloody  discharge  noted.  Some  organ- 
ized material  protruding  frcm  the  cervix  was 
obtained  and  sent  to  the  laboratory  but  this 
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turned  out  to  be  infected  and  degenerated 
blood  clot. 

A diagnostic  curettage  was  done  July  10, 
1926,  and  the  following  report- received : 

“Gross  description:  A number  of  pieces  of 
glistening  uterine  scrapings. 

“Pathological  diagnosis:  A frozen  section 
made  from  some  of  the  larger  pieces  strongly 
suggests  a stroma-cell  sarcoma  of  the  uterus, 
probably  arising  from  the  interstitial  or 
stroma  cells  of  the  endometrium  with  some  in- 
vasion of  the  adjacent  muscle.” 

Supplemental  report  following  a prelimi- 
nary report  on  frozen  section  made  July  10. 
1926 : 

“The  glandular  element  here  is  over- 
shadowed by  an  overgrowth  and  apparently 
invasion  of  stroma  cell  groups  into  the  uter- 
ine muscle.  Several  islands  of  cells  suggest- 
ing ‘epithelial  pearls’  of  squamous  cell  epi- 
thelioma are  seen  but  they  are  not  in  suffi- 
cient number  here  to  be  of  value  in  diagno- 
sis. 

“Note : This  type  of  malignancy  is  infre- 
quent and  its  degree  not  well  known  but,  if 
the  condition  of  the  patient  will  justify  it,  I 
think  that  a complete  hysterectomy  at  an 
early  date  ought  to  be  done. 

“Pathological  diagnosis:  Apparently  from 
the  uterine  scrapings  submitted  for  diagno- 
sis we  are  justified  in  calling  this  case  one  of 
sarcoma  of  the  uterus,  originating  probably 
from  the  stroma  cells  of  the  endometrium." 

The  patient  was  operated  on  August  3, 
1926.  a complete  hysterectomy  being  done. 

Dr.  Phillips  reported  on  the  specimen  as 
follows : “Specimen  consists  of  uterus,  both 
tubes  and  a small  cyst.  Uterus  has  been  com- 
pletely removed.  Cervix  is  hard,  small  and 
apparently  normal  except  for  some  hypere- 
mia. The  body  is  of  normal  size  and  con- 
sistency except  posteriorly  where  there  seems 
to  be  a firm  area  in  the  wall.  When  cut  open 
there  is  a large  fungoid  yellow  and  red  mass 
adherent  to  the  upper  posterior  wall,  meas- 
uring 4x3. 5x2.5  cm.  There  is  also  a smaller 
sessile  mass  adherent  to  the  wall  near  the  ori- 
gin of  the  left  tube  and  measuring  12x12x5 
cm.  Two  pieces  of  the  mass  were  loose  in- 
side the  uterus  and  measured  approximately 
2x3x2  cm.  Both  tubes  were  grossly  normal 
except  for  external  congestion.  The  cyst 
measured  3 cm.,  and  is  apparently  serous  in 
character  and  from  the  ovary. 


“Microscopic  description : Sections  of  the 
growth  show  a typical  squamous  cell  epithe- 
lioma with  some  pearly  bodies  in  places  and 
in  general  the  cellular  arrangement  so  often 
seen  in  epithelioma  of  the  cervix.  The  cells 
are  free  growing  and  have  invaded  the  uterine 
wall  apparently  a short  distance.  The  growth 
seems  limited  to  the  fundus  and  this  type  of 
malignancy  is  rare  there.  Sections  of  the  en- 
dometrium lower  down  show  no  epithelioma. 
The  former  tentative  diagnosis  of  stroma  cell 
sarcoma  of  the  uterus  is  now  replaced  by  this 
final  report. 

“Pathological  diagnosis:  Final  and  conclu- 
sive report — completing  all  others: 

“Epithelioma  (squamous  cell)  of  the  fun- 
dus of  the  uterus;  normal  Fallopian  tubes: 
serous  cyst  of  the  ovary. 

Charles  Phillips,  M.  1)., 

Pathologist."1 

Her  post-operative  convalescence  was  un- 
eventful and  she  left  the  hospital  September 
4,  1926,  in  excellent  condition.  We  have  had 
the  opportunity  to  follow  her  subsequent 
course  rather  closely,  and  while,  of  course,  it 
would  be  foolish  to  talk  of  a cure  at  this  early 
date,  we  cannot  help  but  be  hopeful. 

I wish  to  thank  Dr.  Charles  Phillips  for 
his  interest  in  this  case  which  made  its  report 
possible. 

1015  West  Franklin  Street. 


ERRORS  OF  REFRACTION  AS  A CAUSE 
OF  NERVOUS  SYMPTOMS.* 

By  CLIFTON  M.  MILLER.  M.  D„  F.  A.  C.  S.,  Richmond,  Va. 

The  importance  of  eves  as  organs  of  vi- 
sion and  attempts  to  improve  failing  or  de- 
ficient vision  are  no  new  things  in  medicine. 
Nero  is  said  to  have  used  a reading  glass  made 
from  a great  emerald.  Rabelais,  monk  and 
scotfer.  was  also  a doctor  of  unusual  train- 
ing and  ability,  bringing  to  this  profession 
the  keen  and  observing  mind  that  made  him 
the  greatest  literary  light  of  his  time  with 
the  exception  of  Calvin  (1532).  One  of  his 
characters,  Panurge,  I think  it  was,  is  made 
to  sav  that  all  the  organs  of  the  head  except 
the  eyes  could  have  been  placed  elseAvhere  in 
the  body  without  detriment  to  their  useful- 
ness, but  the  eyes  must  be  placed  in  the 
highest  portion  of  the  body  so  that  a com- 

♦Read  before  Stuart  Circle  Hospital  Clinical  Club,  Richmond, 
Va..  April  13.  1927. 
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mantling  view  of  the  surroundings  might  be 
obtained,  just  as  the  watch  towers  of  a castle 
were  always  the  highest  part. 

There  is  no  muscle  of  the  body  with  the 
exception  of  the  heart  that  is  in  such  a state 
of  constant  functional  activity  as  the  ciliary 
muscle.  During  every  waking  moment  the 
focus  of  the  eye  is  constantly  varying  as  one 
looks  from  distant  to  near  objects,  and  the 
ciliary  muscle  is  the  power  that  brings  about 
this  constant  change  of  focus.  Helmholtz  is 
credited  with  having  said  that  were  an  opti- 
cal instrument  with  as  many  defects  as  the 
human  eye  submitted  to  him  he  would  reject 
it.  This  sounds  unreasonable  when  we  real- 
ize that  the  human  eye  is  the  only  optical  in- 
strument whose  focus  ranges  from  infinity  to 
a few  inches  and  this  focus  changes  instant- 
ly as  the  necessity  arises. 

Giving  consideration  to  the  enormous  use 
to  which  the  human  eye  is  put  and  its  im- 
portance in  every  act  of  our  lives,  it  seems 
strange  that  its  activity  as  an  optical  organ 
was  alone  appreciated  while  its  influence  as 
a factor  in  upsetting  the  function  of  the  nerv- 
ous system  was  not  thought  of  until  com- 
paratively recently.  To  8.  Weir  Mitchell 
more  than  to  any  other  man  is  due  the  honor 
of  directing  the  attention  of  ophthalmologists 
to  this  phase  of  the  eye  as  a cause  of  head- 
ache and  various  functional  nervous  condi- 
tions. 

Parallel  rays  of  light  entering  the  normal 
eye  come  to  a focus  upon  the  retina.  In  man 
binocular  single  vision  is  the  normal  state 
and  when  his  eves  look  to  infinity  the  axes  of 
vision  of  the  eyes  should  be  parallel  with  the 
intrinsic  and  extrinsic  muscles  of  the  eyes  at 
rest  or  practically  so.  Any  departure  from 
the  above  outlined  condition  may  give  rise  to 
trouble  which  is  most  frequently  ascribed  to 
parts  far  distant  from  the  eye. 

Binocular  single  vision  with  normal  acuity 
(or  what  is  usually  spoken  of  as  20/20ths 
vision)  may  be  obtained  by  eyes  that  are  far 
from  normal  in  their  refractive  condition  or 
muscular  balance.  Indeed,  it  is  the  eves  with 
good  vision  that  cause  the  trouble  when  there 
is  in  them  a refractive  error,  for  they  are 
kept  constantly  upon  a strain  to  retain  the 
jrood  vision  and  obtain  no  rest  even  when 
looking  at  distant  objects;  some  of  these  eyes 
are  not  rested  even  during  sleep,  for  the  con 
stant  strain  produces  a spasm  of  the  focussing 


muscle  which  does  not  completely  relax  during 
this  time. 

It  is  very  commonly  stated  that  eyes  are 
weaker  now  than  when  man  was  living  a more 
primitive  existence.  This  is  probably  not 
true,  but  the  exigencies  of  modern  life  make 
a greater  tax  upon  the  eyes;  therefore,  the 
train  of  symptoms  which  they  cause  is  more 
pronounced.  Then,  too,  the  importance  of 
the  eves  as  a causative  factor  in  human  suffer- 
ing is  more  fully  appreciated;  hence,  more 
frequently  looked  for  and  corrected.  The 
fact  that  a large  number  of  its  members  wear 
spectacles  in  early  life  is  not  a reflection  upon 
the  hardihood  of  a people  but  a tribute  to  its 
intellect,  the  percentage  of  spectacle  users 
being  greatest  in  the  most  intellectual  races. 

Eye-strain  may  cause  symptoms  referable 
to  the  eye  alone,  such  as  recurrent  styes,  ble- 
pharitis, chronic  conjunctivitis  and  meibo- 
mian cysts  of  the  lids.  Such  symptoms  would 
he  apt  to  cause  eye  examination.  Headache 
is  the  most  frequent  symptom  found  with 
eye-strain  as  the  cause,  but  there  is  no  ab- 
solutely typical  headache  produced  by  this 
cause.  The  most  frequent  is  perhaps  the 
afternoon  pain  in  the  brow  with  feeling  of 
constriction  about  the  head,  this  com:ng  on 
after  prolonged  use  of  the  eyes  for  near  work, 
riding  on  the  train,  sight-seeing,  theatre  go- 
ing, etc.  Headache,  however,  may  come  in 
paroxysms  with  a week  or  more  interval  be- 
tween attacks;  the  so-called  bilious  headaches 
of  a few  years  ago  were  in  most  cases  of  this 
type.  It  has  been  said  that  headache  upon 
arising  in  the  morning  has  not  eye-strain  as 
its  cause.  In  the  main  this  statement  is  true, 
but  there  are  many  instances  of  severe  head- 
ache upon  arising  in  the  morning  being  pro- 
duced by  unusual  strain  the  day  or  evening 
preceding.  The  onset  of  the  headache  of  eve- 
strain  is  in  no  way  typical;  there  may  be  pro- 
dromata.  such  as  scintillating  spots  before 
the  eves,  photophobia,  temporary  loss  or  re- 
duction of  vision,  or  nausea,  or  it  may  come 
suddenly  with  no  premonitory  signs.  No  case 
of  constant  or  regularly  recurrent  headache 
should  be  considered  as  having  had  its  etiol- 
ogy fully  investigated  until  the  eyes  have  been 
proven  without  fault  in  the  causation.  Even 
when  other  factors  quite  sufficient  to  account 
for  the  headache  are  present,  still  the  eyes 
may  be  contributing  their  quota  to  the  suf- 
fering. 
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Digestive  symptoms  are  probably  next  in 
frequency  to  headache.  These  may  be  of 
varying  types  from  recurrent  attacks  of  nau- 
sea and  vomiting  to  severe  intestinal  cramp. 
Constipation  is  not  infrequently  a result  of 
eye-strain,  and  cases  are  not  unusual  in  which 
the  careful  correction  of  an  error  of  refrac- 
tion has  resulted  in  relief  of  this  condition 
without  any  change  in  the  patient’s  diet  or 
habits  being  made. 

Insomnia  is  frequently  caused  by  eye-strain. 
On  the  other  hand,  there  are  some  people 
with  an  uncorrected  error  who,  when  they 
start  using  their  eyes  for  near-work,  cannot 
keep  awake.  Cases  diagnosed  as  epilepsy, 
both  petit  and  grand  mal,  have  been  re- 
ported as  resulting  from  errors  of  refraction. 
Errors  of  refraction  or  muscular  imbalance 
of  the  eyes  are  not  infrequently  the  cause  of 
lateral  curvatures  of  the  spine  or  malposi- 
tions of  the  head,  the  child  tinding  that  by 
assuming  certain  twisted  positions  of  the  head 
or  body  the  text  of  books  upon  its  desk  can 
be  seen  more  plainly. 

In  hysteria  eye-strain  is  no  doubt  frequent- 
ly the  underlying  cause  that  produces  the 
nervous  imbalance  which  results  in  various 
fuctional  disturbances  of  this  kind.  I recall 
the  case  of  a young  dressmaker  who  used  to 
have  frequent  attacks  of  hysterical  aphonia. 
These  would  come  without  warning  once 
every  six  weeks  to  three  months  and  last  two 
or  three  days.  In  three  attacks  she  consulted 
me  and,  after  the  third  one,  her  eyes  were 
carefully  examined,  and  a marked  error  or 
refraction  found.  Glasses  to  correct  this  were 
given  her  and  for  three  years  she  had  no  more 
attacks;  since  that  time  I have  not  seen  her. 

Children  who  are  highly  nervous  and  irrit- 
able in  school  and  who  do  not  progress  as  they 
should  will  frequently  be  found  to  be  suf- 
fering from  eye-strain.  The  correction  of 
errors  of  refraction  in  such  has  resulted  in 
entirely  changing  their  disposition  and  school 
progress.  Many  a child  has  been  called  dunce 
and  incorrigible  when  a proper  pair  of  glasses 
would  have  rendered  him  bright  and  tract- 
able. 

Cases  of  nervous  exhaustion,  nervous  pros- 
tration and  so-called  brain  fag  should  not  be 
considered  fully  investigated  until  the  re- 
fractive condition  and  muscular  balance  of 
the  eyes  is  known,  and  if  error  is  found,  a 
most  careful  correction  should  be  made.  In 


studying  the  possibility  of  the  eyes  being  the 
cause  or  a contributing  factor  in  some  func- 
tional or  painful  condition  under  considera- 
tion, too  much  weight  must  not  be  given  to 
two  statements  that  are  frequently  made  by 
patients : One  is,  “Doctor,  I see  perfectlv  for 
every  purpose  and  have  never  had  any  trou- 
ble with  my  eyes”,  and  the  other,  “Doctor,  I 
have  glasses”.  Both  of  these  statements  are 
undoubtedly  true  and  given  in  good  faith,  but 
should  be  carefully  weighed.  If  the  patient 
has  glasses,  how  were  they  given?  Were  the 
eyes  carefully  examined  with  mydriatic  and, 
if  so,  how  long  ago?  Is  the  physical  fit  of 
the  glasses  good  and  do  they  meet  the  pres- 
ent needs  of  the  patient?  A glass  should  not 
be  given,  particularly  to  young  patients, 
without  a careful  examination  of  the  eye  un- 
der a mydriatic,  for  the  constnt  change  of 
the  focal  distance  in  the  eye  whose  focussing 
power  has  not  been  eliminated  makes  correc- 
tion of  the  error  highly  difficult,  if  not  im- 
possible. It  is  not  an  unknown  occurrence  to 
find  a patient  who  has  been  examined  with- 
out a mydriatic  wearing  a minus  glass  when 
a plus  correction  is  what  he  really  needs.  Of 
the  first  statement  mentioned  above,  it  can  be 
said  that  perfect  vision  is  by  no  means  infre- 
quent, with  a marked  error  of  refraction,  and 
it  is  in  such  patients  that  the  most  marked 
nervous  symptoms  are  produced.  Their  eyes 
are  never  at  rest  during  any  waking  moment 
and  the  amount  of  nervous  energy  required  to 
keep  this  up  is  enormous. 

The  onset  of  the  time  of  presbyopia  (40-45 
years)  may  give  rise  to  nervous  symptoms  in 
a patient  who  has  eyes  absolutely  free  from 
any  refractive  error  or  muscular  imbalance  if 
he  delays  too  long  the  using  of  glasses  for 
near  work.  Such  patients  frequently  depend 
upon  a greater  intensity  of  illumination  and 
putting  the  object  further  from  them  to  put 
off  the  time  of  using  glasses,  and  in  doing  this 
cause  other  troubles  that  are  far  more  annoy- 
ing than  the  use  of  glasses. 

In  studying  the  question  of  eye-strain  and 
its  effect  upon  the  individual,  the  character  of 
the  occupation  should  receive  consideration 
as  well  as  the  temperament  of  the  person  do- 
ing the  work.  A laborer  or  one  whose  occu- 
pation has  little  near-work  in  it  will  not  be 
as  profoundly  affected  by  a small  error  of  re- 
fraction as  will  one  whose  work  requires 
constant  near-vision.  Again,  a person  of  a 


19*27] 


VIRGINIA  MEDICAL  MONTHLY 


303 


phlegmatic  disposition  with  nervous  system 
not  easily  upset  by  the  stress  of  his  work  will 
have  no  symptoms  from  an  amount  of  eye- 
strain  that  would  produce  almost  unbearable 
suffering  in  one  of  nervous  disposition  who 
does  not  bear  well  the  strains  of  daily  life. 

Stuart  Circle  Hospital. 


SOME  POINTS  IN  THE  TREATMENT 
OF  FRACTURES.* 

By  CLAUDE  MOORE,  M.  D.,  Roanoke,  Va. 

I have  nothing  new  to  add  in  the  treat- 
ment of  fractures,  but  only  expect  to  em- 
phasize certain  points  that  are  frequently 
ignored  or  forgotten,  since  the  treatment  of 
fractures  is  one  branch  of  surgery  where 
carelessness  will  bring  disastrous  results  both 
in  cures  and  the  number  of  lawsuits  for  dam- 
ages for  poor  results.  The  first  thought  in 
the  treatment  of  fractures  is  to  be  sure  that 
you  have  an  accurate  diagnosis,  even  in  the 
details.  The  reason  of  my  discussion  of  this 
subject  is  an  incident  that  happened  to  me 
a few  months  ago,  that  most  of  you  would 
imagine  would  never  happen.  I was  called 
to  see  a patient  nine  years  old  that  gave  a 
history  of  hurting  his  leg  while  scuffling  at 
football  two  days  before.  The  leg  was 
markedly  swollen,  red  and  tender,  and  after 
complete  examination,  I found  he  had  a frac- 
ture of  the  femur  just  above  the  middle.  An- 
other physician  had  seen  him  the  day  before, 
and,  after  examining  the  boy,  told  his  father 
that  he  had  a sprained  leg,  advising  hot  ap- 
plications, and  giving  him  a prescription  for 
some  liniment  to  apply,  telling  the  father  the 
boy  would  more  than  likely  be  all  right  in  a 
few  days.  This  physician  who  is  slightly 
beyond  middle  age,  with  a fairly  active  prac- 
tice, I consider  an  average  one  in  his  profes- 
sion, and  I believe  thoroughly  sober.  I would 
never  have  believed  that  any  registered  phy- 
sician in  the  State  of  Virginia,  would  have 
missed  making  the  diagnosis  of  a complete 
fracture  of  the  shaft  of  the  femur.  I took 
the  case  to  the  hospital,  and  X-ray  showed 
a long  oblique  fracture  through  the  upper 
portion  of  the  shaft.  Because  of  the  swelling 
due  to  lack  of  twenty-four  hours’  treatment, 
this  physician,  through  carelessness,  had 
missed  the  diagnosis,  when  there  was  over 

•Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Pulaski,  Va„  March  25,  1927. 


two  inches  of  shortening.  Even  today  I sup- 
pose he  thinks  the  boy  had  a sprain. 

Average  care  of  the  correct  kind  in  the 
treatment  of  fractures  will  produce  good  re- 
sults. Scudder  says  that  only  a little  over  2 
per  cent  of  all  fractures  of  any  kind  after 
proper  treatment  will  show  failure  to  unite. 
All  of  us  know  many  causes  of  delayed  or 
non-union  in  treating  fractures,  but  one  of 
the  points  I want  to  discuss  is  a faulty  blood 
supply  in  long  bones.  All  text-books  dis- 
cuss at  length  poor  blood  supply  in  fractures 
where  the  vessels  have  been  injured  in  an  ac- 
cident. I want  to  call  attention  to  the  possi- 
bility of  poor  blood  supply  in  simple  frac- 
ture where  the  blood  supply  has  been  lessened 
before  the  injury.  This  frequently  happens 
where  there  has  been  previous  injury  or  dis- 
ease in  the  extremity,  often  an  old  phlebitis. 
In  rarer  conditions  there  may  be  pressure  of 
tumors  on  the  larger  vessels  proximal  to  the 
fracture.  In  more  frequent  cases  there  is 
an  endarteritis  or  an  arterio-sclerosis.  This 
condition  is  more  serious  than  a minor  injury 
to  one  of  the  vessels,  because  there  is  little 
likelihood  of  a collateral  circulation.  Re- 
cently I had  such  a case  that  looked  for  many 
months  like  a case  of  non-union.  In  all  cases 
where  there  is  a possibility  of  retarded  cir- 
culation, all  methods  of  increasing  the  blood 
supply  must  be  used.  These  are  too  numerous 
and  familiar  to  be  mentioned,  but  in  my 
opinion  the  one  of  most  benefit  is  constant  or 
intermittent  elevation  of  the  extremity.  In 
looking  up  the  treatment  of  poor  nourish- 
ment in  treatment  of  fractures,  I could  not 
find  that  Scudder  in  his  treatment  of  frac- 
tures, in  the  new  edition  just  out,  had  men- 
tioned either  endarteritis  or  arterio-sclerosis 
as  a cause  of  delayed  or  non-union.  It  was 
almost  certainly  the  cause  of  a case  I am 
going  to  report. 

Another  point  that  I want  to  take  up  in 
the  treatment  is  that  of  immobilization.  In 
all  of  our  average  cases,  all  of  us,  I suppose, 
try  to  get  the  fracture  in  splints  or  casts  as 
soon  as  possible  or  practicable,  with  the  best 
possible  position  under  the  circumstances,  and 
keep  it  so  until  there  is  good  union.  But, 
suppose  there  is  no  union,  and  we  have  reme- 
died or  removed  all  known  causes  of  non- 
union, what  next?  Before  operative  measures 
are  attempted,  such  as  bone  graft,  loosening 
the  splints  will  cause  growth  of  new  bone  to 
be  started.  Sometimes  new  splints  or  casts 
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will  have  to  he  made  to  allow  pressure  to  be 
made  at  the  ends  of  fragments.  Thus,  by 
irritation  at  the  point  of  the  fracture  new 
hone  will  possibly  begin  to  be  formed.  Re- 
cently in  a case  this  suggestion  was  offered 
by  Dr.  Wescott,  with  slow  but  good  results. 
Care  must  be  exercised  that  the  fracture  is 
well  supported  with  splints  or  other  means 
to  prevent  further  injury  or  complications. 

Another  thing  that  is  often  seen  is  the  aver- 
age physician  trying  to  get  a beautiful  or 
good  anatomical  result  rather  than  a good 
functional  result.  I have  seen  cases  where 
continual  attempts  have  been  made  to  get  a 
perfect  alignment  of  fragments  even  after 
union  has  begun.  This  is  permissible  in  the 
first  week  in  a few  fractures  in  exposed  places 
where  the  patient’s  professional  or  social  life 
is  such  that  a poor  anatomical  result  would  be 
a serious  handicap,  but  in  most  cases  an  ideal 
cure  should  be  attempted  more  for  a strong 
bony  union  than  to  restore  the  perfect  anat- 
omy. Especially  is  this  true  in  this  age  of 
rapid  or  high  pressure  living,  where  the  aver- 
age industrial  man  is  living  up  to  the  limit  of 
his  salary,  and  too  frequently  with  this  instal- 
ment buying  his  pay  is  spent  weeks  before  he 
makes  it.  In  these  cases,  with  the  physician 
trying  to  satisfy  his  aesthetic  taste  with  a per- 
fect anatomical  cure,  the  patient  will  be  kept 
from  his  job  a few  more  weeks,  thereby  losing 
what  little  he  is  buying  by  installments,  and 
paying  Ids  accumulated  debts  with  bankrupt 
notices.  Especially  is  this  so  in  the  present  day 
when  the  doctor  treating  the  case  can  look 
to  insurance  companies  or  industrial  corpora- 
tions for  his  fee  when  the  case  is  discharged. 
Due  to  increased  accident,  automobile,  and  in- 
dustrial insurance,  physicians  are  little  han- 
dicapped in  the  costs  of  the  treatment  of 
fractures. 

On  the  other  hand,  because  of  the  difference 
in  the  osteogenetic  power  in  different  bones 
in  different  people,  the  physician  should  not 
err  on  the  opposite  side.  Often  presupposed 
non-union  will  only  be  delayed  union.  Temp- 
tation is  great-  to  attempt  surgical  interfer- 
ence, such  as  bone  grafts,  plates,  etc.,  thereby 
converting  delaved  union  into  non-union,  or 
delaying  the  return  of  the  patient  to  a gain- 
ful occupation.  Judgment  of  the  treatment 
to  be  administered  is  of  far  more  importance, 
except  in  very  unusual  circumstances,  than 
the  technic  of  applying  the  procedures.  Due 


to  our  war  experiences,  many  extremities  are 
now  saved  which  would  have  been  sacrificed. 
In  a base  hospital  in  France  I have  irrigated 
and  dressed  compound  fractures  of  the  femur 
for  months  at  a time,  later  to  get  a useful 
leg  with  only  a slight  limp  due  to  shortening. 

Lastly,  I want  to  discuss  a condition  that 
does  not  apply  entirely  to  fractures  alone,  but 
certainly  to  as  great  or  greater  extent  than  in 
any  other  accident,  namely,  the  financial  or 
economic  side  of  accidental  injuries.  Virginia 
is  falling  rapidly  behind  many  states  and 
some  of  the  countries  in  Europe  in  the  pro- 
vision for  the  care  of  a person  and  his  de- 
pendents when  he  is  injured  at  his  regular 
vocation,  often  through  no  fault  of  his  own. 
It  is  the  duty  of  the  physician  who  is  most 
intimately  associated  with  the  patient  to  see 
that  this  is  remedied.  As  you  know,  a man 
injured  at  his  regular  job  is  entitled  to  half 
of  his  regular  weekly  pay,  up  to  $12,  after 
the  first  ten  days,  which  are  exempted,  and 
the  employer  or  insurance  carrier  pays  all  ex- 
pense of  treatment.  He  can  collect  for  the 
first  ten  days  after  injury  if  he  is  incapaci- 
tated for  forty-two  days.  Under  such  circum- 
stances, how  can  a man.  even  with  a small 
family,  expect  to  meet  expenses  in  these  days 
of  high  costs  on  the  above  wages.  A man  liv- 
ing in  a respectable  neighborhood  cannot  more 
than  pay  house  rent  on  the  maximum  com- 
pensation allowed  him.  The  above  law  has 
not  kept  pace  with  modern  costs.  A man 
slightly  injured  can  tide  over  a few  weeks 
with  little  or  no  compensation,  but  how  about 
a man  with  a bad  compound  infected  fracture 
with  from  three  to  twelve  months’  invalidism? 
The  law  should  be  amended  so  that  if  a man 
is  off  from  work  longer  than  his  credit  will 
carry  him.  or  he  can  catch  up  in  a few  weeks, 
should  be  paid  a salary  that  will  pay  his  regu- 
lar living  expenses  that  are  necessary  to  sup- 
port himself  and  family.  A man  oil  front 
work  with  a bad  fracture,  for  example,  for 
six  months  is  a bankrupt  not  only  for  his 
previous  debts  but  his  actual  living  expenses 
during  his  illness.  If  greater  compensation  is 
beyond  the  means  of  the  small  employers, 
then  the  law  should  be  amended  to  meet  the 
condition,  like  the  larger  corporations  are 
helping  the  employees,  that  is  by  carrying 
group  insurance  on  all  of  the  employees,  and 
assessing  them  a small  amount  out  of  their 
wages  to  pay  for  this  insurance.  Massachu- 
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setts  is  taking;  the  lead  along-  this  line.  Last 
year  they  passed  a law  requiring  all  automo- 
bile drivers  to  carry  liability  insurance. 

I want  to  report  a case  to  which  much  of 
the  previous  discussion  applies. 

Mr.  G.  H.  B..  age  38,  laborer,  wages  $20  a 
week,  was  injured  in  January,  1926,  while  un- 
loading cement.  He  had  a spiral  oblique  frac- 
ture of  the  right  tibia  in  the  lower  third,  and 
a transverse  fracture  of  the  right  fibula  in  the 
upper  third,  both  fractures  simple  and  not 
comminuted.  The  X-rays  showed  a marked 
arterio-sclerosis  of  the  posterior  tibial  artery 
with  deposits  of  calcium  salts  in  its  entire 
length.  In  fact,  the  picture  of  the  artery  was 
even  plainer  than  the  bones.  The  fracture 
was  reduced  and  plaster  splints  applied. 
X rays  showed  good  position.  Because  of  the 
poor  blood  supply,  he  was  kept  in  bed  in  the 
hospital,  with  the  bed  elevated  at  intervals, 
for  three  weeks.  At  the  end  of  that  time  the 
hones  showed  no  union  whatever,  the  crepita- 
tion being  more  pronounced  than  at  the  time 
of  the  injury,  showing  that  the  blood  clot  had 
been  absorbed  and  there  was  no  beginning 
cartilage  or  fibrous  formation.  All  clinical 
and  laboratory  tests  were  repeatedly  negative, 
including  spinal  Wassermann.  Due  to  pa- 
tient’s dislike  to  confinement  to  the  hospital, 
he  was  allowed  to  go  home,  and  stayed  in  bed 
four  more  weeks.  During  all  this  time  all 
possible  means  were  used  to  increase  the  cir- 
culation. At  this  time  there  was  still  no  union 
at  all  and  crepitation  was  as  marked  as  ever. 
In  addition,  the  site  of  the  fracture  had  be- 
come almost  painless.  We  then  decided  to  try 
motion  and  irritation,  and  to  allow  this  we 
put  a tight  circular  cast  on  the  leg  extending 
from  just  below  the  knee  to  well  below  both 
malleoli.  He  was  given  crutches  and  started 
walking,  gradually  increasing  the  weight  on 
the  injured  leg.  At  the  end  of  three  weeks 
crepitation  had  disappeared,  but  there  was 
about  as  much  motion  as  formerly.  Circular 
casts,  as  above  described,  were  kept  on  him, 
with  frequent  changes,  and  by  the  end  of  six 
months  he  was  gettting  some  union.  The  con- 
dition was  followed  by  frequent  X-ray  pic- 
tures and  all  aid  to  help  circulation.  At  the 
end  of  nine  months  he  had  fair  bony  union 
and  the  circular  cast  was  changed  to  a strap 
circular  cast  for  support.  By  the  end  of  a 
year  he  had  good  bony  union  and  appar- 
ently full  strength.  Due  to  the  inability  to 
make  a circular  cast  that  would  support  his 


weight  and  at  the  same  time  let  him  use  his 
foot,  he  got  about  one  inch  of  shortening  of 
the  leg,  but  this  was  easily  taken  up  by  the 
tilting  of  the  pelvis  and  he  does  not  limp.  He 
returned  to  work  at  the  end  of  a year,  at  hard 
labor,  and  lias  had  no  trouble  since. 

This  man  had  a wife  and  four  children,  with 
another  child  added  shortly  after  his  accident, 
and  drew  $10  a week  during  his  illness.  Natu- 
rally, he  was  dependent  to  a great  extent  on 
charity,  and  I know  that  he  and  his  family 
often  lacked  the  necessities  of  life.  Had  he 
not  been  born  and  reared  in  the  lower  strata 
of  society,  and  been  accustomed  to  hardships, 
he  would  have  suffered  much  more  than  is  the 
right  of  any  man  to  suffer  through  no  fault 
of  his  own. 

Shenandoah  Life  Building. 


TUMORS  OF  THE  SPINAL  CORD.* 

By  JOHN  J.  SHUGRUE,  M.  D.,  Ro-hister,  Minn. 

Fellow  in  Surgery,  The  Mayo  Foundation. 

Tumors  of  the  spinal  cord  manifest  them- 
selves in  many  ways,  both  apparent  and  ob- 
scure. The  apparent  relative  rarity  of  such 
tumors  in  ordinary  practice  is  probably  due 
to  the  fact  that  the  symptoms  are  not  recog- 
nized, not  necessarily  because  of  ignorance 
but  rather  because  of  negligence  of  the  sub- 
ject. In  general,  the  manifestations  of  tu- 
mors of  the  spinal  cord  are  pain,  sensory  and 
motor  disturbances,  changes  in  the  spinal 
fluid,  and  roentgenologic  abnormalities. 

Pain 

The  most  convincing  symptom  is  pain,  and 
yet  it  is  sometimes  absent  and  sometimes 
vague  and  not  correctly  interpreted,  so  its 
value  is  underestimated.  At  first  the  pain  is 
along  a nerve  and  for  a time  is  unilateral, 
then  bilateral.  It  comes  on  usually  while  the 
patient  is  recumbent,  and  hence  during  sleep, 
from  which  he  is  often  awakened  and  forced 
to  get  up  and  walk  around  for  relief.  Bend- 
ing forward  and  backward,  straining,  jarring, 
and  coughing  aggravate  the  pain.  The  pa- 
tient finds  the  upright  position  more  agree- 
able. On  percussion  of  the  spinous  processes 
the  maximal  tenderness  is  usually  found  over 
the  spine  just  over  the  tumor.  These  fac- 
tors characterize  extramedullary  rather  than 
intramedullary  cord  tumor,  probably  be- 
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cause  of  the  relative  mobility  of  the  former. 
The  pain  may  be  referred  throughout  the 
ramifications  of  the  nerve,  or  only  in  the 
proximal  or  distal  parts,  or  may  remain  lo- 
calized in  the  back.  Although  the  pain  is 
usually  neuralgic,  it  may  be  manifested  by 
burning  or  numbness.  Pain  may  or  may  not 
exist  from  the  beginning  of  the  extramedul- 
lary tumor,  but  it  is  usually  present  at  some 
time  during  its  course.  The  neuralgic  pain, 
due  to  direct  irritation  by  the  tumor,  gives  a 
hint  concerning  the  level  of  the  lesion.  If  the 
pain  is  so  vague  as  to  be  unrecognized  for  a 
long  time,  the  patient  often  resorts  to  chiro- 
practic treatment,  and  the  pain  is  wrongly  at- 
tributed to  it.  the  examiner  not  realizing  that 
the  pain  antedated  the  treatments.  It  is. 
therefore,  obvious  that  a thorough  history  of 
the  case  is  of  paramount  importance. 

Sensory  Disturbances 
The  qualities  of  sensation  are  all  investi- 
gated in  the  examination : sense  of  pain,  tem- 
perature, touch,  joint  movement,  and  vibra- 
tion. Of  course,  the  sensory  disturbances  de- 
pend on  the  tracts  involved.  Generally  speak- 
ing, any  possible  sensory  disturbance  may  oc- 
cur; usually  the  extramedullary  tumors  mani- 
fest sensory  changes,  most  marked  at  a dis- 
tance from  the  lesion,  whereas  in  intramedul- 
lary tumors  such  changes  progress  from  the 
lesion  downward.  Rarely  there  may  not  be 
any  sensory  disturbance.  Intramedullary  tu- 
mors are  said  to  produce  disassociation  of  sen- 
sation more  often  than  extramedullary  tu- 
mors; however,  sensation  in  the  perianal  re- 
gion is  more  often  preserved  in  extramedul- 
lary tumors.  The  pathway  for  touch  is  still 
a matter  of  speculation  and  the  sensation  of 
touch  is  rather  variable  in  its  absence,  al- 
though it  is  more  often  absent  in  the  intra- 
medullary type.  The  sensory  changes  are  dis- 
turbances in  the  segmental  areas  rather  than 
in  the  peripheral  nerves,  and  they  tend  to  be- 
come bilateral.  It  has  been  noted  that  fol- 
lowing spinal  puncture  the  sensory  changes 
and  the  sensory  level  become  more  apparent 
on  examination.  Bladder  and  rectal  trouble 
is  more  noticeable  earlier  in  cases  of  intra- 
medullary tumor,  although  it  occurs  early 
with  both  types  of  lesion  of  the  conus  medul- 
laris  and  cauda  equina.  An  extramedullary 
tumor  that  has  existed  for  a long  time  exerts 
sufficient  pressure  to  produce  sensory  changes 


similar  to  those  of  intramedullary  tumor. 

Re-flexes. — A knowldege  of  the  nerves  con- 
cerned with  the  different  reflex  movements  is 
necessary.  Roughly,  there  are  two  types  of 
reflexes, — those  from  pyramidal  lesions  and 
those  from  lesions  of  the  lower  motor  neuron. 
Pyramidal  lesions  produce  hypertonus,  in- 
creased response,  no  atrophy,  the  inordinate 
reflexes  such  as  the  Chaddock,  Babinski.  and 
Hoffmann,  and  usually  a loss  of  the  super- 
ficial reflexes  below  the  lesion.  Lower  motor 
neuron  lesions  manifest  loss  of  tone,  atrophy, 
and  disappearance  or  diminution  of  the  re- 
flex. The  former  denotes  injury  to  the  cord, 
whereas  the  latter  denotes  injury  to  the  peri- 
pheral nerves  or  cauda  equina.  Therefore,  if 
one  keeps  in  mind  the  segment  of  supply,  one 
has  an  additional  means  of  locating  the  lesion. 
A point  worthy  of  mention  is  Horner’s  syn- 
drome, which  occurs  in  cases  of  lesion  in  the 
region  of  the  eighth  cervical  and  first  thora- 
cic nerves.  It  is  a phenomenon  associated 
with  injury  of  the  sympathetic  nerve  and 
consists  of  ipsolateral  myosis,  enophthalmos 
producing  pseudoptosis,  and  ipsolateral  dry- 
ness of  the  neck  and  face. 

Motor  Disturbances 

A knowledge  of  the  segmental  nerve  sup- 
ply is  necessary,  as  this  and  not  the  direct 
peripheral  nerve  supply  of  the  muscle  is  con- 
cerned in  motor  disturbances.  Those  who 
have  had  experience  with  the  paralyses  of 
anterior  poliomyelitis  appreciate  this.  It  is 
not  groups  of  muscles  but  rather  a field  that 
is  paralyzed,  certain  muscles  being  unaf- 
fected although  supplied  by  the  same  peri- 
pheral nerves.  In  evaluating  the  motor  sys- 
tem, strength,  amplitude,  atrophy,  fibrillary 
twitchings,  and  tonus  of  the  separate  muscles 
are  taken  into  consideration. 

Fibrillary  twitchings  are  usually  due  to  ir- 
ritation or  degeneration  of  the  cells  of  the 
anterior  horn  of  the  spinal  cord  and  give  di- 
rect evidence  of  a lesion  at  the  level  of  the 
segmental  field  where  they  occur.  This  is  an 
important  means  of  determining  the  situation 
of  the  tumor.  Fibrillary  twitchings  are  said 
to  be  more  common  in  intramedullary  tu- 
mors, and  yet  they  are  often  seen  in  extra- 
medullary tumors.  Another  sign  is  myoclo- 
nus, which  determines  the  site  of  the  tumor  to 
be  in  the  segment  in  which  the  myoclonus  oc- 
curs. The  pathologic  basis  of  this  phenomenon 


VIRGINIA  MEDICAL  MONTHLY 


307 


1927  J 


is  different  from  that  of  fibrillary  twitchings 
and  probably  represents  irritation  of  the  an- 
terior roots  or  nerves  rather  than  irritation  of 
the  horn  cells.  The  other  qualities  of  the  mo- 
torium,  such  as  strength,  amplitude,  atrophy, 
and  tonus,  are  self-explanatory,  and  what  has 
been  said  of  reflexes  can  be  said  of  these.  Co- 
ordination, tremor,  stereognosis,  gait  and  sta- 
tion are  also  investigated,  and  although  altered 
from  the  level  of  the  lesion  downward,  they 
are  seldom  of  value  in  determining  the  exact 
site  of  the  lesion,  aiding  merely  in  postulating 
a lesion  of  the  central  nervous  system. 

Changes  in  the  Spinal  Fluid 
Spinal  puncture  is  probably  the  most  im- 
portant test  in  some  cases.  The  usual  site  for 
the  puncture  is  the  fourth  lumbar  interspace. 
The  skin  is  prepared  with  ether,  followed  by 
two  applications  of  iodine,  and  sterile  towels 
are  placed  about  the  field.  The  operator 
wears  sterile  gloves  and  gown  and  is  prepared 
as  for  an  operation.  An  imaginary  line  is 
drawn  between  the  iliac  crests,  the  desired  in- 
terspace being  at  the  point  where  this  line 
crosses  the  middle  of  the  back.  A drop  of 
novocaine  is  inserted  subcutaneously  and  the 
patient’s  back  acutely  arched.  The  lumbar 
puncture  needle  is  then  introduced  at  about 
the  middle  of  the  interspace.  The  puncture 
is  done  with  more  precision  if  the  needle  is 
grasped  with  the  left  hand,  the  dorsum  upper- 
most and  the  medial  side  at  the  wrist  resting 
on  the  patient’s  back,  as  this  method  enables 
one  to  appreciate  the  feel  of  the  needle  more 
readily.  With  experience  the  dura  and  sub- 
arachnoid space  can  be  expertly  punctured. 
After  the  stylet  has  been  withdrawn  the 
manometer  is  connected,  and  the  spinal  fluid 
rises  in  the  instrument.  The  patient  is  asked 
to  relax  completely,  and  the  fluid  descends  to 
a stationary  level,  which  usually  takes  about 
five  minutes.  Relaxation  can  be  hastened  by 
having  the  patient  pant  or  breathe  with  the 
mouth  open.  When  the  patient  coughs  the 
fluid  should  rise.  This  coughing  response  is 
used  to  determine  whether  the  needle  is  with- 
in the  subarachnoid  space,  and  it  excludes 
the  possibility  of  temporary  plugging  of  the 
needle,  which  would  produce  an  erroneous  re- 
sponse to  jugular  pressure,  as  happened  on 
one  occasion.  The  height  to  which  the  fluid 
rises  in  the  manometer  is  recorded,  then  the 
jugular  veins  on  both  sides  are  compressed. 


and  normally  the  fluid  quickly  rises  and  falls 
in  the  manometer.  This  indicates  that  the 
communication  between  the  head  and  the 
needle  puncture  is  free.  About  8 c.c.  of  fluid 
is  removed  and  after  a few  minutes  the  pres- 
sure is  again  noted.  The  possible  observations 
of  pressure  in  tumor  of  the  spinal  cord  are : 
no  resjDonse  nor  rise  after  jugular  pressure, 
slow  rise  with  an  equally  slow  fall,  or  rapid 
rise  with  slow  fall.  When  any  of  these  oc- 
cur the  fluid  may  or  may  not  be  yellow,  and 
there  is  usually  a great  difference  between  the 
first  pressure  reading  and  that  after  fluid  is 
withdrawn ; in  fact  the  fluid  may  not  rise  in 
the  manometer  after  removal  of  fluid.  This 
phenomenon  is  called  spinal  block  or  a posi- 
tive Quakenstaedt  test.  If  the  spinal  fluid 
is  yellow,  it  will  sometimes  jellify  after  stand- 
ing. Chemical  examination  of  the  fluid  in 
a case  of  spinal  block  usually  shows  an  in- 
crease in  albumin  or  globulin  content.  Extra- 
medullary tumors  are  more  likely  to  cause 
spinal  block  and  yellow  fluid  than  intra- 
medullary tumors.  A method  often  used 
when  a block  is  discovered  is  the  insertion  of 
needles  progressively  up  the  spine  until  block 
is  avoided,  and  this  is  a good  way  of  deter- 
mining the  site  of  the  tumor.  If  the  tumor 
is  low,  no  fluid,  or  bloody  fluid  is  sometimes 
encountered,  which  probably  nteansj,  if  the 
operator  is  expert  in  spinal  punctures,  that 
the  tumor  has  been  entered. 

Roentgenologic  Signs 

Usually  roentgenograms  of  the  spine  are 
negative,  but  in  some  cases  of  extramedullary 
tumor  an  exostosis  will  occur  at  or  just  below 
the  site  of  the  tumor,  consisting  of  a bridge- 
like spicule  of  bone  on  the  anterior  part  of 
the  body  and  also  on  the  sides.  There  is  never 
any  periosteal  stratification,  unevenness,  or 
hyperostosis.  These  changes  are  found  in 
other  diseases.  The  exostosis  is  caused  by 
chronic  inflammation  and  venous  stasis  of 
long  standing  in  the  region  of  the  tumor. 

Lipiodol. — A great  boon  to  the  diagnosis 
of  tumors  of  the  spinal  cord  whose  site  is 
difficult  to  determine  was  the  advent  of  lipio- 
dol. There  are  two  types  of  lopiodol, — li- 
piodol ascendens  and  lipiodol  descendens;  one 
sinks  and  the  other  floats  in  the  cerebrospinal 
fluid.  When  the  drim  is  introduced  into  the 
spinal  canal,  one  can  localize  the  upper  and 
the  lower  levels  of  the  tumor.  After  a small 
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amount  of  fluid  is  drawn  off,  the  iodized  oil 
is  introduced,  lipiodol  descendens  through  a 
cistern  puncture  and  lipiodol  ascendens 
through  a spinal  puncture  below  the  site  of 
the  tumor.  Under  the  fluoroscope  the  level 
is  noted  and  later  a roentgenogram  is  taken 
with  the  patient  in  the  sitting  position. 
Usually  lipiodol  descendens  is  used,  being 
injected  through  a cistern  puncture,  and  the 
patient  is  gradually  tilted  on  the  fluoroscopic 
table  and  the  course  of  the  drug  followed  un- 
til it  meets  the  obstruction,  when  it  stops  or 
is  deflected.  A roentgenogram  is  then  made. 


SOME  ALTERED  EARLY  OPINIONS  AS 
TO  CHILDHOOD  LIFE.* 

By  DAVID  B.  STUART,  M.  D.,  Dublin,  Va. 

After  a membership  of  nearly  three  years 
in  this  society,  I am  appearing  before  you 
with  a “voluntary”  paper  for  the  first  time. 
It  is  voluntary  in  the  single  respect  that  it  is 
mv  wish  to  remain  a member  of  this  splendid 
organization,  and  our  honorable  secretary  has 
tactfully  but  firmly  drawn  my  attention  to  the 
by-law,  that  requires  all  those  entitled  to  that 
privilege,  to  appear  before  you  at  least  once 
every  three  years.  So,  to  continue  on  as  a 
member.  I am  offering  this  as  a voluntary 
paper,  which  is  not  one  backed  with  elaborate 
scientific  controls  and  observations,  nor  one 
compiled  from  extensive  references,  records  or 
case  reports.  But,  instead,  I am  going  to  try 
to  outline  to  you  some  of  the  interesting  facts 
of  childhood  life,  gleaned  from  my  few  years 
of  practice,  that  have  altered  my  opinions  as 
a student  and  early  practitioner  considerably. 

In  our  medical  courses  we  are  given  more 
or  less  concrete  definitions,  for  the  various  ail- 
ments of  the  human  body,  that  are  supposed 
to  follow  a well-established  outline,  which  tend 
to  give  us  a good  deal  of  information  in  re- 
gard to  that  particular  complaint,  usually 
briefly  stated.  In  student  days  I learned  a 
large  number  of  these,  and  prided  myself  on 
the  knowledge  of  the  same,  ever  looking  for- 
ward to  that  day  when  I would  emerge  into 
general  practice  and  recognize  these  various 
diseases  by  recalling  the  explanatory  defini- 
tions for  them.  In  the  first  few  months  of 
practice  I began  to  feel  myself  becoming  dis- 
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illusioned,  realizing  more  each  dav  that  dis- 
ease  is  far  more  variable  than  a definition, 
and  also  that,  of  all  the  descriptions  I could 
recall  by  perusal  of  many  textbooks,  they 
stated  without  exception  the  pathology  in 
terms  of  far-advanced  and  well-organized  con- 
ditions. So,  unless  I awaited  a time  with 
patience,  until  this  could  all  take  place,  I 
could  not  hope  to  recognize  the  many  early 
symptoms  and  signs  until  many  valuable  days 
or  weeks,  as  the  case  may  be,  had  gone.  Thus, 
the  many  advantages  of  early  recognition  and 
prompt  treatment  had  been  lost,  never  to  be 
regained. 

The  Pre-Rachitic  Infant. 

To  avoid  rambling  on  further  in  a general 
way,  I shall  choose  from  a well-known  text- 
book— Osier’s  Practice  of  Medicine — the  fol- 
lowing definition  of  rickets:  “A  disease  of 
infants,  characterized  by  impaired  nutrition 
of  the  entire  body  and  alterations  in  the  grow- 
ing bones,”  an  excellent  description,  no  doubt, 
of  the  general  pathology  present  in  far-ad- 
vanced cases  of  rickets,  but  one  that  fits  the 
time  when  the  damage  is  done,  and  when 
treatment  is  of  far  less  value  than  when  in- 
stituted in  the  early  weeks  of  the  condition. 
So  it  is  my  object  to  attempt  to  draw  atten- 
tion to  the  period  that  exists  before  the  well- 
developed  rachitic  state,  and  to  the  many  ail- 
ments of  infant  life  that  are  closely  associated. 

The  observations  that  follow  are  on  infants 
from  the  age  of  three  months  on  through  the 
third  year  of  life.  Before  and  after  these  ages 
it  is  almost  useless  to  look  for  the  complex  that 
I am  picturing.  In  far  more  cases  than  has 
been  the.  general  teaching,  a certain  series  of 
disorders  may  be  observed.  The  breast-fed 
and  bottle-fed  infants  are  both  affected,  but 
the  incidence  is  much  higher  in  the  latter,  in 
spite  of  the  fact  that  more  artificially  fed 
babies  are  found  in  the  better  class  homes. 
The  stage  of  advance  is  variable,  but.  regard- 
less, there  is  a well  ordered  train  of  symptoms 
and  signs,  both  present  and  past,  that  will 
throw  a light  on  the  true  conditions.  These 
are  elicited  only  after  careful  and  at  times 
persistent  inquiry.  Usually,  after  questioning, 
you  will  obtain  a history  of  mixed  symptoms, 
along  with  a record  of  many  intercurrent  af- 
fections. 
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The  earlier  signs  and  symptoms  include, 
usually,  the  following: 

1.  A history  of  delayed  dentition. 

2.  A history  of  delayed  walking. 

3.  Extreme  irritability. 

4.  An  indifferent  appetite. 

5.  A poor  general  appearance. 

6.  Gums  somewhat  blanched  and  drawn, 

and  at  other  times  spongy  and  bleed- 
ing on  slightest  friction. 

7.  Occasionally  purpura!  spots  over  the 

body,  chiefly  lower  extremities. 

8.  Occasionally  general  glandular  enlarge- 

ment, more  often  the  submaxillary  and 
anterior  cervicals. 

9.  Large  heads,  with  prominent  foreheads. 

10.  Raid  spots,  particularly  over  the  occipital 

region,  with  a history  of  profuse  sweat- 
ing. usually  nocturnal  and  when  fret- 
ting. 

11.  A decided  enlargement  of  the  abdomen, 

at  times  so  marked  as  to  approach  the 
classical  “pot-belly.” 

12.  A late  closing  of  either  of  the  fontanelles. 

13.  A slight  deformity  of  the  chest,  with  a 

tendency  toward  being  barrel-shaped. 

14.  A record  of  pain  and  stiffness  in  joints 

and  limb. 

la.  A history  of  numerous  “spells.”  which 
consist  largely  of  the  following  com 
plaints — (a)  Frequent  colds  and  bron- 
chial attacks;  (b)  Colitis,  at  varying  in- 
tervals, but  repeated  from  time  to  time; 
(c)  The  “colicky”  baby,  that  has  it  re- 
gardless of  what  formula  or  general 
treatment  it  may  be  on;  (d)  A history 
of  obstinate  constipation,  of  long  dura- 
tion; (e)  Spring  and  fall  attacks  of 
thrush. 

I shall  not  attempt  to  go  into  detailed  ex- 
planation of  the  conditions  named,  for  all  of 
us  are  so  familiar  with  them  that  it  would  be 
only  time  lost.  Think  back  over  a year  or 
two  of  practice  and  recall  the  number  of  chil- 
dren that  you  have  seen  with  a half  dozen,  or 
even  a dozen,  of  these  complaints.  Recall  also 
the  time  that  it  took  to  correct  the  majority 
of  them,  and  in  spite  of  vigorous  treatment 
that  some  of  them,  even  then,  just  simply 
seemed  to  “outgrow”  the  complaint.  When  I 
first  became  interested  in  this  type  of  child.  I 


was  puzzled  until  I began  to  realize  the  close 
association  of  these  various  conditions.  I 
noticed  that  the  gastro-intestinal  disorders 
were  of  a catarrhal  type,  tha't  the  mucous 
membranes  were  frequently  inflamed,  and  that 
ofttimes  a thrush  was  superimposed.  The  con- 
dition of  the  skin  varies  but  is  usually  pasty. 
The  blood  counts  are  not  consistent,  but  as  a 
rule  there  is  a slight  secondary  anemia,  and 
a very  slight  leucoevtosis.  Summing  up  this 
data,  it  appeared  to  evolve,  almost,  into  a com- 
plex, and  as  the  occurrence  was  far  more  than 
occasional,  being  present  in  at  least  10-15  per- 
cent of  infants  seen  in  general  practice,  the 
question  of  a suitable  treatment  naturally 
arose.  This  was  something  that  was  not  so 
simple  to  outline,  for,  obviously,  with  com- 
plaints so  multitudinous  and  various,  the  rou- 
tine of  therapeutics  applied  had  to  be  of  suf- 
ficient scope  to  include  all.  for  it  soon  proved 
out  that  just  a mere  general  toning  up  would 
not  be  sufficient  to  produce  results.  To  sum- 
marize briefly,  treatment  has  been  directed  in 
this  type  of  patient  in  somewhat  the  following 
manner,  varying  slightly  for  the  individual 
case : 

1.  It  is  of  prime  importance  to  remove  anv 
foci  of  infection  that  may  be  present.  The 
most  frequent  of  these  has  been  a redundant 
prepuce,  often  with  phimosis.  Occasionally  a 
diseased  condition  of  the  tonsil  and  the  pres- 
ence of  severely  infected  adenoids  will  be  de- 
tected, but  this  latter  condition  is  more  often 
to  be  seen  in  the  older  child. 

2.  The  clothing  ought  to  be  light,  airy,  and 
should  be  changed  frequently  to  accord  with 
climatic  changes. 

3.  They  should  be  placed  out  in  the  fresh 
air  as  much  as  possible  when  the  weather  will 
permit.  If  practical,  they  should  be  given 
whatever  exercise  that  is  feasible.  If  before 
they  can  walk,  they  can  be  given  something 
approaching  a light  massage,  to  be  employed 
once  or  twice  daily  either  bv  the  nurse  or 
mother. 

4.  The  older  and  more  advanced  cases  are 
helped  appreciably  if  they  are  exposed  to  the 
actual  ray  of  the  sun.  particularly  over  the 
chest  region.  It  is  often  well  to  strip  them 
entirely,  covering  the  head  oniv.  and  allow 
them  to  run  and  crawl  around  in  sunny  spots 
until  they  are  thoroughly  tanned. 
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5.  The  diet  is  of  great  importance  chiefly 
from  the  fact  that  it  should  be  a very  nutri- 
tious one,  filled  with  milk,  butter  and  the  vari- 
ous fresh  foods  of  high  vitamine  content. 
Here  the  mistake  is  made  by  many  mothers  of 
nursing  their  babies  too  long.  Man}7  of  them 
insist  on  nursing  their  children  “through  the 
second  summer,”  and  some  will  nurse  them  for 
three  to  five  years.  This  is  often  due  to  fear 
of  the  disturbance  that  may  come  with  wean- 
ing the  baby,  but  the  vast  majority  keep  on 
starving  the  baby  and  pulling  themselves 
down,  in  accordance  with  a popular  belief 
that,  in  doing  so,  they  will  prevent  larger 
families. 

6.  The  presence  of  fruit  juices  plays  an 
important  part,  for  there  is  a scorbutic  tend- 
ency noted  particularly  in  the  bottle-fed  baby. 
This  assumes  the  form  of  spongy  and  easily 
bleeding  gums,  and  the  presence  of  purpural 
spots  over  the  body,  more  especially  the  lower 
extremities.  Aside  from  this,  fruit  juices 
exert  a marked  beneficial  effect  on  the  general 
development  of  the  child  and,  when  used  in 
conjunction  with  well  prepared  fresh  prunes, 
will  nearly  always  overcome  the  most  obstinate 
case  of  constipation  without  the  use  of  any 
other  treatment. 

7.  Last,  but  not  least,  comes  the  medicinal 
treatment.  This  is  confined  to  one  article  that 
is  of  greatly  disputed  value.  I refer  to  cod- 
liver  oil,  of  which  nothing  but  the  pure  oil 
should  be  used,  as  the  so-called  emulsions,  ex- 
tracts, etc.,  are  of  little  or  no  value  in  this  con- 
dition. Cod-liver  oil  should  be  given  in  fairly 
large  doses  for  the  age  for  which  it  is  to  be 
prescribed,  and  is  best  given  in  just  two  doses 
a day.  It  is  best  after  meals,  and  should  never 
be  forced  on  the  child  either  by  bribery  or 
threat.  If  the  indications  and  necessity  for 
treatment  are  fully  explained  to  the  mother. 
I have  noticed  in  those  that  persist,  that  at 
the  end  of  ten  days  most  of  the  children  seem 
to  want  the  oil.  almost  as  if  they  realized  the 
benefit  therefrom.  It  should  be  given  only  in 
the  winter  months,  as  it  will  upset  the  most 
robust  of  digestions  in  the  warmer  months  of 
the  year.  Occasionally  I use  a cod-liver  oil 
that  has  a small  amount  of  phosphorus  incor- 
porated. with  even  better  results  than  the  oil 
alone.  In  the  hands  of  an  intelligent  and 
earnest  mother,  the  majority  of  children  will 
take  cod-liver  oil  with  little  or  no  difficulty, 


but  once  in  a while  there  will  be  one  that  just 
simply  cannot  take  it.  To  this  group  I have 
given  with  splendid  results  a preparation  of 
cod-liver  oil,  marketed  as  Coco-Vitamin,  pre- 
pared by  Eli  Lilly  and  Company.  In  this  the 
oil  is  blended  with  coco-syrup,  is  unaltered, 
and  makes  a dose  that  is  not  offensive  to  the 
most  delicate  digestion.  It  is  necessary,  how- 
ever. to  give  much  larger  doses,  if  one  hopes 
to  obtain  as  prompt  results  as  with  the  pure 
oil. 

Conclusions. 

1.  Advanced  rickets  is  seldom  encountered, 
and,  if  so,  can  be  little  improved  by  the  treat- 
ment outlined.  A so-called  complex  approach- 
ing that  condition  is  often  seen.  This,  if  un- 
treated. delays  general  physical  development, 
and  results  in  a week,  mal-nourished  child 
that  is  a frequent  sufferer  from  intercurrent 
affections,  and  is  more  often  acutely  ill  from 
apparently  simple  disorders. 

2.  Personal  experience  seems  to  show  that 
special  attention  devoted  to  this  type  of  child 
results  in  a sharp  drop  in  infant  death-rate 
from  other  conditions  that  may  be  super-im- 
posed. 

3.  Treatment  must  be  prolonged  over  a 
period  of  months,  and  repeated,  if  indicated. 
Cod-liver  oil  in  its  pure  and  unaltered  state  is 
the  one  and  only  medicinal  product  that  is 
of  great  benefit,  for  any  other  medicine  is 
purely  palliative  or  symptomatic  in  its  re- 
sults. All  of  which  goes  to  say  that  patience 
and  persistence  are  the  cardinal  virtues  to  be 
strived  for  if  we  are  to  hope  for  results. 


TOXIC  GOITER.* 

By  PAUL  DAVIS,  M.  D.,  Roanoke,  Va. 

Associate  in  Surgery,  Lewis-Gale  Hospital. 

The  term  toxic  goiter  as  used  in  this  paper 
includes  all  types  of  goiter  in  which  there  is  1 
evidence  of  increased  or  perverted  secretion  of 
the  thyroid  gland.  The  basis  for  conclusions 
drawn  is  a review  of  the  last  forty  cases  oper- 
ated upon  at  the  Lewis-Gale  Hospital.  In 
these  cases  there  were  no  deaths  and  the  end- 
results  were  uniformly  good.  Previous  to  this 
series,  our  mortality  rate  and  end-results 
were  far  from  satisfactory  so  we  felt  that  a 
careful  review,  not  only  of  the  case  histories 
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themselves,  but  of  our  general  plan  of  manage- 
ment, would  be  of  much  benefit  to  us  in  our 
effort  toward  improvement,  and  posibly  of  in- 
terest to  others. 

There  is  no  need  for  presenting  a detailed 
summary  of  our  findings,  for  the  number  of 
patients  is  too  small  to  be  of  much  benefit  as 
a statistical  report.  After  a review  of  the 
literature,  I believe  they  represent  a fairly 
average  group.  There  were  thirty-two  women 
and  eight  men.  The  youngest  female  was  six- 
teen and  the  youngest  male  twenty-four.  There 
were  ten  patients  over  fifty  years  of  age,  with 
the  eldest  seventy. 

No  information  of  value  as  to  the  causative 
factor  was  obtained.  Of  the  few  who  at- 
tempted to  give  some  reason  for  their  present 
condition,  six  gave  influenza,  three  operations, 
one  menopause,  and  one  mental  stress. 

As  an  aid  to  diagnosis,  we  divide  toxic  goiter 
into  four  general  types  or  classes : 

1.  Exophthalmic. 

2.  Fetal  Adenoma. 

3.  Adult  Adenoma. 

4.  Malignant  Adenoma. 

These  cannot  always  be  clearly  differentiated 
except  with  the  microscope,  but  we  find  that 
with  increasing  experience  we  are  able  to  place 
more  and  more  of  them  in  their  proper  group 
before  the  pathologist  has  made  a section  of 
the  gland. 

The  exophthalmic  type  is  usually  easy  to 
diagnose  with  its  acute  and  rapid  onset,  ex- 
treme nervousness  and  bulging  eyes.  This 
usually  occurs  in  the  young  and  is  so  severe 
that  they  seek  medical  advice  early  in  the  dis- 
ease. The  enlargement  in  the  neck  is  smooth 
and  symmetrical  and  frequently  pulsating. 
Headache,  which  we  found  to  be  a prominent 
and  frequent  symptom,  both  before  and  after 
operation,  in  this  series  of  cases,  is  worse  in 
the  exophthalmic  patient. 

The  fetal  adenomata  are  fairly  characteris- 
tic. They  frequently  have  a large  nodular 
goiter  which  they  have  had  for  years,  often 
since  puberty.  Something  happens  which 
causes  it  to  become  toxic.  It  is  often  hard  to 
convince  the  patients  that  this  could  possibly 
be  the  cause  of  their  present  symptoms.  Loss 
of  weight,  nervousness  and  weakness,  with  a 
consistently  elevated  metabolic  rate,  will  point 
to  the  goiter  as  the  seat  of  disease. 

Similar  to  the  fetal  adenoma  is  the  adult 


adenoma  or  latent  type.  This  develops  gradu- 
ally and  produces  a nervous  unstable  indivi- 
dual who  is  subject  to  periods  of  toxicity,  fol- 
lowed by  comparative  normalcy.  In  this  re- 
spect it  differs  from  the  fetal  adenoma,  which 
nearly  always  grows  increasingly  worse  once 
toxic  s3fmptoms  are  developed.  We  are  not 
certain  in  our  own  minds  that  this  constitutes 
a distinct  type,  feeling  that  it  may  be  a latent 
type  of  exophthalmic  gland  rather  than  ade- 
noma. 

Malignant  adenomata  cannot  be  differen- 
tiated from  the  others  clinically.  The  symp- 
toms and  appearance  of  the  gland  are  often 
identical  but  after  the  goiter  is  removed  an 
area  of  malignant  cells  is  found. 

In  contrasting  the  symptoms  of  toxic  goiter 
in  the  old,  e.  g.,  those  over  fifty,  and  the  young, 
there  are  several  things  with  which  we  have 
been  impressed. 

1.  Old  people  are  more  liable  to  have  a coarse 
tremor  than  a fine  one.  Loss  of  ability  to  write 
legibly  on  account  of  their  hands  shaking  is 
often  their  most  troublesome  symptom. 

2.  They  are  more  liable  to  come  to  you  with 
the  complaint  of  neuro-muscular  weakness. 

3.  They  are  more  liable  to  a rapid  loss  of 
weight  with  a normal  food  intake. 

4.  They  are  more  liable  to  paroxysmal  car- 
diac disturbances. 

5.  Diagnosis  is  not  so  clear  in  the  aged  and 
we  are  forced  to  rely  more  on  basal  meta- 
bolic readings. 

Exophthalmos  was  a symptom  noticeable  by 
its  infrequency  in  this  series  of  cases,  only 
eight  showing  this  condition,  although  twenty- 
seven  were  of  the  exophthalmic  type  gland. 

Diarrhoea  Avas  present  in  six  cases,  and  all 
of  these  showed  an  achylia-gastrica.  For  this 
reason,  we  are  not  inclined  to  believe  that  thy- 
roid intoxication  alone  will  produce  a diar- 
rhoea, but  will  do  so  in  the  presence  of  an 
achylia. 

In  our  cases  of  exophthalmic  goiter  with  in- 
creased basal  metabolism  there  was  a dimin- 
ished menstrual  Aoav  rather  than  an  increase 
as  some  text-books  describe. 

The  nutritional  changes  constituted  not  only 
a loss  of  weight  but  what  seemed  to  be  an 
atrophy  of  the  peripheral  muscles,  evidenced 
by  their  Aveakness  and  a tendency  for  them  to 
sag  at  their  bony  attachments.  This  is  in 
keeping  with  the  known  facts  in  regard  to  the 
metabolic  activities  in  exophthalmic  goiter, 
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which  are  evidenced  mainly  by  a nitrogen  im- 
balance. For  many  years  we  have  known  that 
there  is  a marked  tendency  toward  tissue  waste, 
even  though  the  protein  intake  is  entirely  ade- 
quate. The  increased  brittleness  of  the  nails 
with  a tendency  toward  excavation  and  sepa- 
ration of  nail  from  matrix  is  probably  a nutri- 
tional disturbance  of  a similar  nature. 

The  treatment  of  toxic  goiter  is  essentially 
surgical,  although  close  co-operation  with  the 
internist  is  necessary  for  satisfactory  results. 
The  nature  of  the  symptoms  is  such  that  the 
patient  in  most  instances  first  seeks  the  advice 
of  a medical  man  rather  than  a surgeon ; 
therefore,  the  diagnosis  and  pre-operative  care 
rest  largely  upon  his  shoulders.  Basal  meta- 
bolic readings  are  of  great  help  in  arriving  at 
a diagnosis,  and  for  accurate  comparison 
should  be  made  by  the  same  individual.  We 
feel  that  the  use  of  Lugol’s  solution  as  an  aid 
to  diagnosis  is  seldom  justifiable.  We  use  it 
routinely  in  the  preparation  of  all  cases  for 
operation  and  find  that  all  types  of  toxic  goi- 
ter are  benefited  by  it.  The  most  marked  bene- 
fit is  seen  in  those  who  have  not  taken  it  at 
some  previous  time.  Lugol’s  solution,  rest,  in- 
creased diet,  and  a mild  sedative,  such  as  lumi- 
nal, are  the  essential  points  in  preparing  the 
patient  for  operation.  Digitalis  is  never  used, 
even  in  fibrillation. 

The  operation  is  performed  under  combined 
gas-oxygen  analgesia  and  local  novocaine  an- 
esthesia. Administration  of  gas-oxygen  is  be- 
gun as  soon  as  the  patient  enters  the  operating- 
room.  A short  collar  incision  i§  made  and  the 
skin  dissected  off  of  the  platysma.  The 
muscles  are  divided  in  the  mid-line  and  not 
cut.  The  capsule  is  dissected  from  the  gland 
and  retracted  with  the  muscles  of  the  neck. 
After  removing  a major  portion  of  both  lobes 
of  the  thyroid  gland,  a rubber  dam  drain  is 
passed  into  each  fossa  and  the  capsule  replaced 
by  suturing  with  number  ()  catgut.  The 
drains  are  brought  through  the  skin  incision 
and  the  wound  closed  with  metal  skin  clips. 

Immediately  after  operation  all  cases  re- 
ceive an  intravenous  injection  of  one  thous- 
and cubic  centimeters  of  normal  saline  with 
fifty  grammes  of  dextrose,  and  are  given  a hy- 
podermic of  one-sixth  grain  of  morphine.  The 
morphine  is  repeated  whenever  necessary,  and 
this  should  be  often  enough  to  insure  com- 
plete rest.  The  dressings  on  the  wound  are 
changed  in  six  hours,  and  again  twelve  hours 


later,  and  then  daily  until  there  is  no  drain- 
age. Early  and  frequent  dressings  are  very 
essential  to  prevent  absorption  of  the  highly 
toxic  serum  which  gathers  in  the  wound.  Skin 
clips  are  removed  on  the  third  day.  The  use 
of  Lugol’s  solution  and  luminal  are  continued 
for  some  time  following  operation  and  with- 
drawn gradually.  The  patients  are  usually 
permitted  to  leave  the  hospital  in  from  one 
to  two  weeks. 

The  major  conclusions  which  we  have  drawn 
are  these : 

1.  We  are  convinced  that  an  early  diagnosis 
of  toxic  goiter  is  as  important  as  an  early  diag- 
nosis of  tuberculosis,  and  frequently  as  diffi- 
cult. It  has  been  demonstrated  that  definite 
changes  in  the  sympathetic  nervous  system  are 
produced  by  increased  thyroid  secretion  over 
a long  period  of  time,  and  these  changes  prob- 
ably explain  the  slow  convalescence  and  some- 
times failure  to  get  complete  relief  after  thy- 
roidectomy on  these  cases. 

2.  For  all  practical  purposes,  there  is  no 
necessity  for  attempting  to  draw  difficult  clini- 
cal distinctions  other  than  establishing  the  fact 
that  the  patient  has  a goiter  which  is  produc- 
ing toxic  symptoms. 

3.  Diagnosis  is  much  more  difficult  in  pa- 
tients over  fifty  years  of  age. 

4.  Every  effort  should  be  made  to  establish 
a diagnosis  before  giving  Lugol  s solution,  but 
it  will  benefit  all  types  of  toxic  goiter  and  will 
help  confirm  a diagnosis  which  may  be  doubt- 
ful. 

5.  The  treatment  is  essentially  surgical. 

6.  The  old  practice  of  cutting  the  ribbon 
muscles  of  the  neck  is  not  necessary. 

7.  Best  results  can  be  obtained  by  a coordi- 
nated group  familiar  with  the  entire  plan  of 
treatment  and  all  of  whom  are  working  in 
unison. 


PYELITIS.* 

i 

By  CHARLES  H.  LUPTON,  M.  D.,  Norfolk,  Va. 

Pyelitis,  inflammation  of  the  pelvis  of  the 
kidney,  is  one  of  the  common  conditions  that 
the  physician  is  called  upon  to  treat.  Only 
a few  years  ago  it  was  thought  to  be  rare,  but 
as  methods  of  diagnosis  have  improved  and 
physicians  have  learned  the  importance  of 
making  more  thorough  and  complete  examina- 

•Read  before  Norfolk  County  Medical  Society.  March  28,  1927. 
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tions,  we  have  learned  that  this  is  not  a rare 
disease.  Inflammation  of  the  pelvis  of  the 
kidney  is  practically  always  associated  with 
some  inflammation  of  the  kidney  itself,  but 
the  term  pyelitis  is  used  to  apply  to  the  cases 
where  the  pelvis  of  the  kidney  is  the  prin- 
cipal seat  of  the  infection. 

Pyelitis  is  classified  into  the  following 
groups:  (a)  simple  pyelitis;  (b)  pyelitis  of 
pregnancy;  (c)  pyelitis  of  infancy  and  child- 
hood; (d)  pyelitis  following  surgical  opera- 
tions, and  (e)  pyelitis  due  to  tuberculosis. 
'Pice  gives  another  classification,  those  occur- 
ring in  newly  married  women.  It  is  further 
divided  into  the  acute  and  chronic  cases. 

Pyelitis  is  caused  by  bacterial  infection,  but 
under  ordinary  circumstances  the  kidney  will 
eliminate  bacteria  without  itself  being  dam- 
aged, so  we  find  it  is  necessary  that  there  be 
a lowering  of  resistance  before  infection  takes 
place.  Pyelitis  may  occur  at  any  age,  but  is 
most  frequent  from  twenty  to  forty  years  of 
age.  It  is  also  fairly  frequent  in  infancy  and 
childhood.  It  occurs  more  frequently  in 
females  than  in  males,  nearly  two-thirds  of 
all  cases  being  found  in  females.  Simple 
pyelitis  may  occur  in  one  or  both  pelves,  but  it 
is  most  often  bilateral.  Among  the  most  com- 
mon conditions  that  predispose  to  pyelitis  are: 
obstruction  of  the  urinary  tract ; focal  infec- 
tions; various  acute  infections  and  general 
causes,  such  as  anemia  or  any  condition  that 
especially  lowers  general  resistance.  Obstruc- 
tion of  the  urinary  tract  is  probably  the  most 
common  predisposing  factor.  The  most  com- 
mon infecting  organisms  in  the  order  of  their 
frequency  are:  the  bacillus  coli  communis,  the 
staphylococcus  aureus  and  albus,  the  strepto- 
coccus and  the  tubercle  bacillus.  The  gono- 
coccus, typhoid  bacillus,  pneumococcus,  etc., 
are  occasionally  found.  The  colon  bacillus  is 
found  in  the  great  majority  of  cases.  Bumpus 
and  Meisser  believe  that  the  streptococcus  is 
the  infecting  organism  and  that  the  colon 
bacillus  is  a secondary  invader,  which  usually 
grows  and  usurps  the  field.  They  also  believe 
that  the  teeth  and  tonsils  may  harbor  the 
streptococci  which  have  a selective  action  for 
the  urinary  tract.  In  chronic  cases  we  often 
find  one  or  more  organisms  present. 

The  methods  of  invasion  are:  (a)  hemato- 
genous or  blood  borne  type;  (b)  ascending 


type,  and  (c)  by  direct  continuity.  For  a 
long  time  it  was  thought  the  principal  route 
of  infection  was  the  ascending  route,  but  it 
seems  to  be  the  consensus  of  opinion  now  that 
infection  ascending  the  urinary  tract  is  rare. 
It  is  possible  that  infection  may  ascend  the 
urinary  tract  by  way  of  the  lymphatics.  The 
principal  route  of  infection  is  through  the 
blood  stream. 

Pyelitis  is  a rather  frequent  complication  of 
pregnancy,  and  it  occurs  most  often  during 
the  last  half  of  gestation.  It  is  especially 
prone  to  occur  in  cases  which  have  had  a pre- 
vious infection  of  the  kidney,  and  in  cases  of 
stricture  of  the  ureter.  As  the  uterus  in- 
creases in  size  and  extends  above  the  brim  of 
the  pelvis  it  impinges  upon  the  ureters  and 
causes  compression,  resulting  in  stasis,  which 
predisposes  to  pyelitis.  It  seems  that  the  com- 
pression and  resulting  stasis  are  the  important 
factors,  which  is  borne  out  by  the  fact  that 
all  that  is  necessary  to  cure  many  cases  is  to 
deliver  the  woman  and  the  pyelitis  promptly 
subsides. 

From  the  cases  we  see,  and  from  the  cases 
reported,  it  would  appear  that  pyelitis  in  in- 
fancy and  childhood  is  increasing,  but  it  is 
doubtful  if  there  is  an  actual  increase;  what 
probably  is  true  is  the  fact  that  we  are  diag- 
nosing more  cases  than  we  formerly  did  be- 
cause we  are  looking  for  them  and  because  we 
are  making  more  thorough  examinations  than 
formerly.  Pyelitis  of  infancy  and  childhood 
is  a rather  frequent  complication  of  infections 
of  the  respiratory  tract  and  it  often  follows 
gastro-intestinal  upsets.  It  is  also  a rather 
frequent  complication  of  scarlet  fever,  typhoid 
fever,  pyemia,  et  cetera.  In  fact,  it  is  one  of 
the  more  common  complications  of  all  the 
acute  infections.  It  is  most  frequent  in  girls, 
and  the  younger  the  child  the  more  frequent 
it  occurs.  In  young  children  it  is  usually  self- 
limiting. 

Pyelitis  as  a post-operative  complication  is 
rather  infrequent.  Maloney,  reporting  in  the 
American  Journal  of  Obstetrics  and  Gynecol- 
ogy , Yol.  XL,  No.  IV,  states,  in  7,300  gyne- 
cologic operations  at  the  Woman’s  Hospital, 
there  were  twenty-four  post-operative  compli- 
cations of  pyelitis,  which  is  about  one-third 
of  one  per  cent.  It  is  probable  that  lowering 
of  resistance  and  shock  following  the  opera- 
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tion  are  the  chief  factors  predisposing  to  pye- 
letis  as  a post-operative  complication. 

Pyelitis  is  very  often  due  to  renal  tubercu- 
losis, and  if  there  is  any  reason  to  be  suspicious 
of  tuberculosis,  it  is  necessary  that  a very  care- 
ful study  be  made  before  tuberculosis  is  ex- 
cluded. The  diagnosis  is  made  by  finding 
the  bacillus  in  the  urinary  sediment  or  by 
guinea-pig  inoculations ; repeated  examina- 
tions and  tests  are  necessary  to  make  a deci- 
sion. Pyelitis  due  to  renal  tuberculosis  is 
found  most  often  in  males  and  occurs  most 
frequently  during  middle  life.  It  is  probable 
that  primary  renal  tuberculosis  does  not  oc- 
cur. and  if  a diligent  search  is  instituted  other 
evidences  of  tuberculous  involvement  can  often 
be  found.  Pyelitis  due  to  renal  tuberculosis 
is  very  often  bilateral,  and  tuberculosis  of  the 
remaining  kidney  is  very  often  the  latent 
cause  of  death  following  the  removal  of  a tu- 
beculous  kidney.  Autopsy  reports  of  cases 
having  had  tuberculosis  of  the  kidney  have 
shown  as  high  as  seventy  per  cent  bilateral  in- 
volvement. Tuberculosis  of  the  kidney  has  a 
tendency  to  wall  itself  olf  and  the  urine  may 
remain  free  for  years,  so  we  must  be  cautious 
in  declaring  a patient  well  even  though  we 
have  a clinical  cure.  On  the  other  hand,  tu- 
bercle bacilli  may  be  found  in  the  urine  with- 
out the  kidney  being  infected. 

Pyelitis  is  divided  into  the  acute  and 
chronic  cases.  The  acute  type  usually  begins 
with  general  aches  and  pains,  and  there  usu- 
ally is  pain  and  tenderness  in  the  kidney  re- 
gions. Chills  and  sweats  are  common,  as  well 
as  frequent  urination  and  dvsuria.  There  may 
be  nausea  and  vomiting.  There  is  considera- 
ble fever,  which  usually  ranges  from  100  F. 
to  105  F.  The  urine  contins  pus,  albumin  and 
red  blood  cells.  In  typical  cases  of  pyelitis 
we  do  not  find  casts.  As  the  acute  condition 
improves,  the  albumin  gradually  disappears 
and  there  is  a general  lessening  of  pus  with 
its  complete  disappearance  with  recovery.  If 
the  fever  remains  high,  it  is  evident  that 
drainage  is  not  good.  The  acute  symptoms 
usually  last  from  three  to  ten  days,  but  may 
persist  longer. 

In  chronic  pyelitis  there  will  usually  be 
found  some  pus  cells,  but  as  a rule  there  is 
no  albumin.  It  is  possible  to  have  chronic 
pyelitis  without  finding  pus  cells  in  the  urine, 
but  a smear  will  usually  show  some  germs. 


Chronic  cases  may  develop  following  an  acute 
attack  or  they  may  gradually  develop  without 
being  preceded  by  an  acute  onset.  It  is  more 
common  to  develop  without  an  acute  attack. 
Chronic  cases  may  exist  for  years  without  giv- 
ing marked  symptoms.  There  is  usually  fre- 
quent and  burning  urination,  and  there  may 
be  dribbling  or  incontinence  of  urine.  Hema- 
turia may  be  present,  pain  is  variable  and 
nervousness  is  a fairly  common  symptom. 

The  diagnosis  does  not  prove  difficult  as  a 
rule,  but  to  determine  the  cause  of  the  pyelitis 
will  require  a very  careful  examination.  By 
ureteral  catheterization  we  can  determine  where 
the  pus  is  coming  from.  Then  it  is  necessary 
to  determine  if  there  exists  a stricture,  a stone 
in  the  ureter  or  kidney,  hydronephrosis, 
tumor  or  renal  tuberculosis.  It  is  essential 
that  tuberculosis  be  diagnosed,  if  present,  and 
eliminated  as  a cause  of  pyelitis  if  not  present. 

It  will  be  necessary  to  make  repeated  micro- 
scopic and  bacteriological  examinations  of  the 
urine,  and  more  important,  repeated  guinea- 
pig  inoculations.  Renal  tuberculosis  is  often 
masked  by  colon  bacillus  infection.  Bladder- 
changes  near  the  ureteral  orifice  should  arouse 
suspicion  of  renal  tuberculosis.  Tumors,  stric- 
tures and  hydronephrosis  can  be  diagnosed  by 
pyelograms.  Calculi  in  the  kidney  are  prac- 
tically always  accompanied  by  pyelitis.  They 
should  be  kept  in  mind  as  one  of  the  causes  ■ 
of  p3relitis.  In  pyelitis  the  functional  out- 
put is  practically  normal,  whereas,  if  there  is 
an  associated  nephritis  there  may  be  marked 
decrease  in  the  output  of  urine.  It  may  be 
necessary  to  determine  the  output  from  each 
kidney,  which  can  be  done  by  the  indigo- 
carmine  or  phenolsulphonephthalein  tests  with 
the  ureters  catheterized.  Continued  pain  in  the 
kidney  region  should  make  us  suspicious  of 
the  formation  of  an  abscess.  Malaria  is  one 
of  the  conditions  that  we  are  occasionally 
called  upon  to  differentiate  from  pyelitis.  In 
women  catheterized  specimens  are  essential. 

Of  all  the  conditions  to  be  differentiated  from 
pyelitis  probably  appendicitis  is  the  most  com- 
mon. 

Report  of  Cases 

Mrs.  T.  F.,  aged  30,  came  to  me  in  June, 
1925.  She  complained  of  having  had  several 
attacks  of  pain  in  the  right  iliac  region. 
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These  attacks  usually  lasted  about  three  or 
four  days,  and  they  recurred  about  every  three 
months.  The  attacks  were  not  especially  pro- 
nounced, but  were  severe  enough  to  keep  her 
in  bed  during  most  of  the  attack.  A biman- 
ual examination  was  made,  which  was  nega- 
tive except  for  an  infection  of  the  cervix. 
There  was  slight  tenderness  on  deep  pressure 
over  McBurney’s  point.  Microscopic  exami- 
nation of  the  urine  on  several  occasions  was 
negative.  After  a thorough  examination,  ex- 
cept  for  not  having  an  X-ray  taken,  which 
was  omitted  on  account  of  expense,  the  case 
was  diagnosed  as  chronic  appendicitis.  Opera- 
tion was  decided  upon.  No  abnormality  was 
found  except  with  the  appendix,  which  ap- 
peared fibrous.  Thei'e  were  no  bands  or  adhe- 
sions around  the  appendix,  but  as  all  other 
organs  were  normal,  we  felt  justified  in  call- 
ing the  condition  chronic  appendicitis.  There 
was  no  pathologist  at  the  hospital  then  and 
no  pathological  examination  was  made,  so  we 
are  not  sure  whether  the  appendix  was  dis- 
eased or  not.  In  any  event,  the  appendix  did 
not  appear  to  be  the  seat  of  much  trouble. 
It  was  hoped  though  that  the  appendix  was 
at  fault,  and  that  its  removal  would  relieve 
the  trouble.  About  three  months  after  the 
operation  she  had  an  attack  similar  to  those 
she  had  complained  of  previously.  I saw  her 
during  this  attack,  and  a microscopic  examina- 
tion of  the  urine  revealed  pus.  The  interval 
between  the  attacks  did  not  show  any  pus  in 
the  urine.  Only  for  a few  days  at  the  time 
of  the  attacks  did  the  urine  reveal  any  pus 
from  microscopic  examination,  and  that  is  the 
reason  we  did  not  find  any  pus  at  the  time 
of  the  operation.  She  continued  to  have 
similar  attacks  at  fairly  regular  intervals,  and 
finally  I convinced  her  of  the  necessity  of 
having  her  ureters  catheterized.  Catheteriza- 
tion of  the  ureters  revealed  a stricture  of  the 
right  ureter.  The  stricture  was  dilated  and 
she  has  had  no  attacks  of  pain  nor  any  pus  in 
the  urine  for  six  months.  It  seems  evident  that 
the  stricture  was  the  cause  of  the  original  at- 
tacks. 

Mrs.  J.  C.  D.  was  first  seen  July  31,  1925, 
at  6 A.  M.  She  was  taken  suddenly  ill  about 
two  hours  previously  with  acute  pain  in  the 
right  iliac  region.  There  was  considerable 
nausea  and  she  had  vomited  twice.  There  was 
tenderness  and  some  rigidit}7  over  McBurney’s 


point.  When  asked  where  her  pain  was 
located,  she  put  her  hand  exactly  over  Mc- 
Burney’s point.  She  had  her  thighs  partly 
flexed  on  her  abdomen.  Her  temperature  was 
99  F.,  and  her.  pulse  was  96.  It  appeared  to 
be  a typical  case  of  acute  appendicitis.  She 
was  sent  to  the  hospital  to  have  laboratory 
tests  made,  and  with  operation  in  view.  I 
expected  to  find  a leucocytosis,  but  the  blood 
count  was  normal  and  the  urine  was  loaded 
with  pus.  This  was  an  attack  of  acute  pye- 
litis exactly  simulating  acute  appendicitis. 
General  measures  for  pyelitis  were  instituted 
and  she  made  a prompt  recovery  without  any 
local  treatment. 

Treatment. 

The  treatment  of  pyelitis  consists  of  abso- 
lute rest  in  bed  until  all  of  the  acute  symp- 
toms have  subsided.  Regulation  of  the  bowels 
is  important  and  should  not  be  overlooked. 
Water  should  be  forced  by  mouth,  though  it 
should  not  be  forced  to  the  extent  of  causing 
congestion  of  the  kidney,  but  that  danger  is 
not  great  and  we  usually  give  too  little  water 
instead  of  giving  too  much.  Some  prefer 
giving  hexamethylenamin  from  the  beginning, 
but  others  prefer  giving  potassium  citrate  for 
the  first  few  days  and  when  the  fever  drops 
to  change  to  hexamethylenamin.  Perhaps  the 
majority  prefer  the  latter  method.  When  giv- 
ing hexamethvlenamin,  it  will  be  necessary  to 
give  sodium  acid  phosphate  if  the  urine  is 
still  alkaline.  Ilexylresorcinol  is  very  useful 
if  the  pyelitis  is  due  to  the  streptococcus  or 
staphylococcus,  but  it  is  not  so  useful  against 
the  colon  bacillus,  especially  if  there  are  many 
organisms  present.  When  giving  hexylresor- 
cinol,  it  is  advisable  to  decrease  the  fluids  so 
a greater  concentration  of  the  drug  will  be 
secured. 

The  diet  should  be  very  bland,  and  the  bulk 
of  it  should  consist  of  milk  or  butter-milk. 
Cereals  are  admissible.  As  the  condition  im- 
proves, the  diet  can  be  gradually  increased. 

In  the  acute  cases  it  is  advisable  not  to  use 
local  or  instrumental  treatment  until  after  the 
acute  symptoms  subside,  and  then  only  when 
the  condition  is  not  improving.  In  stubborn 
and  resistant  cases  the  most  effective  treatment 
is  pelvic  lavage.  Of  all  the  drugs  used  for 
pelvic  lavage,  the  most  frequently  used  is 
silver  nitrate  in  strengths  of  from  one  to  two 
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per  cent,  and  it  probably  is  the  best.  Another 
drug:  gaining  favor  is  mercurochrome.  It  is 
used  in  solutions  of  from  one  to  five  per  cent. 
It  is  well  to  remember  that  any  drug  seems 
to  lose  its  effectiveness  after  a certain  period, 
and  that  it  is  well  to  interchange  them;  this 
applies  to  other  conditions  as  well  as  pyelitis. 
Establishing  drainage  in  pelvic  lavage  is  the 
important,  factor,  and  the  drug  used  is  of 
minor  importance.  In  some  cases  it  is  neces- 
sary to  leave  in  a catheter  for  a few  days  to 
establish  sufficient  drainage.  Before  a case 
can  be  declared  cured,  it  is  necessary  to  se- 
cure negative  microscopic  findings  as  well  as 
negative  cultures.  In  the  treatment  of  pyelitis, 
as  well  as  in  other  conditions,  it  is  necessary 
to  eradicate  all  foci  of  infection,  and  this 
especially  applies  to  the  chronic  cases. 

In  pyelitis  of  pregnancy,  if  the  general 
measures  outlined  above  do  not  suffice,  the 
proper  procedure  would  be  pelvic  lavage, 
more  radical  measures  not  being  justified  until 
pelvic  lavage  has  been  given  a thorough  trial. 
It  is  surprising  how  quickly  the  severe  cases 
of  pyelitis  of  pregnancy  respond  to  pelvic 
lavage,  and  no  one  would  be  justified  in  tak- 
ing radical  steps  until  lavage  had  proven  not 
to  be  useful.  Of  course,  it  is  obvious,  if  there 
exists  a surgical  condition  of  the  urinary  tract 
which  causes  the  pyelitis,  it  will  have  to  be 
corrected  before  we  could  expect  to  relieve  the 
pyelitis  by  pelvic  lavage. 

Pyelitis  due  to  renal  tuberculosis  is  best 
treated  surgically,  provided  only  one  kidney 
is  diseased.  Unilateral  renal  tuberculosis  is 
an  absolute  indication  for  early  nephrectomy. 
Involvement  of  the  ureter  and  bladder  usually 
subsides  or  the  condition  improves  after 
nephrectomy,  but  if  there  is  much  involve- 
ment of  the  ureter  it  should  be  resected  near 
the  bladder.  Tuberculin  should  be  given 
after  nephrectomy.  Nephrectomy  is  contra- 
indicated in  bilateral  renal  tubei’culosis,  unless 
there  is  only  slight  involvement  on  the  side 
not  to  be  operated  upon.  Nitch  reports  the 
following  results  following  nephrectomy  for 
renal  tuberculosis  two  and  one-half  years 
after  operation:  dead,  twelve  per  cent;  cured, 
fifty-two  per  cent,  and  the  remainder  suffer- 
ing from  urinary  symptoms. 
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THE  ROLE  OF  CORRECTIVE  EXERCISES 
IN  PTOSIS.* 

By  J.  BLAIR  FITTS.  M.  D..  Richmond,  Va. 

Ptosis,  “drop  stomach”,  “drop  heart”, 
“fallen  viscera”,  cover  a much  wider  range  of 
changes  than  are  usually  conveyed  by  their 
terminology.  To  consider  these  changes  more 
rationally,  it  is  essential  to  review  the  anat- 
omy of  the  parts.  Almost  as  much  of  the 
cavity  of  the  abdomen  as  of  the  thorax  lies 
under  shelter  of  the  ribs.  The  upper  bound- 
ary is  made  up  of  the  two  domes  of  the 
diaphragm,  the  liver  fitting  into  the  right, 
part  of  the  stomach  and  spleen  into  the  left. 
About  *20  feet  of  small  and  5 feet  of  large  in- 
testine occupy  the  greater  part  of  the  cavity. 
The  kidneys,  pancreas  and  generative  or- 
gans complete  the  contents.  The  size  and 
shape  of  the  abdominal  cavity  depend  on  two 
main  factors;  the  excursion  of  the  diaphragm 
and  tone  of  the  abdominal  muscles.  The  in- 
tra-abdominal fat  and  shape  of  the  thorax 
also  play  a part. 

There  are  two  distinct  types  of  ptosis,  con- 
genital and  acquired. 

The  congenital  type  is  very  characteristic 
and  is  often  classified  as  asthenia  universalis 
congenita,  splanchnoptosis,  visceroptosis,  etc. 
To  this  class  belong  the  thin,  narrow  chested, 
non-athletic  individuals.  Head  held  forward, 
shoulders  dropped  and  forward,  chest  flat, 
with  very  slight  diaphragmatic  excursion,  ab- 
domen relaxed,  flat  above,  pendulous  and 
flabby  below:  hyperextension  of  spine,  dorsal 
spine  straight  with  beginning  rounded  dorsal 
kyphos  (dorsal  round  back) ; very  often  re- 
laxed. back  knees  with  sagging,  pronated  feet. 
Peripheral  circulation  sluggish,  hands  and 
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feet  cold  and  sweaty,  with  tendency  to  cya- 
nosis. Mucous  membranes  pale  and  anaemic 
looking  beyond  the  blood  picture. 

Their  complaints  are  multitudinous,  from 
the.  simple  hypotension,  practically  always 
found,  with  its  loss  of  mental  and  physical 
vitality,  to  the  patient,  who  feels  that  “I  can’t 
get  my  breath’’,  “Am  about  to  go  away”,  and 
is  fearful  continuously  of  dying.  Nervous  in- 
digestion and  dyspepsia  are  almost  constant, 
constipation  and  painful  menstruation,  cyclic 
vomiting,  pain  and  fullness  in  epigastrium, 
with  queer  feelings  about  the  heart,  often 
backache  and  lack  of  all  desire  except  to  lie 
down  and  rest.  These  patients  present  a piti- 
ful figure,  and  it  is  largely  due  to  our  lack 
of  patience  with  them  when  the  pharmacopeia 
runs  out  of  drugs,  that  the  chiropractors  and 
such  cults  are  being  so  greatly  patronized. 

Recumbency  is  the  one  means  of  relief 
adopted  by  practically  all  these  patients. 
This  of  itself  is  suggestive  of  the  correct  form 
of  treatment  but  we  have  been  mighty  slow 
in  making  use  of  it.  Dr.  George  W.  Wagoner 
has  put  the  whole  principle  of  treatment  on 
a firm,  indisputable  basis  by  proving  that 
there  is  normally  a negative  intra-abdominal 
pressure  and  that  this  pressure  is  markedly 
increased  in  the  splanchnoptotic  when  assum- 
ing the  erect  position,  returning  to  normal 
when  recumbent.  The  negative  pressure  is 
influenced  by  respiratory  movements  and  more 
by  the  tone  of  the  abdominal  musculature. 

This  increase  in  negative  abdominal  pres- 
sure explains  practically  all  of  the  above  men- 
tioned symptoms.  With  increase  in  pressure, 
there  is  an  engorgement  of  the  whole  splene- 
mie  circulation,  which,  when  long  continued, 
not  only  tends  to  give  trouble  in  this  region 
but  at  the  same  time  drains  and  deprives  the 
whole  peripheral  circulation  of  the  necessary 
blood  supply.  The  systolic  pressure  is  low- 
ered and  the  patient  soon  feels  tired  and  un- 
able to  carry  on  his  work.  With  recumbency, 
some  of  the  congestion  is  relieved  and  a more 
normal  state  of  circulation  set  up. 

This  congestion  involves  the  whole  splan- 
chnic area  and  the  symptoms  and  sequelae  are 
too  numerous  to  enumerate  here.  Following 
the  findings  of  Wagoner  to  their  logical  con- 
clusion, the  treatment  is  very  simple, — cor- 
rect as  much  as  possible  the  loss  of  tone  of 
die  abdominal  muscles  at  the  same  time  giv- 
ing support  and  correcting  the  posture.  Gen- 


eral exercises  are  of  course  of  great  value  but. 
in  this  type  of  splanchnoptotics,  what  is 
needed  is  development  of  respiratory  and  ab- 
dominal musculature  and  unless  these  are 
looked  after  especially,  general  exercises  do 
not  give  results.  Breathing  exercises  are  used 
to  elevate  the  ribs  and  costal  angle,  thereby 
using  the  pumping  action  of  the  diaphragm 
on  the  whole  splanchnic  system  and  giving 
more  room  for  the  thoracic  and  abdominal 
viscera;  abdominal  exercises  to  support  and 
hold  up  the  viscera  and  prevent  increase  of 
negative  intra-abdominal  pressure  in  the  erect 
posture;  lying  prone  over  a rolled-up  pillow 
to  throw  the  abdominal  contents  into  more 
normal  position  and  relieve  congestion.  Sup- 
port to  the  lower  abdomen  is  almost  essential 
in  the  majority  of  cases.  If  the  tone  of  the 
abdominals  is  very  low,  they  are  unable  to 
take  up  the  load  for  sometime  and  should  not 
be  expected  to  do  so.  A very  good  therapeu- 
tic test  is  strapping  the  lower  abdomen. 
There  are  very  few  cases  in  which  support 
can  not  be  abandoned  in  a comparatively 
short  space  of  time. 

I would  like  to  state  here  that  I believe  a 
great  many  of  the  so-called  undernourished 
and  undeveloped  children  come  under  this 
heading  and  that  they  will  be  more  benefited  by 
corrctive  exercises  than  by  stuffing  with  food. 

The  second  type  of  ptosis,  acquired,  may  be 
classified  as  follows,  in  order  of  frequency : 

1.  Postoperative;*  2.  Post-partum;  3.  Fol- 
lowing prolonged  illness. 

Post-operative  results  would  show  a much 
larger  percentage  of  cures  were  the  matter  of 
the  abdominal  wall  taken  more  into  consider- 
ation. We  would  never  think  of  operating  on 
the  arm  or  thigh  muscles,  as  the  abdominals 
are  operated,  without  afterward  seeing  that 
the  traumatized  muscles  were  brought  back 
to  normal  tone  bv  exercises,  massage,  etc. 
Even  in  fractures  without  much  muscle 
trauma  this  is  necessary.  I he  same  should 
be  done  with  the  belly  muscles. 

Relaxed  abdomens  with  ptosis  and  back- 
ache are  very  frequent  following  laparotomies 
and  prevent  what  would  otherwise  be  bril- 
liant results.  The  majority  of  surgeons  ad- 
vise some  form  of  abdominal  support,  but  why 
stop  there?  Abdominal  exercises  should  be 
begun  from  six  to  eight  weeks  following  all 
laparotomies  and  continued  for  at  least  six 
months.  Support  may  be  used  at  the  same 
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time  if  desired  but  can  usually  be  discarded 
in  about  three  to  four  months. 

During  and  following  childbirth,  the  aver- 
age woman  is  sadly  in  need  of  toning  up  her 
abdominals  both  to  help  with  her  delivery 
and  take  up  the  slack  after  delivery.  During 
pregnancy,  the  gravid  uterus  acts  as  more  or 
less  of  a support  to  the  general  abdominal 
viscera,  but  after  it  is  emptied,  the  whole  bur- 
den is  thrown  on  the  relaxed,  tired-out  ab- 
dominals. with  the  result  that  in  the  great 
majority  of  cases  there  is  constipation,  pain 
in  abdomen  and  backache.  At  this  time  the 
musculature  needs  support  as  well  as  exercise. 

Following  prolonged  illnesses,  there  is  a 
marked  loss  of  general  muscle  tone  along  with 
a decrease  of  intra-abdominal  fat.  As  long  as 
recumbency  is  maintained,  there  is  not  a great 
need  of  visceral  support,  but  once  the  erect 
position  is  assumed,  the  weakened  abdominals 
are  unable  to  bear  up  under  the  strain  and 
the  patient  has  a general  splanchnoptosis  to 
contend  with. 

This  paper  is  not  attempting  to  place  all 
of  the  ills  of  the  flesh  on  lack  of  abdominal 
exercises,  but  to  bring  to  your  attention  a 
very  useful  and  necessary  part  of  your  medi- 
cal armamentarium,  which  is  simple  and  can 
be  used  by  all.  and  which  will  cut  down  the 
dissatisfied  patients  who  are  seeking  relief 
from  so  many  cults. 

318  TFc.V  Franklin  Street. 


Correspondence 

Let  The  State  Health  Department  Help  You 
in  Diagnosis  of  Suspicious  Cases. 

Richmond,  Va.,  Aug.  1,  1927. 

To  Virginia  Doctors  : — 

We  believe  that  we  should  call  your  atten-. 
tion  to  the  possibility  of  typhus  fever  in  Vir- 
ginia. There  have  been  called  to  our  atten- 
tion recently  two  cases  in  widely  separated 
areas  with  whom  there  could  have  been  no 
contact.  Each  is  strongly  suspicious  of  this 
disease.  The  blood  gives  a positive  agglutina- 
tion to  Protons  X 19  and  negative  to  both 
typhoid  fever  and  para-typhoid.  The  Hygienic 
Laboratory  looks  upon  this  test  as  positive  for 
typhus. 

The  cases  had  a sudden  onset,  one  ushered 
in  by  a chill,  and  the  other  a doubtful  chill, 
loss  of  appetite,  definite  malaise,  one  case  gas- 


tric disturbance.  From  the  continuance  of  the 
temperature  typhoid  was  suspected.  Four  or 
five  days  after  the  onset  a peculiar  eruption 
appeared  on  the  body  and  extremities,  absent 
on  the  face.  The  rash  was  petechial  in  char- 
acter. The  rash  is  unlike  that  of  scarlet  fever, 
measles,  typhoid  fever  and  smallpox. 

The  abdominal  symptoms  were  irregular: 
some  days  the  abdomen  was  more  or  less  flat, 
other  days  tympanitic.  Nervous  symptoms 
and  mental  cloudiness  have  marked  these  cases. 
The  facies  resembled  typhoid  fever. 

If  you  have  suspicious  cases,  let  us  know 
and  we  will  gladly  aid  in  the  diagnosis.  Speci- 
mens for  blood  cultures  should  be  sent  in. 
Mailing  cases  will  be  sent  jxm  upon  request. 
In  all  such  cases  great  care  should  be  taken 
to  prevent  vermin,  as  it  is  believed  this  disease 
is  carried  by  the  body  louse,  possibly  also  the 
bed  bug. 

Ennion  G.  Williams, 
State  Health  Commissioner. 


Bibliotheca  Obstetrica 

William  Hunter. 

Hunter  (William)  [1718-83].  Anatomia 
uteri  humania,  gravidi  tabu/is  Ulus  t rata. 
Anatomy  of  the  human  gravid  uterus  ex- 
hibited in  figures.  19  1.,  34  pi.  elephant,  fol. 
Birmingham , J.  Baskerville , 1774. 

For  Biography  see:  Fox  (R.  H.)  William 
Hunter,  anatomist,  physician,  and  obstetrician; 
with  notice  of  his  friends  Cidlen,  Fothergill. 
Smellie.  Baillie.  etc.  Lancet  1897,  1:504:  also: 
Andrews  (H.  R.)  William  Hunter  and  his 
work  in  midwifery.  Brit.  M.  J.,  1915,  1 :277. 

William  Hunter  was  born  at  Long  Calder- 
wood  in  1718  of  an  old  Scotch  family.  He  be- 
gan early  to  study  for  the  ministry,  but 
changed  his  mind  because  he  “could  not  sub- 
scribe to  the  dogmatical  articles  of  faith.’ 
From  1737  to  1740  he  lived  with  Dr.  Cullen 
and  the  two  men  had  some  sort  of  an  arrange- 
ment whereby  one  attended  the  medical  school 
while  the  other  looked  after  the  practice.  In 
1740  Hunter  attended  Alexander  Monroe’s  lec- 
tures in  Edinburgh.  The  next  year  he  went  to 
London  and  lived  for  a short  time  with  Smellie. 
Later  he  became  the  assistant  to  Dr.  Douglas 
and  at  same  time  was  a pupil  at  St.  George’s 
Hospital.  In  184G  lie  began  to  lecture  to  a 
society  of  navy  surgeons  first  on  operative 
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surgery  and  later  on  anatomy.  At  first  Wil- 
liam Hunter  practiced  both  surgery  and  ob- 
stetrics, but  he  always  had  an  aversion  to  sur- 
gery. In  1748  he  made  a tour  on  the  Conti- 
nent and  at  Leyden  visited  the  great  anatomist, 
Albinus.  He  was  greatly  impressed  with  Al- 
binos’ admirable  injections.  About  this  time 
William’s  younger  brother,  John  Hunter,  came 


married;  he  had  no  country  house;  he  looks, 
in  his  portraits,  a fastidious,  fine  gentleman; 
but  he  worked  till  he  dropped  and  he  lectured 
when  he  was  dying.” 

William  Hunter’s  great  work  on  the  anatomy 
of  the  human  gravid  uterus  is  characteristic 
of  the  man.  He  was  twenty-four  years  in  com- 
pleting it.  He  employed  the  best  artist  for 


Illustration  of  uterus  that  had  first  been  injected  with  colored  wax  and  turned  inside  out.  The 
placenta  and  the  membranes  were  then  scrubbed  off  with  a brush.  The  placental  site  is 
shown  to  the  right  of  the  center  of  the  uterus,  with  the  lar^e  maternal  blood  vessels  that 
supplied  the  placenta,  torn  across.  (Courtesy  of  the  Army  Medical  Library). 


to  London  as  his  pupil.  The  fame  of  the  two 
brothers  grew  rapidly,  the  one  in  anatomy  and 
surgery,  the  other  in  anatomy  and  midwifery. 
William  Hunter  is  said  to  have  been  the  first 
man  in  any  country  to  attend  a queen  in  con- 
finement, and  he  spent  100,000  pounds  on  his 
museum  in  Great  Windmill  Street.  His  char- 
acter is  summed  up  by  Paget  thus : “He  never 


the  illustrations  and  insisted  that  they  make 
the  drawings  life  size  directly  from  his 
preparations.  The  drawings  were  made  by 
Edward  Edwards,  Alexander  Cozens,  Blakey. 
and  Rymsdyk.  The  copper  plates  were  en- 
graved by  Ravenet,  Scotin,  Major,  Muller, 
Grignion,  Canot,  Maleuve  (or  Maleurvre), 
Mitchele,  Mechel,  Aliament,  Fougeron,  Bryer, 
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Rymsdyk.  Worlidge.  Powle.  and  Robert 
Strange.  The  only  adjective  that  adequately 
describes  the  finished  work  is  exquisite.  The 
artistic  excellence  compels  our  admiration,  and 
the  anatomic  exactness  takes  us  at  once  from 
the  crude  medieval  ideas  that  till  then  per- 
tained. to  the  distinctly  modern  conception  of 
the  relationship  of  the  fetus  to  the  uterus. 
There  was  no  transition  period.  This  great 
anatomist-obstetrician  proved  that  the  fetal 
and  the  maternal  circulations  were  separate 
and  distinct,  one  from  the  other,  and  that  the 
desidua  was  uterine  in  origin.  According  to 
Choulent.  Leonardo  di  Vinci  was  the  first  to 
correctly  depict  the  position  of  the  fetus  in 
u-tero , but  his  drawings  were  not  published  and 
were  unknown  until  comparatively  recent 
times.  Hunter's  work  had  immediate  effect  on 
medical  teaching.  It  went  through  a number 
of  editions.  The  plates,  re-engraved  in  the 
original  size  with  text  (unfortunately)  cor- 
rected by  Hunter’s  nephew,  Matthew  Baillie, 
appear  in  Caldani’s  leones  Anatomicae,  Vol. 
III.  and  as  a separate  volume  under  the  title, 
William  Hunter’s  Anatomical  Description  of 
the  Human  Gravid  Uterus  and  its  Contents. 
London , 1T5U.  A new  edition  from  the  origi- 
nal well  preserved  plates  was  published  in  Lon- 
don by  Edward  Lumey  in  1815.  Rigby 
brought  out  an  octavo  edition  in  1843.  and  L. 
F.  von  Froriep  an  edition  in  German  in  1802. 
The  Sydenham  Society  acquired  the  original 
plates  and  in  1851  published  an  edition  from 
them  by  a lithograph  process  for  distribution 
among  its  members. 

Woman’s  Auxiliary, Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 


To  the  Ladies  of  the  Auxiliary: 

Mrs.  John  O.  McRevnolds.  President  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association,  at  the  meeting  in  Washington,  in 
May,  addressed  the  ladies  as  follows: 


"I  wish  to  urge  the  women  of  the  Auxili- 
ary to  leave  nothing  undone  to  encourage  their 
husbands  in  attending  medical  meetings,  be- 
ing sure  to  go  along  with  them. 

"In  order  that  we  may  accomplish  the  benefi- 
cent results  our  impulses  are  calling  for,  we 
need  the  wise  counsel  and  united  strength  of 
the  women  whose  lives  are  inseparably  linked 
with  the  ideals  of  the  medical  profession  and 
the  welfare  of  the  American  people.  We  bow 
in  reverent  admiration  before  the  marvelous 
achievements  of  the  scientific  men  of  the  heal- 
ing art.  and  our  function  is  to  help  in  the 
work  of  enlisting  the  interest  and  co-operation 
of  the  general  public  in  making  more  effective 
the  program  of  progress  throughout  our  coun- 
try. 

"In  the  evolution  of  our  race,  we  have  be- 
come a new  factor  in  the  problems  of  the 
world.  V e have  become  a new  force  with  en- 
larged opportunities  and  responsibilities.  It 
remains  with  us  and  our  wise  counsellors  in 
the  medical  profession  to  determine  the  ave- 
nues through  which  our  pent-up  energies  shall 
be  directed.  We  are  an  organized  army,  grow- 
ing by  leaps  and  bounds.  We  are  already  in 
the  field.  Our  Bulletin  is  telling  the  story  of 
the  victories  won  in  our  first  engagements. 

"Read  the  Bulletin  and  confer  with  your 
husbands,  whose  experience  and  sympathy 
will  be  of  inestimable  value,  and  bring  with 
you  the  ripened  fruits  of  your  thought  and 
patriotic  purposes.  When  I think  of  all  the 
Auxiliary  has  accomplished  in  the  few  years 
of  its  existence  and  recognize  its  wonderful 
possibilities  and  opportunities  ahead  of  us,  I 
feel  incompetent  to  measure  up  to  the  re- 
sponsibilities of  a National  Auxiliary  Presi- 
dent. but  when  I remember  the  wonderful 
ability  of  the  women  who  have  led  in  all  our 
achievements,  I feel  confident  that  they  will 
give  me  their  indispensable  assistance  and 
sympathetic  support.  Without  some  sacrifices 
we  cannot  reach  the  goal  of  our  highest  possi- 
bilities. 

"But  if  men  like  Dr.  Jesse  Lazear  and  his 
courageous  colleagues  could  so  heroically 
sacrifice  their  lives  bv  allowing  themselves  to 
be  bitten  by  mosquitoes  known  to  have  sucked 
the  blood  of  dying  yellow  fever  patients,  in 
order  to  bring  about  the  eradication  of  this 
deadly  disease,  surely  the  wives  of  the  medi- 
cal profession  should  be  willing  to  give 
some  of  their  time  and  talents  in  the  cam 
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pai<rn  which  the  physicians  of  America  have 
launched  to  protect  the  health  and  lives  of 
our  people.  We  should  lead  in  this  crusade 
foi  health  and  happiness  and  by  consecrated 
and  concerted  efforts  under  the  direction  of 
their  husbands,  the  wives  of  the  physicians 
of  America  can  develop  in  the  most  effective 
way  the  present  dormant  interest  of  the  gen- 
eral public  in  the  vital  question  of  health. 
Let  us  combine  our  energies  and  influence  to 
stimulate  a deeper  appreciation  of  our  own 
great  heroes  who  are  battling  against  the 
physical  enemy — Disease.  Let  us  build  monu- 
ments of  enduring  service  to  those  who  have 
so  heroically  given  the  best  in  their  lives,  and 
even  life  itself,  in  conquering  the  ravages  of 
disease  that  day  after  day  and  year  after  year 
are  throwing  an  endless  gloom  over  our  land.” 

Mrs.  McRevnolds  is  not  only  the  President 
of  the  Woman’s  Auxiliary.  She  is  also  its 
mother.  It  was  in  her  home,  in  Dallas,  Texas, 
that  the  first  auxiliary  was  organized.  Dr. 
Jabez  Jackson,  President  of  the  American 
Medical  Association,  said  of  the  retiring  Pres- 
ident. Dr.  Wendell  Philips,  “it  is  better  to 
have  won  love  and  appreciation  than  to  have 
built  marble  halls  or  have  painted  wonderful 
pictures.”  That  is  how  the  auxiliary  feels  to- 
ward Mrs.  McRevnolds,  and  she  loves  each 
state  and  each  county  auxiliary,  as  a mother 
loves  her  child. 

In  organizing,  Mrs.  McRevnolds  wishes  the 
doctors’  wives  always  to  remember  that  the 
; auxiliary  has  the  hearty  approval  of  the 
American  Medical  Association.  However, 
there  are  a great  many  doctors  who  are  a 
little  afraid  of  an  auxiliary,  because  they  can 
see  the  dangers  into  which  the  women  can  so 
easily  be  led.  Each  county  auxiliary  must 
have  the  approval  of  its  Medical  President, 
without  which  the  auxiliary  cannot  be  organ- 
ized. With  his  co-operation  and  assistance 
the  auxiliary  can  be  of  great  help  to  the  pro- 
fession. 


The  T ruth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our 
letter  of  May  28th,  the  following  have  been  accepted: 
H.  K.  Mulford  Co 

Antivenin  (Nearctic  Crotalidae) — Mulford. 
NEW  AND  NON-OFFICIAL  REMEDIES 
Neonal. — N-Butylethylbarbituric  acid. — Neonal  dif- 


fers from  barbital  (diethylbarbituric  acid)  in  that 
one  of  the  ethyl  groups  of  the  former  is  replaced 
by  a normal  butyl  group.  The  actions  and  uses  of 
neonal  are  essentially  similar  to  those  of  barbital, 
but  it  is  about  three  times  as  active  as  the  latter; 
hence  it  is  used  in  correspondingly  smaller  doses. 
It  is  claimed  that  it  exerts  a sedative  action  to  an 
exceptional  degree,  and  that  it  is  useful  therefore 
in  high  nervous  tension,  neuroses  and  other  con- 
ditions in  which  a sedative  is  required.  Neonal  is 
supplied  in  powder  and  in  0.1  Gm.  tablets.  Abbott 
Laboratories,  North  Chicago,  111.  (Jour.  A.  M.  A., 
June  4,  1927,  p.  1802). 

Pollen  Extracts — Cutter. — These  are  now  marketed 
in  capillary  tubes  and  in  packages  consisting  of 
three  vials  representing  graduated  concentrations. 
In  addition  to  the  products  listed  in  New  and  Non- 
official Remedies,  1927,  p.  34,  the  following  have 
been  accepted:  Alkali  Weed  Pollen  Extract — Cut- 
ter; All  Scale  Pollen  Extract — Cutter;  Box  Elder 
Pollen  Extract — Cutter;  Burning  Bush  Pollen  Ex- 
tract— Cutter;  Corn  Pollen  Extract — Cutter;  Foxtail 
Pollen  Extract — Cutter;  Mountain  Cedar  Pollen  Ex- 
tract— Cutter;  Tumbleweed  Pollen  Extract — Cutter; 
Western  Water  Hemp  Pollen  Extract — Cutter.  Cut- 
ter Laboratory,  Berkeley,  Calif. 

Pollen  Extracts  (Glycero-Saline) — Mulford. — Li- 
quids obtained  by  extracting  the  dried  pollen  of 
plants  with  a liquid  consisting  of  66%  per  cent  of 
glycerin  and  33%  per  cent  of  saturated  sodium  chlo- 
ride solution.  For  a discussion  of  the  actions  and 
uses  see  Allergic  Protein  Preparations  (New  and 
Non-offlcial  Remedies,  1927,  p.  23).  Pollen  extracts 
( glycero-saline) — Mulford  are  marketed  in  bulk 
treatment  packages  and  in  treatment  sets  consisting 
of:  First  series  (dose  1 to  5,  inclusive);  second 
series  (doses  6 to  10,  inclusive);  third  series  (doses 
11  to  15,  inclusive);  complete  series  (doses  1 to  15, 
inclusive);  fourth  series  (doses  16  to  20,  inclusive). 
The  following  preparations  have  been  accepted: 
Lamb’s  Quarters  Pollen  Extract  (Glycero-Saline)  — 
Mulford;  Ragweed  Pollen  Extract  (Glycero-Saline)  — 
Mulford;  Timothy  Pollen  Extract  (Glycero-Saline) — - 
Mulford;  Wormwood  Pollen  Extract  (Glycero-Saline ) 
— Mulford.  H.  K.  Mulford  Co.,  Philadelphia.  (Jour. 
A.  M.  A.,  June  11,  1927,  p.  1891). 

Ethylene- — C.  L.  P. — A brand  of  ethylene  for  anes- 
thesia— N.  N.  R.  For  a discussion  of  the  actions 
and  uses  see  New  and  Non-official  Remedies,  1927, 
p.  50.  Certified  Laboratory  Products,  Glendale,  Calif. 

Protein  Extracts  Diagnostic — P.  D.  & Co. — In  ad- 
dition to  the  products  listed  in  New  and  Non-official 
Remedies,  1927,  p.  40,  the  following  have  been  ac- 
cepted: Alfalfa  Pollen  Protein  Extract  Diagnostic — 
P.  D.  & Co.;  Bean  (Kidney)  Protein  Extract  Diag- 
nostic— P.  D.  & Co.  Parke,  Davis  & Co.,  Detroit. 

Typhoid  Vaccine  (Prophylactic)  (New  and  Non- 
official Remedies,  1927,  p.  369).— This  product  is  also 
marketed  in  packages  of  one  20  c.c.  vial  containing 
1,000  million  killed  typhoid  bacilli  per  c.c.  Parke, 
Davis  & Co.,  Detroit. 

Typhoid-Paratyphoid  Vaccine  (Prophylactic)  (New 
and  Non-official  Remedies,  1927,  p.  369). — This  pro- 
duct is  also  marketed  in  packages  of  one  20  c.c. 
vial  containing  1,000  million  killed  typhoid  bacilli 
and  750  million  each  of  killed  paratyphoid  bacilli  A 
and  B per  c.c.  Parke,  Davis  & Co..  Detroit. 

Horlick’s  Maltose-Dextrin  Milk  Modifier. — A mix- 
ture containing  approximately:  maltose,  63  per  cent; 
dextrin,  19.5  per  cent;  protein,  11,5  per  cent;  fat, 
1.4  per  cent;  moisture,  2 per  cent;  and  ash,  2.6  per 
cent.  On  the  claim  that  maltose  is  more  readily 
assimilable  than  other  forms  of  sugar,  this  product 
is  proposed  to  supplement  the  carbohydrate  of  cow’s 
milk.  Horlick’s  Malted  Milk  Corporation,  Racine, 
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Wis.  (Jour.  A.  M.  A.,  June  18,  1927,  p.  1967). 

B.  Acidophilus  Milk — Fairchild. — A whole  milk 
cultured  with  B.  acidophilus.  It  contains  not  less 
than  fifty  millions  of  viable  organisms  ( B . acido- 
philus) per  c.c.  at  the  time  of  sale.  For  a discus- 
sion of  the  actions  and  uses  of  bacillus  acidophilus 
preparations,  see  New  and  Non-official  Remedies, 
1927,  p.  216,  “Lactic  Acid-Producing  Organisms  and 
Preparations.”  Fairchild  Bros.  & Foster,  New  York 
(Jour.  A.  M.  A.,  June  25,  1927,  p.  2035). 

PROPAGANDA  FOR  REFORM 

“Liquid  Arvon”  Dermatitis.— Liquid  Arvon,  put  out 
by  the  R.  L.  Watkins  Company,  Cleveland,  has  been 
reported  to  contain  4.84  per  cent  of  alcohol  by 
volume,  1.49  per  cent  of  glycerin,  and  0.42  per  cent 
of  potassium  carbonate,  with  salicylic  acid  present 
and  probably  resorcinol.  This  hair  tonic  preparation 
is  reported  to  have  caused  severe  dermatitis  of  the 
scalp.  (Jour.  A.  M.  A.,  May  7,  1927,  p.  1505). 

Report  on  Window  Glass  Substitutes. — The  Council 
on  Physical  Therapy  publishes  a report  of  work  car- 
ried out  under  its  auspices,  to  determine  the  effi- 
ciency of  certain  window  glass  substitutes  for  trans- 
mitting the  antirachitic  rays  of  sunlight.  The  trans- 
mission of  ultraviolet  rays  was  determined  both  by 
spectroscopic  analysis  and  by  the  biologic  effects  of 
the  transmitted  light  on  the  growth  of  chickens. 
The  following  materials  were  tested:  Vitaglass 
(transparent),  Cel-O-Glass.  Flex-O-Glass  and  Corning 
Glass.  Vitaglass  and  Corning  Glass  are  stated  to  be 
true  glasses.  Celoglass  is  composed  of  wire-mesh 
screen  filled  with  an  apparently  celluloidinous  mate- 
rial. Flexoglass  is  a thin,  fairly  loosely  woven  cloth 
treated  with  a paraffin-like  substance.  The  Vitaglass 
and  the  Celoglass  transmitted  a large  percentage  of 
the  sun’s  ultraviolet  rays  since  the  chickens  reared 
behind  these  glasses  showed  similar  development  as 
those  which  received  ultraviolet  radiation  from  the 
artificial  source.  Chickens  which  received  the  sun- 
light through  Flexoglass  did  not  show  the  same 
growth  as  did  the  irradiated  controls,  but  did  gain 
more  rapidly  than  those  receiving  sunlight  through 
window  glass-  The  Corning  Glass  was  received  too 
lato  for  the  biologic  test,  but  from  the  spectroscopic 
measurements  it  is  evident  that  this  glass  is  equal 
to  the  best  of  those  tests  in  its  ability  to  transmit 
the  antirachitic  rays  of  the  sun.  The  study  leads  to 
the  conclusion  that  there  are  now  available  materials 
for  glazing  windows  which  do  not  possess  the  fault 
of  window  glass  in  excluding  the  health-giving  rays 
of  sunlight.  (Jour.  A.  M.  A.,  May  14,  1927,  p.  1562). 

Poisonous  Effects  of  Oxygen. — In  animal  experi- 
ments a concentration  of  oxygen  of  more  than  70 
per  cent  of  one  atmosphere  may  produce  symptoms 
of  oxygen  want.  The  manifestations  are  drowsiness, 
anorexia,  loss  of  weight,  dyspnea,  cyanosis  and, 
finally,  death.  Postmortem  examination  showed  that 
diffuse  hemorrhagic  edema  had  developed,  with  such 
injury  to  the  diffusion  membrane  of  the  lung  that, 
in  spite  of  the  increased  head  of  pressure,  the  arterial 
blood  remained  unsaturated.  With  this  knowledge 
of  the  effects  of  over-rich  oxygen  mixtures,  oxygen 
may  be  used  to  greater  advantage  therapeutically. 
(Jour.  A.  M.  A.,  May  14,  1927.  p.  1570). 

Injection  Treatment  of  Varicose  Veins. — In  the 
face  of  growing  enthusiasm  for  the  treatment  by  in- 
jection of  varicose  veins  of  the  leg  and  hemorrhoids, 
it  is  well  to  consider  a recent  report  of  a death 
after  injection  treatment  of  varicose  veins.  A man, 
aged  60,  who  had  dilated  veins  of  the  left  leg,  was 
treated  at  short  intervals  with  five  injections  of  a 
20  per  cent  sodium  chloride  solution.  Serious  symp- 


toms developed,  but  the  patient  overcame  these. 
However,  about  one  month  after  the  injection  treat- 
ment he  died  suddenly  of  embolism  of  the  pulmonary 
artery.  One  case  proves  nothing,  but  one  disaster 
is  an  indication  for  caution.  (Jour.  A.  M.  A.,  May 
14,  1927,  p.  1571). 

Effects  of  Cinchophen. — Cinchophen  is  not  directly 
depressant  to  the  heart  muscle-  The  circulatory  coi- 
lapse  produced  by  the  toxic  doses  is  due  to  effect 
on  the  vagus  and  vasomotor  centers.  It  occasionally 
produces  local  irritation  in  the  digestive  tract,  as  in- 
dicated by  anorexia,  nausea,  and  other  digestive  dis- 
turbances. There  may  be  scarlatiniform,  urticarial 
or  purpural  skin  eruptions,  and  edema  with  fever. 
In  large  doses  it  may  produce  albuminuria,  though 
less  so  than  salicylate.  The  administration  of  sodium 
bicarbonate  is  believed  to  lessen  gastric  irritation. 
A liberal  amount  of  water  should  always  be  given 
along  with  cinchophen.  The  use  of  neocinchophen 
obviates  the  gastric  irritation  and  lessens  the  possi- 
bility of  toxic  effects.  (Jour.  A.  M.  A.,  May  14,  1927, 
p.  1586). 

Prevention  of  Scarlet  Fever. — The  ideal  procedure 
in  the  case  of  a child  exposed  to  scarlet  fever  is  to 
make  a skin  test  to  determine  whether  the  child  is 
susceptible  or  immune  to  scarlet  fever  and  at  the 
same  time  make  nose  and  throat  cultures  to  learn 
whether  the  child  is  infected  with  hemolytic  strepto- 
cocci. If  the  skin  test  is  entirely  negative,  further 
preventive  measures  are  not  indicated  unless  the 
cultures  show  the  presence  of  hemolytic  streptococci, 
in  which  case  the  child  should  be  kept  away  from 
other  susceptible  children.  In  case  the  skin  test  is 
positive,  the  next  step  depends  on  the  results  of  the 
nose  and  throat  cultures.  If  these  are  negative  and 
further  exposure  can  be  avoided,  active  immuniza- 
tion with  toxin  should  be  begun  at  once.  If  the  skin 
test  and  the  nose  and  throat  cultures  are  positive, 
the  administration  of  a prophylactic  dose  of  scarlet 
fever  antitoxin  is  justified.  (Jour.  A.  M.  A.,  May 
14,  1927,  p.  1587). 

Lens  Antigen. — In  1924  the  H.  K.  Mulford  Com- 
pany requested  consideration  of  “Lens  Extract,”  by 
the  Council  on  Pharmacy  and  Chemistry,  presenting 
as  evidence  for  the  value  of  the  preparation  the  re- 
ports by  A.  E.  Davis.  The  Mulford  Company  was 
informed  that  the  evidence  which  it  had  submitted 
had  been  considered  by  the  Council;  that  the  referee 
to  whom  the  product  was  assigned  had  consulted 
with  a number  of  ophthalmologists,  all  of  whom  had 
agreed  that  the  evidence  for  its  usefulness  was  not 
acceptable,  and  that  the  Council  had  postponed  the 
consideration  of  Lens  Extract  until  more  evidence 
becomes  available  to  demonstrate  its  therapeutic 
value.  Since  then  Dr.  Davis  has  published  two 
further  articles.  The  Mulford  Company  has,  how- 
ever, not  requested  further  consideration  of  its  “Lens 
Extract,”  and  the  Council  has  taken  no  further  ac- 
tion regarding  it.  (Jour.  A.  M.  A.,  May  28,  1927,  p. 
1749). 

E.  E.  Paddock. — According  to  available  records. 
E.  E.  Paddock,  of  Kansas  City,  was  born  in  1867. 
obtained  a diploma  from  the  Kansas  City  Medical 
College  in  1895,  and  was  licensed  in  Missouri  the 
same  year.  Since  that  time  he  has  practiced  in  a 
number  of  Missouri  towns.  Paddock’s  principal 
quackish  activity  has  been  as  an  alleged  specialist 
in  gall-bladder  disease.  The  follow-up  paraphernalia 
conforms  strictly  to  the  orthodox  methods  of  the 
mail-order  quack.  Those  who  answer  his  “gall-stone 
cure”  advertisements,  but  fail  to  send  in  an  order, 
are  circularized  later  by  the  Lyle  Chemical  Company 
detailing  a home  treatment  for  “painful  menstrua- 
tion.” This,  at  least,  was  the  case  about  a year  ago. 
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As  an  advertiser,  Paddock  has  patronized  such  pub- 
lications as  the  Saturday  Blade,  Police  Gazette, 
Chicayo  Ledger,  Household  Guest,  and  the  Chicago 
Herald  and  Examiner.  (Jour.  A.  M.  A.,  May  28,  1927, 
p.  1749). 

Felsol. — In  the  advertising  of  the  American  Felsol 
Company,  Felsol  is  claimed  to  have  the  following 
composition:  “Metozin  0.9  (containing  Phenazon 

0.25,  Anilipyrin  0.4,  Jodopyrin  0.25),  caffein  0.1,  digi- 
talis and  strophanthus  glycosides  0.0015  and  the 
alkaloid  of  lobelia  inflata  0 005.”  Felsol  is  a typical 
illustration  of  an  irrational  shotgun  mixture.  One 
of  the  claimed  ingredients,  metozin,  is  stated  to  con- 
tain phenazon  (antipyrine),  anilipyrin  (a  mixture  of 
antipyrine  and  acetanilid)  and  iodopyrin  (a  compound 
of  antipyrine  and  iodine).  In  addition  to  these  mul- 
tiple antipyretic  ingredients,  Felsol  is  claimed  to  con- 
tain four  other  active  drugs.  The  advertising  refers 
to  Felsol  as  a “harmless  remedy”  which  may  be 
given  “for  any  kind  of  bronchial  or  cardiac  asthma, 
without  the  necessity  on  the  part  of  the  physician  to 
embark  on  long  theoretical  considerations  as  to  the 
underlying  cause  of  the  attack.”  A product  that 
contains  preparations  of  digitalis,  strophanthus  and 
lobelia  is  not  a “harmless”  remedy.  The  recommen- 
dation for  the  indiscriminate  use  of  this  product  is 
to  be  strongly  condemned.  A recent  circular  shows 
that  the  firm  is  increasing  the  danger  of  indiscrimi- 
nate use  by  exploiting  it  directly  to  the  public.  (Jour. 
A.  M.  A.,  May  28,  1927,  p.  1750). 


The  Creoco  Remedy  Co. — D.  H.  Brown,  M.  D.,  of 
Jacksonville  and  St.  Augustine,  Fla.,  is  a negro 
quack  who  for  years  has  been  swindling  consump- 
tives. This  man’s  particular  piece  of  quackery  has 
in  the  past  gone  under  the  name  “Dr.  Brown’s  New 
Consumption  Remedy”  and  he  made  his  appeal  es- 
pecially to  those  unfortunate  members  of  his  own 
race  who  were  afflicted  with  tuberculosis.  More 
than  ten  years  ago  Brown  was  prosecuted  under  the 
Federal  Food  and  Drugs  Act  because  he  was  crude 
enough  to  make  claims  on  the  trade  package  of  his 
nostrum  to  the  effect  that  it  was  a remedy  for  con- 
sumption, pneumonia,  and  all  diseases  of  the  lungs. 
Subsequently  Brown  ceased  making  fraudulent 
claims  on  the  trade  package,  but  continued  to  sell 
his  worthless  nostrum,  making  the  same  false  and 
fraudulent  claims  in  newspaper  advertisements  and 
circulars.  In  1923  a fraud  order  was  issued  by  the 
Post  Office  Department  against  D.  H.  Brown  and  his 
concern  known  as  the  Magnolia  Remedy  Co.  Then 
Brown  attempted  to  continue  the  business  by  creat- 
ing the  Creoco  Remedy  Co.,  selling  the  same  prepa- 
ration under  the  name  of  this  company,  and  calling 
the  preparation  “Creoco”.  Now  a supplemental  fraud 
order  against  the  Creoco  Remedy  Co.  has  been 
issued.  (Jour.  A.  M.  A.,  April  23,  1927,  p.  1340). 

International  Health  Institute.— During  the  past 
few  months  the  medical  profession  has  been  flooded 
with  letters  from  the  “International  Health  Institute, 
Inc.,”  2061  Broadway,  New  York  City.  According  to 
its  “sales  talk,”  the  International  Health  Institute 
purposes  to  sell  to  the  public  a urinalysis  and  peri- 
odic physical  examination  service  “supplemented 
with  a complete  course  in  body-building  and  rules  of 
right  living.”  While  this  is  the  nominal  raison  d'etre 
of  the  concern,  evidence  is  accumulating  to  confirm 
the  suspicion  that  the  International  Health  Institute, 
Inc.,  is  primarily  a promotion  scheme.  Letters  are 
sent  to  physicians  stating  that  the  “Institute”  desires 
to  establish  "a  resident  physician  and  member  of 
our  Advisory  and  Hygiene  Reference  Board”;  invites 
the  physician  to  join  and  to  purchase  stock.  It  is 


stated  that  the  first  source  of  income  is  the  service 
that  is  to  be  recommended  by  the  International 
Health  Institute  in  selling  to  the  public  a periodic 
physical  examination  and  urinalysis,  for  which  the 
institute  will  charge  $37.50,  but  it  is  explained  that 
a greater  opportunity  for  financial  betterment  will 
come  from  the  activities  of  the  International  Health 
Institute  in  recommending  to  the  lay  subscribers 
that  they  use  certain  health  foods;  certain  “ap- 
proved exercising  devices”;  certain  “hygienic  ap- 
pliances”; and  certain  books  all  of  which  the  in- 
stitute will  sell.  (Jour.  A.  M.  A.,  April  30,  1927, 
p.  1435). 

“Iodex”  in  Thyroid  Disturbances. — A pamphlet  pub- 
lished by  the  Pharmacal  Advance  Press,  the  house 
organ  of  Menley  and  James,  Ltd.,  the  firm  that 
sells  Iodex  is  devoted  to  promoting  the  use  of  iodex 
ointment  in  the  treament  of  systemic  goiter  by  rub- 
bing ointment  into  the  skin  over  the  thyroid  gland 
twice  a day,  and  also  recommending  iodex  ointment 
for  a number  of  other  pathologic  conditions.  The 
Council  on  Pharmacy  and  Chemistry  has  reported 
that  the  preparation  was  practically  devoid  of  free 
iodine,  that  its  composition  was  incorrectly  stated, 
that  the  total  iodine  content  was  only  about  three- 
fifths  of  the  total  amount  of  iodine  claimed,  and  that 
therefore  its  use  for  securing  iodine  effects  is  un- 
warranted. Almost  any  intelligent  physician  knows 
that  the  attempt  to  treat  systemic  goiter  by  rubbing 
such  an  ointment  into  the  skin  over  the  goiter  is 
preposterous.  However,  this  is  but  one  of  many 
ridiculous  statements  in  the  pamphlet  mentioned. 
(Jour.  A.  M.  A-,  April  30,  1927,  p.  1438). 

Uriseptin. — An  examination  of  uriseptin  made  in 
the  A.  M.  A.  Chemical  Laboratory  was  published  in 
1908.  The  report  brought  out  that  while  uriseptin 
was  claimed  to  contain  formaldehyde  combined  with 
lithium  in  the  presence  of  a concentrated  extract  of 
corn  silk  and  couch  grass,  the  examination  showed 
that  uriseptin  was  marketed  under  a deliberately 
false  claim,  in  that  it  did  not  contain  the  lithium 
formaldehyde  compound,  but  instead  contained  hex- 
amethylenamine  (methenamine)  as  its  chief  con- 
stituent, and  also  lithium  benzoate.  (Jour.  A.  M.  A., 
April  30,  1927,  p.  1438). 

What  is  an  Antiseptic? — While  physicians  under- 
stand that  a germicide  may  produce  effects  on  an  in- 
fected area  in  a brief  period  which  can  be  produced 
by  an  antiseptic  only  through  prolonged  contact,  the 
general  public  understands  these  terms  as  synonym- 
ous. In  consideration  of  this  condition,  the  U.  S. 
Bureau  of  Chemistry,  which  is  charged  with  the 
enforcement  of  the  Food  and  Drugs  Act,  has  recently 
come  to  the  conclusion  that  the  term  “antiseptic” 
when  used  in  the  labeling  of  a medicinal  product  is 
objectionable  unless  the  preparation  when  used  as 
directed  will  actually  destroy  micro-organisms.  The 
medical  profession  will,  of  course,  agree  at  once  that 
the  position  taken  by  the  Bureau  of  Chemistry  is 
in  the  public  interest.  (Jour.  A.  M.  A.,  April  30, 
1927,  p.  1420). 

The  Origin  of  Vitamin  D. — The  antirachitic . sub- 
stance, vitamin  D,  occurs  in  some  fish  oils — notably 
in  cod-liver  oil — in  egg  yolk  fat,  and  to  a small  ex- 
tent in  milk  fat.  As  a rule  the  vegetable  fats  are 
not  antirachitic.  A few  instances  of  undoubted 
potency  in  oils  of  plant  origin  have  been  ascribed  to 
the  effect  of  solar  irradiation  of  the  products  inci- 
dent to  their  commercial  preparation.  This  is  true 
of  cocoanut  oil  prepared  from  sun-dried  copra. 
Whereas  the  other  vitamins  appear  to  originate  in 
the  vegetable  kingdom,  this  is  not  the  case  with 
vitamin  D.  Experiments  carried  out  to  learn  the 
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origin  of  vitamin  D in  the  cod-fish,  raise  the  ques>- 
tion  as  to  whether  vitamin  D cannot  actually  be 
synthesized  by  certain  species.  These  experiments 
also  revealed  that  the  oils  of  the  herring  and  sar- 
dine rival  the  cod  in  antirachitic  potency.  (Jour. 
A.  M.  A,  June  4,  1927,  p.  1807). 

Prodigaluz,  a Spanish  Nostrum  Sold  to  Gullible 
Americans. — A nostrum  for  the  alleged  cure  of  all 
diseases  of  the  eye  has  been  exploited  during  the 
past  year  in  some  American  newspapers  and  maga- 
zines under  the  name  of  “Prodigaluz".  The  prepara- 
tion was  claimed  to  be  a general  specific  for  dis- 
eases of  the  eye  and  to  cure  trachoma,  ulcerations 
of  the  cornea,  cataracts,  gonorrheal  conjunctivitis, 
progressive  myopia,  etc.  The  federal  authorities 
reported  the  preparation  to  be  a slightly  turbid 
liquid,  having  a winelike  odor,  and  containing  alco- 
hol, potash,  zinc  sulphate  and  tannin.  The  Post 
Office  Department  issued  a fraud  order  which  will 
prevent  the  exploitation  of  this  nostrum  through 
the  mails.  (Jour.  A.  M.  A.,  June  4,  1927,  p.  1831). 

Bulgara  Tablets — H.  W.  & D.,  Culture  of  Bacillus 
Bulgaricus — Lederle,  Culture  of  Bacillus  Bulgarieus 
— Fairchild,  Galactenzyme  Tablets,  Lactampoule, 
Lactic  Bacillary  Tablets — Fairchild,  and  Vitalait 
Culture  of  Bacillus  Bulgaricus  Omitted  from  N.  N. 
R. — The  Council  on  Pharmacy  and  Chemistry  de- 
cided to  retain  bacillus  bulgaricus  preparations  in 
New  and  Non-official  Remedies,  provided  that  the 
claims  for  these  were  revised  to  show  such  prepara- 
tions to  be  of  value  only  in  the  preparation  of  soured 
milk,  and,  further,  that  all  claims  for  their  intestinal 
implantation  and  for  their  value  as  external  appli- 
cations be  discontinued.  The  Council  reports  that 
the  following  products  have  been  omitted  from  New 
and  Non-official  Remedies  because  acceptable  re- 
visions of  the  claims  were  not  made:  Bulgara  Tab- 
lets— K.  W.  & D.  (Hynson,  Westcott  & Dunning)  ; 
Culture  of  Bacillus  Bulgaricus — Lederle  (Lederle 
Antitoxin  Laboratories) ; Culture  of  Bacillus  Bul- 
garicus—Fairchild,  Lactampoule,  Lactic  Bacillary 
Tablets — Fairchild  (Fairchild  Bros.  & Foster) ; 
Galactenzyme  Tablets  (Abbott  Laboratories) ; and 
Vitalait  Culture  of  Bacillus  Bulgaricus  (Vitalait 
Laboratory  of  California).  (Jour.  A.  M.  A.,  June 
4,  1927,  p.  1831). 

The  Synthesis  of  Thyroxin. — The  announcement 
by  Harington,  in  1926,  that  thyroxin,  instead  of  be- 
ing a compound  of  tryptophan,  is  a tetraiodo  deriva- 
tive of  the  p-hvdroxyphenvl  ether  of  tyrosine,  has 
been  followed  by  a determination  of  its  constitu- 
tion. Following  this,  Harington  and  Barger  pre- 
pared synthetic  thyroxin.  This  has  been  shown  to 
be  identical  with  natural  thyroxin.  Thus,  the  first 
artificial  .production  of  a naturally  occurring  bio- 
logic product,  the  active  principle  of  the  thyroid 
gland  has  been  accomplished.  (Jour.  A.  M.  A , 
June  11,  1927,  p.  1892). 

Diabetic  Foods. — A recent  food  inspection  decision 
of  the  U.  S.  Department  of  Agriculture  revokes  the 
official  definition  of  so-called  diabetic  foods,  thus 
automatically  placing  such  preparations  in  the  class 
of  drugs.  The  government  holds  that  references  to 
any  disease  condition  in  the  labeling  of  such  arti- 
cles implies  to  the  public  that  they  are  efficacious 
treatments,  and  it  therefore  asks  manufacturers  and 
distributors  to  omit  any  such  references  from  their 
trade  packages.  An  investigation  showed  that  “dia- 
betic foods”  were  being  held  out  to  sufferers  from 
d!abetes  as  treatments  for  their  condition  rather 
than  as  mere  diabetic  aids  in  the  management  of 
the  disease.  The  action  taken  is  a gratifying  offi- 
cial support  of  the  efforts  of  the  Council  on  Pharm- 
acy and  Chemistry  to  convince  manufacturers  that 
therapeutic  recommendations  should  not  have  a place 


on  a trade  package.  However,  the  Council  has  taken 
a liberal  attitude  and  does  not  object  to  the  nam- 
ing of  diseases  on  trade  packages  of  medicinal  foods, 
or  to  a name  implying  the  use  of  the  product  in 
diabetes,  provided  the  advertising  makes  it  clear 
that  the  product  is  not  offered  as  a cure  or  even  as 
a remedy  for  the  disease.  The  greater  stringency 
of  the  attitude  of  the  government  arises,  no  doubt, 
from  the  fact  that  it  is  acting  on  the  basis  of  a 
law,  the  letter  of  which  refers  only  to  the  trade 
package  and  label.  (Jour.  A.  M.  A.,  June  11,  1927, 
p.  1895). 

The  Florazona  Fraud. — The  Postmaster  General 
has  issued  a fraud  order  against  the  Florazona  Cor- 
poration, New  York  City,  debarring  it  from  the  use 
of  the  mails.  The  “Corporation”  exploited  Flora- 
zona, which  was  a bath  powder  claimed  to  bring 
about  reduction  of  weight.  The  federal  chemists 
found  the  preparation  to  be  essentially  sodium  thio- 
sulphate, with  a small  amount  of  baking  soda  and 
a trace  of  iodides  and  perfume.  It  was  shown  that 
the  package  of  Florazona,  which  sold  for  $3.50,  could 
be  manufactured  for  about  17 y2  cents.  As  is  com- 
mon in  the  advertising  of  fat-cure  swindles,  the 
advertisements  for  Florazona  stressed  the  claim  that, 
when  using  the  preparation,  it  was  unnecessary  to 
exercise  or  to  diet.  Yet,  as  is  also  usual  in  the 
sale  of  such  fakes,  after  the  purchaser  has  paid 
her  money,  she  found  that  dieting  was  suggested. 
(Jour.  A.  M.  A.,  June  11,  1927,  p.  1920). 

The  Cunningham  Tank  Treatment. — For  some 
eight  years  Dr.  0.  J.  Cunningham,  of  Kansas  City, 
Mo.,  has  been  treating  certain  conditions  by  putting 
patients  in  a tank,  under  air  pressure  varying 
from  10  to  50  pounds  to  the  square  inch  above  ordi- 
nary atmospheric  pressure.  Patients  are  kept  in  the  1 
tank  from  a few  hours  to  a month.  Dr.  Cunning- 
ham's thesis  is  that  diabetes  mellitus,  pernicious 
anemia  and  carcinoma  are  due  to  pathogenic  bac- 
teria of  the  anaerobic  type,  and  that  the  oxygen  con- 
tent of  the  tissues  is  greatly  increased  when  the 
patients  are  put  in  the  tank  containing  the  com- 
pressed air.  It  does  not  appear  that  Dr.  Cunning-  ) 
ham’s  observations  have  been  confirmed.  There  is 
reason  to  believe  that  Dr.  Cunningham  has  allowed 
enthusiasm  to  run  away  with  judgment.  (Jour.  A. 

M.  A.,  June  11,  1927,  p.  1921). 
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Editorial 


Intravenous  Therapy. 

It  is  a salutary  sign  of  medical  progress, 
when  an  organization  of  medical  men  ap- 
points a committee  of  responsible  members  to 
investigate  a medical  problem  and  to  submit 
a report  of  the  investigation  to  the  profession. 
This  method  of  searching  for  the  facts  has 
much  to  recommend  it,  particularly  at  this  time 
when  so  much  confusion  exists  in  important 
medical  and  surgical  procedures.  A consensus 
of  medical  minds  possesses  an  untold  influence. 
The  crystallization  of  medical  and  surgical 
opinions  may  be  obtained  in  effective  form,  by 
the  evaluation  of  medical  and  surgical  publi- 
cations by  responsible  medical  bodies.  In  this 
day  when  publications  are  voluminous,  a me- 
dium for  separating  tlie  wheat  from  the  chaff 
is  desirable  and  important,  if  not  a necessity. 
In  an  effort  to  arrive  at  a proper  judgment  of 
the  values  of  intravenous  therapy,  a committee 
was  appointed  by  the  Therapeutic  Research 
Committee  of  the  Council  on  Pharmacy  and 
Chemistry.  The  committee’s  report  is  worthy 
of  a first  hand  perusal.  It  is  particularly 
worthy  of  careful  reading  by  medical  practi- 
tioners who  are  following  this  line  of  therapy. 
Much  of  what  is  written  is  accepted  by  all  and 
to  the  whole  of  the  report  general  agreement 
is  given. 

Editorial  reference  of  this  paper*  is  made 
with  freedom  because  of  the  importance  of 
the  subject. 


Indications 

I.  For  rapidity  of  action: 

In  emergencies:  in  cases  of  shock,  toxemia 
and  hemorrhage.  In  these  conditions  saline, 
glucose  infusions,  or  less  frequently,  infusions 
of  gum  glucose  or  Locke’s  solution  are  of  im- 
mediate value  in  restoring  blood  volume  and 
in  overcoming  dehydration. 

In  severe  acidosis:  in  diabetic  coma,  for  in- 
stance, the  infusion  of  saline  sodium  bicarbon- 
ate or  glucose  solution  or  a combination  of 

them  may  be  needed  as  a life  saving  measure. 
• * * — ^ 

Insulin  may  be  needed,  also,  intravenously  in 

connection  with  the  foregoing  treatment. 

In  severe  forms  of  tetany:  intravenous  use 
of  calcium  chloride  in  proper  dilution  may  be 
needed. 

In  increased  intravenous  pressure:  hypo- 
tonic solutions  of  sodium  chloride  may  be  ad- 
ministered intravenously. 

In  acute  circulatory  collapse:  a slowly  in- 
jected weak  solution  of  epinephrine  in  physio- 
logic sodium  chloride  solution  may  be  given. 

In  sudden  heart  failure:  intravenous  ad- 
ministration of  ouabain  or  of  amorphous 
strophanthin  may  be  resorted  to;  all  but  mori- 
bund cases  have  been  resuscitated  by  this 
measure. 

In  severe  malaria:  quinine  may  be  given  in- 
travenously— with  caution. 

In  severe  diphtheria  or  in  neglected  cases  of 
this  disease:  intravenous  use  of  antitoxin  has 
been  resorted  to  and  some  cases  have  responded 
to  it  favorably. 

II.  F or  intensity  of  action. 

In  conditions  such  as  diphtheria,  tetanus, 
meningitis,  streptococcus  infection  (scarlet 
fever),  pneumonia,  intravenous  administration 
of  antitoxic  and  immune  serums  may  be  re- 
quired when  absorption  by  subcutaneous  or  in- 
tramuscular route  is  too  slow.  Such  a pro- 
cedure as  this  may  be  needed  in  order  to  se- 
cure greater  intensity  of  action.  In  non-specific 
proteins,  administered  intravenously,  there  is 
induced  protein  shock. 

Contraindications 

1.  It  is  obvious  that  intravenous  therapv  is 
contraindicated  when  results  of  equal  value 
may  be  obtained  bv  usual  unquestionable 
routes.  Often  too,  intravenous  administration 
is  contraindicated  if  conditions  of  emergency 
do  not  exist  and  less  dangerous  routes  may  be 
as  well,  if  not  more  safely  used. 

2.  In  weakened  patients,  in  the  aged,  in  pa- 
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tients  with  hypertension,  in  patients  with  heart 
disease;  in  patients  hypersensitive  to  one  or 
more  proteins;  and  in  patients  with  drug- 
idiosyncrasies,  intravenous  therapy  is  contra- 
indicated, or  at  least,  is  worthy  of  mature  con- 
sideration. Certain  agents  are  unsuitable  for 
intravenous  administration: — (a)  substances 
of  complex  composition,  (b)  imperfectly  puri- 
fied substances,  (c)  substances  which  are  defi- 
nitely acid  or  markedly  alkaline,  (cl)  sub- 
stances which  do  not  yield  clear  solutions  in 
aqueous  mediums  or  mediums  which  fail  to 
yield  satisfactory  colloidal  solutions,  (e)  emul- 
sions of  fats  and  oils:  (f)  suspensions,  unless 
fine  and  very  dilute,  and  (g)  very  potent 
pharmacologic  agents. 

3.  For  volume  of  dose.  In  cases  when  saline 
and  glucose  solutions,  serums,  and  substitutes, 
in  large  volume  are  indicated,  the  intravenous 
route  is  advisable.  When  volumes  of  100  c.c. 
or  more  are  required,  the  venous  is  better  than 
the  intramuscular  or  subcutaneous  route. 
Simple  hvpodermoclysis  is  an  exception  here. 

4.  To  avoid  irritation  or  destruction  of  tis- 
sue at  the  site  of  injection,  the  vein  is  used  in 
injecting  arsphenamine,  neoarsphenamine. 
quinine,  dve  stuffs,  colloidal  metals,  alkali,  and 
other  irritants. 

5.  To  obtain  direct  action  in  the  blood 
stream,  quinine  in  malaria,  d}7es  and  colloidal 
metals  in  sepsis  are  used. 

Technical  Considerations  in  Intravenous 
Therapy 

Only  cursory  comment  can  be  made  here 
upon  a matter  of  extreme  importance  and  large 
detail.  A few  observations  may  be  pertinent, 
however,  following  the  line  of  publication  be- 
fore us. 

Solutions  employed  in  intravenous  adminis- 
tration are  of  first  importance.  Distilled  water 
may  contain  pyogenic  substance:  although  not 
present  in  freshly  distilled  water,  pyogenic 
contamination  may  appear  after  a few  hours, 
and  from  such  patients  may  get  reactions  that 
are  untoward.  Freshly  distilled  water  care- 
fully protected  is  safe  and  is  best  for  venous 
administration.  Triple  distilled  water,  not  re- 
ferred to  in  the  article  before  us.  is  being  em- 
ployed now  but  as  it  is  only  of  recent  use,  the 
efficacy  of  it  deserves  study.  Agents  or  drugs 
used  in  intravenous  therapy  should  be  of  as- 
sured purity.  Serious  systemic  reactions  if  not 
deaths,  have  resulted  from  ill  advised  use  of 
drugs.  Even  in  cases  of  malarial  fever,  in- 
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travenous  administration  of  quinine,  a drug  so 
thoroughly  indicated  in  this  disease,  sud'den 
death  has  occurred. 

All  solutions  for  venous  administration 
should  be  as  near  as  possible  to  reaction  of 
normal  blood,  which  is  slightly  on  the  alkaline 
side  of  neutrality.  Should  it  be  impossible  to 
attain  this  state  of  approximation  of  normal 
alkalinity  of  the  blood,  administration  should 
be  made  in  minute  amounts;  and  should  be 
slowly  and  cautiously  given.  Of  course,  in  the 
instance  of  profound  toxemia,  as  acidosis,  more 
freedom  may  be  felt  in  administration  of  alka- 
line solutions.  Isotoncity  of  the  solutions  with 
the  blood  are  important  in  use  of  large  volumes 
of  fluids  in  the  vein.  Rate  of  injection  is  a 
matter  of  prime  significance.  Generally,  slow 
and  cautious  introduction  of  the  fluid  in  the 
vein  is  important.  There  is  danger  of  over- 
whelming the  heart;  of  the  disturbance  of 
physiologic  reactions  of  the  blood  and  fluids 
in  the  tissues;  of  the  menace  of  a too  great 
concentration  of  drugs  upon  heart,  brain,  liver, 
kidney.  As  a general  rule,  slow  intravenous 
administrations  permit  of  compensatory  ad- 
justments  which  make  for  greater  safety. 

Meticulous  care  should  be  employed  by  the 
physician.  The  needle  should  be  as  small  as 
is  compatible  with  the  nature  and  the  quantity 
of  agent  to  be  administered.  Care  should  be 
exercised  not  to  allow  fluid  to  escape  into  peri- 
vascular tissue.  Calcium  solutions  have  been 
known  to  produce  serious  slough  and  abscesses 
have  followed  poor  administration  of  salvar- 
san  and  other  drugs. 

Angina  Pectoris,  Coronary  Thrombosis  and 

Breast  Pang. 

Much  speculation  as  to  the  real  factors  at 
work  in  angina  pectoris  has  been  indulged 
in.  That  rather  clear  cut  cardiac  syndrome 
evinces  itself  b}T  the  outstanding  symptom  of 
pain.  The  nerve  routes  through  which  the 
pain-stimuli  pass  are  yet  in  question.  The 
factors  that  make  or  create  the  stimuli,  in  or 
about  the  heart,  are  likewise  under  discussion. 
Probably  much  light  has  been  shed  upon  the 
subject  by  recent  discussion.  Professional 
opinion  has  not  yet  been  able  to  reach  a full 
conclusion.  But  the  recognition  of  coronary 
thrombosis  has  done  something  to  clear  up  a 
group  of  heart  attacks  that  had  not  been  alto- 
gether consistent  with  angina  pectoris.  Ob- 
servation of  a large  number  of  cases  of  angina 
pectoris  leads  to  the  thought  that  the  main 
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pathologic  factors  in  these  cases  center  around 
aortic  valve-disease,  aortic  aneurysm,  sclerosis 
of  coronaries  and  myocardial  degeneration ; 
and  often  in  association  with  general  arterio- 
sclerosis and  cardiac  hypertrophy.  At  once,  it 
is  quite  safe  to  say.  that  so  wide  a range  of 
factors  may  bring  about,  in  symptomatology, 
a varied  assortment  of  symptoms,  in  a large 
series  of  cases  of  angina.  With  this  possibil- 
ity in  view,  it  is  important  to  observe,  also, 
that  there  are  certain  known  disease  entities, 
which  simulate  angina  pectoris,  but  which  are 
not  cases  of  angina  pectoris  as  we  understand 
the  disease  today.  There  may  be  pain  over 
the  precordium  and  this  may  take  on  certain 
similitudes  of  angina  pectoris.  One  of  these 
conditions  may  be  considered  from  the  stand- 
point of  pathology  to  be  of  the  nature  of  that 
sort  of  pathology  as  is  often  found  in  angina 
pectoris,  but  which  possibly  failed  to  display 
angina  pectoris  symptoms  during  that  phase 
of  its  evolution.  Through  some  compensatory 
circumstances  of  function,  hearts  eventually, 
then,  showing  symptoms  of  definite  and  clear 
cut  pain  over  the  precordium  and  radiating 
down  the  arm  or  arms,  with  coronary  throm- 
bosis, may  be  easily  taken  for  angina  pectoris. 
But  coronary  thrombosis  is  not  angina  pec- 
toris; and  it  must  not  be  so  taken.  Angina 
pectoris  cases  may  show  no  serious  sclerotic 
or  thrombotic  changes  in  the  coronary  system 
of  vessels.  There  are  cases  of  angina  pectoris, 
which  have  very  little  if  any  disease  of  coro- 
naries. either  at  the  openings  or  in  the  walls 
of  the  vessels  themselves. 

Likewise,  precordiac  pain  or  pain  upon  the 
left  side  and  radiating  to  shoulder  or  left  arm 
may  appear  in  patients  with  chronic  or  sub- 
acute pleurisy,  particularly  in  tuberculosis  pa- 
tients. Such  patients  may  fear  aneina.  espe- 
cially in  obesity  and  overweight.  The  differ- 
entiation is  made  by  inquiry  in  cardiac  status 
and  function.  Pains  resembling  those  of  an- 
gina pectoris  may  occur  in  patients  with  neu- 
ritis, following  focal  infection  or  associated 
with  bursitis  on  left  arm,  pains  may  involve 
areas  over  the  left  chest,  subjective  of  a pos- 
sibility of  angina  pectoris,  but  a careful  study 
of  cardiac  status  and  the  etiologic  factors,  as 
well  as  the  order  and  evolution  of  the  pain 
syndrome,  clears  the  diagnosis. 

Pain  probably  leads  all  other  symptoms  of 
disease,  in  its  urgency  and  bringing  the  patient 
to  the  physician.  Pain  brings  the  patient  to 
the  physician  quickly — if  the  degree  and  in- 


tensity of  it  is  great  enough.  There  are  varie- 
ties of  pain,  however,  which  are  harbingers  of 
serious  pathology,  which  do  not  possess  in- 
tensity or  severity.  This  lack  of  degree  may 
be  the  reason  why  patients  fail  to  seek  advice 
of  the  physician  and  permit  serious  maladies 
to  progress  to  the  borderline  of  the  incurable 
before  medical  advice  is  sought.  Lack  of 
knowledge  as  to  the  nature  and  significance  of 
pain  is  probably  the  cause  of  this.  Probably 
in  no  region  of  the  body  is  a study  of  more 
importance  than  that  of  the  breast.  It  is  both 
important  to  practitioners  and  laity  as  well. 
Practitioners  must  be  alive  to  its  significance, 
keenly  alive  to  its  possible  nature; — intimately 
in  touch  with  its  various  manifestations.  No 
adequate  educational  program  can  be  insti- 
tuted among  the  laymen  until  practitioners 
themselves,  everywhere,  have  acquainted  them- 
selves with  the  facts  involved.  After  that, 
symptoms  arising  over  the  precordium,  now  at 
tributable  to  indigestion  or  “intercostal  neu- 
ralgia” or  pleural  “stitch”  or  “neuritis”  of  the 
arms,  or  “rheumatism”  of  the  chest,  etc.,  will 
take  upon  a more  accurate  meaning  and 
bring  to  light  important  adventitious  states  of 
the  heart,  in  stages  amenable  to  adjustment  or 
cure. 

To  repeat,  naggnig  pain  may  be  as  serious 
as  the  severe  pain  in  its  importance.  Pain, 
that  brings  the  patient  to  the  physician  in 
limited  and  definite  boundaries,  is  an  advant- 
age; while,  pain  that  is  lacking  of  severity  and 
that  may  be  relieved  by  some  simple  home  pro- 
cedure. may  be  kind  to  the  sensibilities  of  the 
patient,  but  a menace  to  the  patient’s  life. 
Breast  pains  are  all  significant  and  important. 
The  public  knows  the  popular  idea  of  pain  in 
the  right  quadrant  of  the  abdomen  and  around 
the  navel,  but  fails,  as  yet,  to  understand  in 
any  adequate  sense  the  real  importance  of 
pains  emanating  in  left  upper  quadrant  of  the 
thorax.  If  one  has  a pain  in  the  right  abdo- 
men, popular  opinion  suggests  appendicitis, 
and  the  opinion  of  the  physician  is  sought  on 
the  possibilities  of  this  malady.  The  same 
public  appreciation  of  breast  pangs  should  be 
attained  by  the  laity,  as,  bv  this,  early  symp- 
toms of  serious  cardiac  cases  may  be  recog- 
nized. 

Ephedrin. 

A Chinese  herb  called  via  huang  is  the  source 
of  ephedrin.  This  active  principle  has  been 
thoroughly  investigated  scientifically,  both 
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from  the  pharmacologic  and  clinical  sides. 
These  may  l^e  briefly  noted.* 

Ephedrix  axd  Blood  Pressure.- — Intraven- 
our  injection  in  the  circulation  of  the  dog  has 
a marked  and  prolonged  increase  in  the  blood 
pressure.  In  one  instance  5 mg.  caused  an  im- 
mediate rise  of  blood  pi'essure  from  75  to  200 
m.m. 

Ephedrix  axd  the  Heart.  Coincident  to 
increase  of  blood  pressure  there  occurs  in 
animals  a definite  cardiac  acceleration.  The 
pulse  rate  increased  from  164  to  264  beats  per 
minute  in  one  animal.  There  was  noted  also 
definite  augmentation  in  the  strength  of  con- 
tractions and  an  increase  in  excursion  of  the 
heart.  Over-dosage  or  repeated  dosing  exerted 
harmful  effects.  Extrasystoles  and  acute  di- 
latation occurred. 

Ephedrix  axd  Blood  Vessels.  In  addition 
to  cardiac  acceleration  and  increase  of  blood 
pressure,  vasoconstriction  was  marked,  partic- 
ularly in  splanchnic  circulation. 

Ephedrix  axd  Smooth  Muscle.  Smooth 
muscle  relaxed  only  when  ephedrin  was  given 
in  relatively  strong  solutions  as  composed  with 
adrenalin. 

Chen  and  Schmidt  observed  that  smooth 
muscle  of  the  uterus  was  stimulated.  The 
bronchus  was  relaxed. 

Ephedrix  axd  Salivary  Flow.  Chen  and 
Schmidt  reported  that  ephedrin  increased  the 
flow  of  saliva  where  atropine  had  been  given. 

Local  Effect  of  Ephedrix  ox  Muscular 
Membraxe.  Ephedrin  like  adrenalin,  when 
locally  applied,  relaxed  smooth  muscle  of  the 
intestines  and  caused  vasoconstriction  when 
applied  to  mucous  membrane. 

•Reference.  Notes  on  Sulphate  of  Ephedrin.  Rudolf  and 
Graham  (Am.  J.  M.  Sc.,  March,  1927.) 


News  Notes 

Virginia  State  Board  of  Medical  Examiners. 

At  the  examinations  of  the  Board  in  Rich- 
mond. the  middle  of  June,  all  applicants  for 
the  full  examination  passed.  Several  others 
came  up  for  part  of  the  examination  and  some 
for  admission  to  practice  in  Virginia  by 
reciprocity.  Names  licensed  at  these  examina- 
tions are  as  follows: 

Dr.  Edward  Lee  Alexander.  Richmond.  Va. 
Dr.  Rufus  Carter  Alley.  Richmond.  Va. 

Dr.  Geo.  Basil  Arnold.  University.  Va. 

Dr.  Eugene  Anthony  Bain.  Petersburg.  Va. 
Dr.  Wm.  Linwood  Ball.  Richmond,  Va. 
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Dr.  Jas.  Boulware,  University  Hospital.  Char- 
lottesville. Va. 

Dr.  Thos.  S.  Bowyer.  Emory,  Va. 

Dr.  Hendrick  A.  Bracev,  Memorial  Hospital, 
Richmond.  Va. 

Dr.  Wm.  Cralle  Brann.  Marine  Hospital. 
Stapleton.  New  York. 

Dr.  Wm.  Turbin  Holland  Brantley,  Memorial 
Hospital.  Richmond.  Va. 

Dr.  Harvey  Christian  Brownley.  Sheltering 
Arms  Hospital.  Richmond.  Va. 

Dr.  Abram  Buck.  Norfolk,  Va. 

Dr.  Jas.  Melvin  Campbell.  Saltville,  Va. 

Dr.  Garland  N.  Carter,  Memorial  Hospital, 
Richmond,  Va. 

Dr.  Virgil  Orion  Choate,  Martha  Jefferson 
Hospital.  Charlottesville.  Va. 

Dr.  Edward  Bentley  Cox.  Louisville.  Ivy. 

Dr.  Sanders  Graham  Davidson.  Roanoke  Hos- 
pital. Roanoke,  Va. 

Dr.  Henry  Charles  Davis,  Honaker,  Va. 

Dr.  Albert  Brown  Dickey.  Prescott.  Arkansas. 

Dr.  Robert  Lemon  Eastman.  Fredericktown. 
Ohio. 

Dr.  Wm.  Clarence  Eikner.  University  Hos- 
pital, Charlottesville,  Va. 

Dr.  John  Roland  Ellison.  Jr..  Suffolk,  Va. 

Dr.  Herman  Stuart  Fletcher.  Richmond,  Va. 

Dr.  Seth  Gayle.  Jr..  Richmond.  Va. 

Dr.  Antonio  Gentile,  University,  Va. 

Dr.  John  Russell  Gill.  Emporia.  Va. 

Dr.  Louis  Holmes  Ginn,  Jr.,  Berryville.  Va. 

Dr.  Marshall  P.  Gordon.  Jr.,  Richmond.  Va. 

Dr.  Edward  W.  Gray.  Richmond.  Va. 

Dr.  Wm.  Beecher  Greene,  Lawrenceville,  Va. 

Dr.  Earl  Joseph  Haden.  East  Leake.  Va. 

Dr.  John  Richard  Hamilton,  Johnston-Willis 
Hospital.  Richmond.  Va. 

Dr.  Andrew  DeJarnette  Hart.  Jr..  North  Gar- 
den. Va. 

Dr.  Leo  Eugene  Hayes,  Richmond,  Va. 

Dr.  Harry  M.  Havter.  Meadow  View.  Va., 
(reciprocity  with  National  Board). 

Dr.  Wm.  Carey  Henderson.  Hospital  Division. 
Medical  College  of  Va..  Richmond. 

Dr.  Phillip  James  Hirshman.  Brooklyn.  N.  Y. 

Dr.  Charles  Roy  Hoskins.  Jr.,  Saluda,  Va. 

Dr.  Walter  O.  House.  Norfolk,  Va. 

Dr.  Jos.  Warren  Hundley,  Jr.,  Richmond.  Va. 

Dr.  Arthur  D.  Hutton,  Abingdon,  Va. 

Dr.  Leo  Leinmer  Jacobs.  Wollington,  N.  C. 

Dr.  Ewell  Claude  Jamison,  Memorial  Hos- 
pital, Richmond.  Va. 

Dr.  Jeannette  Morris  Jarman.  Memorial  Hos- 
pital. Richmond.  Va. 
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Dr.  Elliott  TV.  Johnston,  Richmond,  Va. 

Dr.  Sidney  F.  Johnston,  East  Radford,  Va. 

Dr.  Jeremiah  Robert  Johnston,  Memorial 
Hospital,  Richmond,  Va. 

Dr.  Orvin  C.  Jones,  Memorial  Hospital,  Rich- 
mond, Va. 

Dr.  Oliver  Lee  Jones,  Lewis-Gale  Hospital, 
Roanoke,  Va. 

Dr.  John  Wesley  Jones,  Portsmouth,  Va. 

Dr.  James  Woodfin  Keever,  Memorial  Hos- 
pital, Richmond,  Va. 

Dr.  Louis  Selnik  Leo,  Norfolk,  Va. 

Dr.  Morris  S.  Libovitch,  New  York  City. 

Dr.  Henry  S.  Liebert,  Richmond,  Va. 

Dr.  Ellis  Dill  Lineberry,  Cliffview,  Va. 

Dr.  At  hey  R.  Lutz,  Orkney  Springs,  Va. 

Dr.  Clabe  W.  Lynn,  Petersburg  Hospital, 
Petersburg,  Va. 

Dr.  Jos.  T.  Nuns  McCastor,  Richmond,  Va. 

Dr.  Chas.  Beasley  Martin,  Concord  Depot,  Va. 

Dr.  Geo.  Ozen  Martin,  St.  Lukes  Hospital, 
Richmond,  Va. 

Dr.  Blake  Walden  Meador,  Richmond,  Va . 

Dr.  Fred  Ulmer  Metcalf,  Roanoke,  Va. 

Dr.  Azby  A.  Milburn,  Richmond,  Va. 

Dr.  Kinloch  Nelson,  Richmond,  Va. 

I)r.  Chas.  Logan  Newland,  Richmond,  Va. 

Dr.  Maury  Claiborne  Newton,  Lewis-Gale 
Hospital,  Roanoke,  Va. 

Dr.  John  Wesley  Parker,  Jr.,  Winston-Salem, 
N.  C. 

Dr.  Jos.  T.  Peters,  Richmond,  Va. 

Dr.  Edward  N.  Pleasants,  Richmond,  Va. 

Dr.  Wm.  J.  Porter,  Norfolk,  Va. 

Dr.  Paul  Ellis  Prillaman,  Callaway,  Va. 

Dr.  Peter  Booth  Pulman,  Fort  Eustis,  Va. 

Dr.  Irwin  Rifkin,  Grace  Hospital,  Richmond, 
Va. 

Dr.  Edward  Boisseau  Robertson,  Danville, 
Va. 

Dr.  Edmund  Eugene  Robinson,  Memorial 
Hospital,  Richmond,  Va. 

Dr.  Wm.  Auburn  Runkley,  University,  Va . 

Dr.  Anderson  T.  Scott,  Richmond,  Va. 

Dr.  Palmer  Augustine  Shelburne,  Richmond, 
Va. 

Dr.  Otis  Nonross  Shelton,  University,  Va. 

Dr.  Harry  McGregor  Shipley,  Richmond,  Va. 

Dr.  Geo.  S.  Silliman  (reciprocity  with  New 
York ) . 

Dr.  V alter  Knapp  Slack,  University  Hos- 
pital, Ann  Arbor,  Michigan. 

Dr.  Willard  P.  Smith,  Newport  News,  Va. 

Dr.  fhos.  Nathaniel  Spessard,  Richmond,  Va. 


Dr.  Wm.  Sylvester  Stakes,  Piedmont  Sanato- 
rium, Burkeville,  Va. 

Dr.  Malcolm  S.  Stinnett,  Memorial  Hospital, 
Richmond,  Va. 

Dr.  Geo.  W.  Surgent,  University,  Va. 

Dr.  Julian  Earl  Trainum,  Richmond,  Va. 

Dr.  Jas.  Thomas  Tucker,  Memorial  Hospital, 
Richmond,  Va. 

Dr.  Henry  Cromwell  Turner,  University,  Va. 
Dr.  Judson  Tompkies  Vaughan,  Ashland,  Va. 
Dr.  Felix  Burwell  Welton,  Richmond,  Va. 

Dr.  Matthew  James  Walter  White,  Jr.,  Nor- 
folk, Va. 

Dr.  Adam  Duncan  Ferguson  White,  R.  F.  D. 

No.  5,  Lynchburg,  Va. 

Dr.  John  Cecil  White,  Memorial  Hospital, 
Richmond,  Va. 

Dr.  Claiborne  Barksdale  White,  University, 
Va. 

Dr.  Alpheus  Hartley  Wood,  Emporia,  Va. 

Dr.  Victor  Iv.  Young,  Bloxom,  Va. 

Petersburg  Meeting,  Medical  Society  of  Vir- 
ginia. 

Little  more  than  two  months  remain  before 
the  annual  meeting  of  our  State  Society  in 
Petersburg.  Preparations  for  the  meeting  are 
advancing  and  we  have  every  prospect  for  an 
excellent  and  interesting  meeting.  Cards  have 
just  been  mailed  all  members  asking  for  titles 
for  voluntary  papers.  These  should  be  sent 
to  the  Society’s  office.  Dr.  Stewart  Roberts, 
Atlanta,  Ga.,  will  present  a paper  on  “The 
Rheumatic  Heart,”  and  Dr.  Wilburt  C.  Davi- 
son, recently  of  Baltimore,  but  now  Dean  of 
the  Medical  Department  of  Duke  LTniversity, 
one  on  “Empyema  in  Infants  Under  Two  Years 
of  Age.”  The  president’s  third  invited  guest 
has  not  yet  been  announced. 

Dr.  J.  S.  Horsley,  president,  has  recently 
appointed  two  committees — one  to  investigate 
matters  concerning  the  training  of  midwives 
in  Virginia,  composed  of  Dr.  H.  D.  Howe, 
chairman^,  and  Drs.  Greer  Baughman,  J.  Boll- 
ing Jones.  Wm.  R.  Martin,  H.  G.  Middlekauff, 
L.  A.  Calkins,  and  Marv  E.  Brydon,  and  the 
other,  a committee  to  investigate  the  problems 
concerning  the  laboratory  technicians  of  the 
medical  profession,  composed  of  Dr.  Charles 
Phillips,  chairman,  and  Drs.  W.  E.  Bray  and 
R.  D.  Caldwell,  and  Mr.  A.  H.  Straus,  of  the 
State  Board  of  Health,  as  an  associate  mem- 
ber. Both  of  these  committees  have  been  con- 
sidering their  work  and  will  be  prepared  to 
report  at  the  Petersburg  meeting. 

It  will  be  w’ell  to  make  hotel  reservations 
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early.  If  not  acquainted  with  Petersburg, 
chairman  of  the  hotel  committee,  Dr.  E.  L. 
McGill,  will  attend  to  this  for  you.  The  ladies 
in  your  family  are  expected  to  come  with  you 
and  arrangement  has  been  made  for  their  en- 
tertainment. 

Mrs.  E.  J.  Nixon,  president  of  the  local  aux- 
iliary, is  chairman  of  the  Ladies’  Committee. 
The  A’isiting  ladies  will  be  carried  on  a his- 
torical pilgrimage  one  day,  which  will  include 
visits  to  Blandford  Church,  the  Crater  and 
Confederate  Tunnels,  and  the  Peter  Jones  old 
trading  station,  and  this  trip  will  be  followed 
by  a tea.  A dance  and  supper  will  be  given 
at  the  Country  Club  one  evening. 

The  scientific  sessions  will  be  held  at  the 
Petersburg  High  School  and  ample  arrange- 
ment will  be  made  for  the  various  meetings  of 
the  House  of  Delegates  and  other  gatherings. 
Reserve  October  18-20.  inclusive,  to  attend 
your  State  Society  sessions  and  boost  this 
• meeting  to  your  friends. 

The  Wise  County  Medical  Society 

Met  in  Norton.  Va..  July  13th,  as  guests  of 
the  Norton  Medical  and  Dental  Society.  The 
meeting  was  well  attended  and  several  inter- 
esting papers  were  presented.  In  addition, 
there  was  a good  clinic  at  the  Norton  Hos- 
pital. Dr.  W.  C.  Brice,  Stonega,  and  Dr. 
R.  S.  Kyle,  Bio-  Stone  Gap,  were  elected  mem- 
bers. Dr.  G.  B.  Setzler.  Norton,  is  president, 
and  Dr.  C.  B.  Bowyer.  Stonega,  secretary- 
treasurer. 

Vacation  Time — Recreation  Time. 

The  old  adage,  “All  work  and  no  play  makes 
Jack  a dull  boy”  should  he  borne  in  mind  by 
doctors  as  well  as  others  at  this  time,  the  vaca- 
tion time  of  the  year.  You  prescribe  it  for 
your  patients.  You  are  as  human  as  they  and 
should  “take  your  own  medicine.”  You  may 
work  hard  over  your  recreation,  sight-seeing, 
automobiling,  golfing,  fishing,  gardening,  and 
what  not,  but  it  is  getting-  out  of  the  ruts  and 
tedium  of  every  day  grind — however  interested 
you  may  be  in  them — that  clears  the  brain  and 
rests  the  muscles  and  nerves  and  sends  us  back 
in  better  trim  to  take  up  our  daily  duties. 

Don't  let  your  chance  for  a recreation  and 
vacation  slip.  Take  the  “ounce  of  prevention” 
rather  than  the  “pound  of  cure.” 

United  States  Chief  Factor  in  International 

Trade  In  Prepared  Medicines. 

The  U.  S.  Department  of  Commerce,  Chemi- 
cal Division,  states  that  the  United  States  is 


the  world's  largest  producer,  consumer  and 
exporter  of  prepared  medicines.  In  1925,  the 
value  of  patent  medicines  and  druggists’  prep- 
arations manufactured  in  this  country  was 
nearly  $320,000,000.  During  the  same  period 
our  exports  of  this  class  of  commodity  had  a 
value  of  nearly  $20,000,000. 

It  is  reported  there  is  no  country  which  the 
American  drug  salesman  has  not  penetrated 
and  the  rapidly  increasing  volume  of  our  ex- 
port trade  indicates  that  his  efforts  have  been 
fruitful  of  results.  The  United  States  has 
has  only  three  competitors  in  the  international 
trade  in  prepared  medicines — the  United 
Kingdom,  France  and  Germany. 

Fully  fifty  per  cent  of  the  British  ship- 
ments of  medicinals  are  destined  for  the  Far 
East  and  Africa ; seventy-five  per  cent  of  them 
go  exclusively  to  British  possessions.  Canada 
buys  one-half  again  as  much  prepared  medi- 
cines from  the  United  States  as  from  Great 
Britain.  We  sell  the  British  approximately 
six  and  a half  times  more  of  these  commodi- 
ties than  we  buy  from  them.  French  exports 
of  medicines  and  pharmaceuticals  are  dis- 
tributed throughout  the  world  and  enjoy  no 
distinct  advantage  in  any  particular  region. 
Germany  supplies  prepared  medicines  espec- 
ially to  contiguous  countries. 

The  United  States  sends  its  prepared  medi- 
cines largely  to  the  countries  of  the  Western 
Hemisphere.  The  five  largest  individual  mar- 
kets are  Great  Britain,  Cuba,  Mexico,  Colum- 
bia and  Canada.  Fully  eighty  per  cent  of  all 
our  exports  in  this  line  are  destined  for  about 
fifteen  English  and  Spanish  speaking  coun- 
tries. 

It  is  stated  that  the  European  markets  and 
Canada  are  more  highly  educated  as  to  the  use 
of  preventive  medicines  than  other  areas  and 
are  our  best  markets  for  specifics.  The  Latin 
Americans  consume  large  quantities  of  tonics. 
Efforts  are  being  made,  however,  to  educate 
the  people  in  these  areas  in  the  use  of  preven- 
tive medicines  and  the  same  is  true  of  the 
natives  of  Far  Eastern  countries. 

Juvenile  Delinquency  Decreased  in  Great 

Britain. 

In  March,  1927,  the  British  Departmental 
Committee  on  the  Treatment  of  Young  Of- 
fenders reported  a decrease  of  26  per  cent 
since  1913  in  the  number  of  charges  proved 
against  boys  and  girls  in  the  juvenile  courts, 
and  of  69  per  cent  in  the  number  of  chi'dren 
and  young  persons  sent  to  institutions  by 
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court  order.  In  tire  past  five  years  40  certi- 
ficated schools  receiving  such  children  were 
closed. 

Dr.  Albert  C.  Van  Reenen, 

Recently  of  Covington,  Va.,  has  moved  to 
Mohawk,  West  Virginia. 

Number  of  Drivers  Color  Blind. 

According  to  the  Journal  of  the  A.  M.  A., 
since  the  installation  of  the  colored  light  traffic 
signs  in  Washington,  it  has  been  found  that 
two  per  cent  of  the  people  applying  for  per- 
mits to  drive  in  the  District  of  Columbia  are 
color  blind  and  unable  to  distinguish  the  green 
from  the  red  light.  Such  persons  are  refused 
permits  to  drive. 

Dr.  Sam  Wilson 

Has  just  returned  to  his  home  in  Lynch- 
burg, Va.,  after  taking  a special  course  in 
pediatrics  at  Harvard  Post-Graduate  Medical 
School. 

Dr.  Casper  L.  Woodbridge, 

Who  served  as  a medical  missionai'y  in 
China  for  several  years,  under  the  Southern 
Presbyterian  Board,  but  was  forced  to  return 
home  several  months  ago  on  account  of  con- 
ditions in  that  countiy,  has  been  visiting  at 
Montreat,  N.  C.  He  expects  to  locate  in 
Pulaski,  Virginia,  the  latter  part  of  August, 
for  the  practice  of  his  profession.  Dr.  Wood- 
bridge  is  an  alumnus  of  Johns  Hopkins  Medi- 
cal School,  in  the  class  of  ’21. 

Dr.  Charles  F.  Strosnider, 

Goldsboro,  N.  C.,  has  been  elected  president 
of  the  Chamber  of  Commerce  of  that  city. 

Dr.  Courtney  Edmond, 

Clifton  Forge,  Va.,  recently  underwent  an 
operation  for  appendicitis. 

Cuba  Restricts  Children’s  Attendance  at  Mo- 
tion Picture  Theaters. 

A recent  decree  by  the  President  of  Cuba 
forbids  the  admission  of  children  under  14 
years  of  age  to  motion-picture  theaters  after 
8:30  P.  M.,  except  on  Sundays  and  holidays. 
Fines  are  imposed  for  violations  of  this  de- 
cree, and  the  money  collected  will  be  used  to 
purchase  educational  films  for  the  public 
schools. 

Dr.  J.  Belmont  Woodson, 

Lowesville,  Va.,  has  just  been  re-appointed 
by  the  Governor  a member  of  the  State  dis- 
eased and  crippled  children’s  hospital  board 
for  a period  of  seven  years. 


The  American  Electrotherapeutic  Associa- 
tion 

Will  hold  its  annual  meeting  at  Hotel  Penn- 
sylvania, New  York  City,  September  12-16, 
under  the  presidency  of  Dr.  Curran  Pope,  of 
Louisville,  Ky.  Two  days  of  this  meeting  will 
be  devoted  to  clinical  sessions  at  the  physical 
therapy  departments  of  New  York  hospitals. 
Dr.  Richard  Kovacs,  223  East  68th  Street, 
New  York  City,  is  secretary.  It  is  announced 
that  all  legally  licensed  physicians  are  invited 
to  attend  the  sessions. 

Dr.  William  P.  Gilmer, 

After  several  years  as  a medical  missionary 
in  Korea,  is  visiting  his  parents  in  Pulaski 
County,  Virginia.  Dr.  Gilmer  practiced  for 
a time  in  Clifton  Forge,  Va.,  before  entering 
the  mission  field. 

Dr.  A.  L.  Stratford,  Jr., 

Richmond,  sailed  the  last  of  July  fi’om  New 
York,  for  a visit  of  some  time  in  France,  Ger- 
many and  Spain. 

Canada’s  Red  Cross  Seaport  Nurseries. 

At  Quebec,  Halifax,  and  St.  John  the  Cana- 
dian Red  Cross  is  maintaining  seaport  nurser- 
ies for  immigrant  mothers  and  children.  Dur- 
ing the  past  six  years  these  nurseries  have 
given  aid  to  85,000  women  and  children,  and 
last  year  over  5,000  follow-up  cards  in  13  dif- 
ferent languages  were  sent  to  the  Red  Cross 
chapters  in  the  districts  to  which  the  families 
were  going. 

The  Southwestern  Virginia  Medical  Society 

Has  arranged  for  its  next  meeting  to  be  held 
in  Bristol,  Va.,  September  22nd  and  23rd. 
Dr.  Z.  V.  Sherrill,  Marion,  is  president,  and 
Dr.  E.  G.  Gill,  Roanoke,  secretary.  In  addi- 
tion to  voluntary  papers,  there  will  be  a sym- 
posium on  Pulmonary  Tuberculosis,  the  pa- 
pers in  which  will  be  read  by  Drs.  E.  E.  Wat- 
son, Mt.  Regis  Sanatorium,  Salem,  and  G.  B. 
Lawson,  J.  F.  Armentrout  and  S.  S.  Gale,  of 
Roanoke.  Invited  guests  at  this  meeting  will 
be  Drs.  Carrington  Williams,  Richmond; 
Robert  P.  Kelly,  Lynchburg,  and  Hunter 
Peak,  Louisville,  Ky. 

Bright’s  Disease  One  Hundred  Years  Old. 

The  hundredth  anniversary  of  the  discovery 
of  Bright’s  disease  was  celebrated  with  inter- 
esting exercises  on  July  8th,  at  Guy’s  Hos- 
pital in  London,  where  Dr.  Richard  Bright, 
who  gave  his  name  to  the  disease,  practiced 
from  1820  to  1843.  Dr.  W.  S.  Thayer,  Presi- 
dent-elect of  the  American  Medical  Associa- 
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tion,  was  one  of  the  principal  speakers  on 
this  occasion. 

Dr.  John  M.  Bailey, 

Recently  of  Lawrenceville,  Ya.,  announces 
his  removal  to  Hopewell.  Ya. 

Church  Child-Caring  Workers  to  Strive  for 

Family  Rehabilitation. 

The  200  delegates  to  the  Conference  of 
Church  Work  for  Dependent  and  Neglected 
Children,  held  in  New  York  recently,  passed  a 
resolution  urging  increased  effort  to  discover 
the  resources  and  solve  the  problems  of  the 
families  from  which  the  children  come,  to  the 
end  that  the  family  may  be  kept  intact  and  its 
status  as  a unit  improved  whenever  possible. 
The  delegates  came  from  19  States  and  repre- 
sented 12  of  the  larger  Protestant  denomina- 
tions 

Exhibition  of  Work  by  the  Blind. 

Twenty  organizations  interested  in  the  care 
of  the  blind  and  the  prevention  of  blindness 
had  an  educational  exhibition  in  New  York 
City,  the  last  of  July,  of  work  for  and  by  the 
blind  of  New  York  State.  It  was  the  first  ex- 
hibition of  its  kind  and  attracted  a great  deal 
of  interest.  The  exhibition  was  assembled  by 
the  New  York  State  Commission  for  the  Blind. 
Dr.  Fred  J.  Kellam, 

Of  the  class  of  '15,  Medical  College  of  Vir- 
ginia, who  has  been  located  for  several  years 
at  Ernest,  Pa.,  has  located  at  Indiana,  Pa. 
Montreal  Not  a Summer  Resort  this  Year. 

In  view  of  the  typhoid  fever  epidemic  which 
has  been  prevailing  in  Montreal,  Canada, 
health  authorities  throughout  the  States  have 
been  advising  summer  vacationists  to  keep 
away  from  Montreal  this  summer.  This  epi- 
demic, which  was  traced  to  milk  coming  to 
one  of  the  large  dairy  companies  in  that  city, 
has  resulted  in  about  5.000  cases  of  typhoid 
fever  in  the  five  months  ending  with  July  and 
in  the  neighborhood  of  500  deaths. 

Dr.  J.  Stewart  Gilman, 

Who  has  been  practicing  at  Palmyra,  Ya., 
for  several  years,  has  moved  to  Richmond, 
Ya.,  where  he  is  associated  in  practice  with 
Dr.  B.  II.  Martin,  at  5510  Grove  Avenue. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, 

Roanoke.  Ya.,  has  just  issued  its  annual  re- 
port covering  work  done  at  the  hospital  in 
its  first  year.  This  hospital  evidently  filled 
a much  needed  place  in  the  hospitals  of  the 
state,  as  there  were  10,656  examinations  and 


treatments,  with  459  operations  during  the 
year.  There  were  two  deaths  in  the  hospital — 
one  a man  aged  78  and  the  other  a child,  aged 
3 years.  These  figures  do  not  include  patients 
treated  in  the  out-patient  department  of  the 
hospital  or  operated  upon  elsewhere  by  mem- 
bers of  the  staff.  It  is  a satisfaction  to  note 
that  the  majority  of  the  papers  published  by 
the  start'  appeared  in  the  Monthly. 

Dr.  William  A.  Shepherd 

Has  been  appointed  surgeon  of  the  Rich- 
mond. Virginia,  Fire  Department,  to  succeed 
Dr.  Charles  V.  Carrington,  deceased. 

Italy’s  Traveling  Health  Centers  and  Com- 
munal Clinics. 

Italy’s  National  Bureau  of  Maternity  and 
Child  Welfare  has  established  four  traveling 
health  centers,  each  in  charge  of  a physician, 
has  organized  obstetrical  and  pediatric  clinics 
in  54  communes,  and  has  co-operated  with  the 
Italian  Union  for  Child  Welfare  in  starting 
its  first  child-health  center  in  Milan. 

Dr.  W.  Edward  Smith, 

Farmville,  Ya..  is  spending  several  months 
in  Boston,  where  he  is  taking  post-graduate 
work  in  internal  medicine  at  the  Massachu- 
setts General  Hospital. 

Will  Remain  at  the  University  of  Virginia. 

Dr.  Stephen  H.  Watts,  at  the  request  of 
President  Alderman,  has  agreed  to  remain  an- 
other year  as  Professor  of  Surgery  and  Gyne- 
cology in  the  University  of  Virginia,  pending 
the  selection  of  his  successor. 

Dr.  Claude  Moore, 

Roanoke,  Ya.,  expects  to  sail  on  September 
the  10th,  for  a three  months’  trip  abroad.  He 
will  visit  a number  of  the  more  important 
medical  centers  and  universities  in  Germany, 
Austria,  Switzerland,  England  and  Scotland. 
He  expects  to  spend  the  greater  portion  of  his 
time  in  Berlin  and  Vienna. 

Dr.  M.  C.  Sycle 

Has  resumed  his  practice  in  Richmond,  after 
an  absence  from  the  city  of  several  months. 
His  offices  are  at  11  West  Grace  Street. 

Married. 

Dr.  Ben  Randolph,  of  Lowesville,  Ya.,  and 
Miss  Rachel  Warwick  McNeil,  of  Lexington, 
Ya..  June  28. 

Dr.  Lawrence  B.  Ivelleher,  of  the  class  of 
'26,  Medical  College  of  Virginia  and  last  year 
an  intern  at  St.  Vincent’s  Hospital.  Norfolk, 
Ya,,  and  Miss  Martha  Elizabeth  Hewitt,  of 
Norfolk,  the  latter  part  of  July.  They  will 
live  in  C harlotte,  N.  C. 
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Dr.  Lee  S.  Liggan, 

Formerly  of  Richmond,  after  practicing  for 
a while  at  Callao,  Ya.,  has  located  at  Deep 
Creek,  Ya.,  which  is  on  rural  route  3,  from 
Portsmouth,  Va. 

Sun  Baths  for  Babies  in  France. 

There  is  a day  nursery  in  the  Salpetriere 
Hospital.  Paris,  for  the  babies  of  women 
workers,  where  sun  baths  are  regularly  given 
in  fine  weather.  Delicate  babies  born  in  No- 
vember and  December  are  given  ultra-violet 
baths  during  the  winter. 

Appointed  Medical  Examiners  for  Air  Pilots. 

Dr.  Nelson  Mercer  and  Dr.  R.  E.  Mitchell, 
Richmond,  have  been  appointed  by  assistant 
secretary  of  aeronautics,  department  of  com- 
merce, Washington,  as  medical  examiners  for 
all  airplane  pilots  in  the  Richmond  district, 
private  and  student,  who  wish  to  qualify  un- 
der the  regulations  of  this  branch  as  trans- 
port, limited  commercial  and  industrial  pilots. 
These  regulations  and  examinations  are  being 
put  into  effect  throughout  the  country  and,  as 
soon  as  the  Richmond  airport  is  ready  for 
service,  all  pilots  operating  out  of  the  city  will 
he  required  to  he  examined.  Dr.  Mitchell  will 
have  charge  of  the  eye  examinations.  Dr. 
Mercer  looking  after  the  other  examinations. 
It  is  the  plan  of  the  department  of  commerce 
to  establish  landing  fields  for  airplanes  every 
thirty  miles  and  to  place  beacon  lights  every 
one  hundred  miles  on  each  of  the  routes 
throughout  the  country. 

Dr.  Charles  W.  Putney, 

After  post-graduate  study  in  Philadelphia, 
for  some  time,  has  returned  to  his  former 
home  in  Staunton,  Ya. 

Dr.  Thomas  M.  Winn, 

Recently  of  Hot  Springs,  Va.,  is  taking  post- 
graduate work  for  several  months  at  the  New 
York  Polyclinic  Hospital. 

Dr.  C.  E.  Foley, 

Recently  of  Washington,  I).  C.,  has  located 
at  Front  Royal,  Ya. 

Appointments  at  Medical  College  of  Virginia. 

New  appointments  at  the  Medical  College  of 
Virginia,  Richmond,  include  Dr.  William  B. 
Porter,  professor  of  medicine ; Dr.  Sidney  S. 
Negus,  professor  of  chemistry ; Dr.  J.  C. 
Forbes,  assistant  professor  of  chemistry;  Dr. 
Lewis  C.  Puscli,  associate  in  pathology,  and 
•h  G.  Jantz,  associate  in  anatomy.  In  addition 


to  these  full-time  members  of  the  faculty, 
President  Sanger  has  announced  a number  of 
important  appointments  and  promotions  on 
the  visiting  staff  of  the  college. 

The  U.  S.  Civil  Service  Commission, 

Washington,  D.  C.,  announces  the  following 
open  competitive  examinations,  information 
with  regard  to  which  may  be  obtained  from 
the  Commission  or  the  secretary  of  the  board 
of  U.  S.  Civil  Service  Examiners,  at  the  post- 
office  or  custom  house  in  any  city : 

Physiotherapy  aide  and  physiotherap}^  pupil 
aide,  applications  to  be  on  file  at  Washington 
not  later  than  September  17 ; 

Graduate  nurse  and  graduate  nurse  (visit- 
ing duty),  applications  to  he  rated  as  received 
at  Washington  until  December  30. 

Dr.  Charles  R.  Robins, 

Richmond,  has  just  returned  from  Rochester, 
Minn.,  where  he  attended  the  Mayo  Clinic. 

Dr.  Thomas  W.  Murrell, 

Of  Richmond,  had  the  misfortune  to  have 
his  new  home,  in  the  suburbs  of  the  city,  dam- 
aged by  fire  and  water,  early  this  month. 

New  Medical  Director  at  Medical  College  of 

Virginia  Hospitals. 

Dr.  M.  B.  Jarman,  since  November  1,  1926. 
medical  director  of  the  Hospital  Division  of 
the  Medical  College  of  Virginia,  resigned  the 
first  of  August  and,  after  a month’s  vacation, 
will  locate  at  Hot  Springs,  Va.,  where  he  and 
his  wife,  formerly  Dr.  Jeannette  Morris,  will 
he  resident  physicians  to  the  Springs. 

Dr.  William  P.  Thompson,  who  has  spent 
much  time  since  graduation  at  Memorial  Hos- 
pital, succeeds  Dr.  Jarman  as  medical  direc- 
tor, and  Mr.  J.  R.  McCauley,  secretary-treas- 
urer of  the  Medical  College  of  Virginia,  will 
remain  in  charge  of  the  financial  affairs  of  the 
hospitals. 

The  American  College  of  Physical  Therapy 

Announces  that  its  1927  clinical  congress 
and  annual  meeting  will  be  held  at  Hotel  Sher- 
man, Chicago,  October  31st  to  November  5th. 
Dr.  A.  R.  Hollender,  30  North  Michigan 
Avenue,  Suite  820,  Chicago,  is  chairman  of  the 
Convention  Committee. 

Dr.  George  G.  Hankins, 

Newport  News,  Va.,  was  recently  operated 
on  for  appendicitis.  He  was  reported  as  doing 
well  when  we  went  to  press. 
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Obituary 


Dr.  Robert  Madison  Slaughter, 

Washington.  D.  C..  treasurer  of  the  Medical 
Society  of  Virginia  from  1903  to  1910,  and 
formerly  a vice-president  in  this  organization, 
died  June  3rd.  after  having  been  in  bad  health 
for  a year.  He  was  a native  of  Madison 
County.  Virginia,  and  seventy  years  of  age. 
He  studied  medicine  at  the  University  of  Vir- 
ginia and  the  College  of  Physicians  and  Sur- 
geons, of  Baltimore,  graduating  fi'om  the  last 
named  school  in  1879.  For  moi'e  than  thirty 
years  he  was  located  at  Theological  Seminary, 
Va..  later  moving  to  Washington.  He  joined 
the  Medical  Society  of  Virginia  in  1880.  and 
was  always  most  active  in  its  work,  having 
been  made  an  honorary  member  for  his  ser- 
vices to  the  organization.  He  was  recipient  of 
the  Hunter  McGuire  prize  given  at  the  1890 
meeting  of  the  Society  for  the  best  essay  on 
“Diagnosis.  Pathology  and  Treatment  of 
Chronic  Cystitis  in  the  Male.”  He  was  a 
member  of  the  Medical  Examining  Board  of 
Virginia  from  1894  to  1910.  Dr.  Slaughter  is 
survived  by  three  daughters,  his  wife  having 
preceded  him  to  the  grave  by  about  seven 
weeks. 


Dr.  Charles  Venable  Carrington, 

Of  Richmond,  died  suddenly  at  his  home  in 
this  city.  July  2’2nd.  death  being  due  to  heai't 
disease.  Dr.  Carrington  was  born  in  Char- 
lotte County,  Vii'ginia.  July  29.  1866.  and 
graduated  in  medicine  at  the  University  of 
Virginia  • in  1889.  Shortly  thereafter,  he 
located  in  Richmond,  where  he  had  since  made 
his  home  and  was  prominently  identiced  with 
the  professional  and  social  life  of  the  city.  He 
became  a member  of  tbe  Medical  Society  of 
Virginia  in  1890  and  was  at  one  time  a coun- 
cilor in  this  organization.  He  was  also  an 
ex-pi'esident  of  the  Richmond  Academy  of 
Medicine  and  was  for  a number  of  years  phy- 
sician to  the  State  Penitentiary,  during  which 
time  he  was  responsible  for  many  reforms  in 
the  living  conditions  and  labor  system  there. 
He  had  been  surgeon  for  the  Richmond  Fii-e 
Department  for  several  yeai’S.  He  is  survived 
by  his  wife,  several  children,  two  bi'others  and 
a sister. 


Dr.  Robert  Pollard  Stryker, 

New  Castle.  Va..  died  at  his  home  in  that 
place  on  June  13.  death  being  due  to  pneu- 
monia. He  was  38  vears  of  age  and  a grad- 


uate of  the  Medical  College  of  Virginia  in 
1912.  Dr.  Stryker  had  been  for  several  years 
a member  of  the  Medical  Society  of  Vii’ginia. 

Dr.  Samplett  Edgar  Webb, 

Member  of  the  Medical  Society  of  Virginia, 
committed  suicide  at  his  home  in  Draper,  N. 
C..  JuhT  7.  Complete  mystery  surrounds  the 
deed,  as  Dr.  Webb  was  apparently  in  good 
health  and  in  the  best  of  spirits.  He  was 
forty-nine  years  of  age  and  had  graduated  in 
medicine  from  the  University  of  Xoi’th  Caro- 
lina, School  of  Medicine,  in  1908.  His  wife 
and  young  son  survive  him. 

Dr.  Lewis  Allen  Griffith, 

Of  Upper  Marlboro.  Mch,  died  at  his  home 
in  that  place  July  7,  at  the  age  of  72.  He 
was  graduated  in  medicine  from  the  College 
of  Physicians  and  Sui'geons  of  Baltimore. 
Dr.  Griffith  was  one  of  the  most  beloved  citi- 
zens in  his  section  and  was  a most  active  mem- 
ber of  his  county  and  state  medical  organi- 
zations. He  was  at  one  time  member  of  the 
Maryland  State  Boai’d  of  Health  and  for 
thirty  years  was  a member  of  the  State  Board 
of  Medical  Examiners,  his  place  being  taken, 
when  he  resigned,  by  his  son.  Dr.  W.  Allen 
Griffith,  of  Berwyn.  Besides  this  son,  he  is 
survived  by  his  wife  and  a son.  Dr.  F.  Webb 
Griffith,  of  Asheville,  N.  C.  He  was  a brother 
of  Dr.  R.  S.  Griffith,  of  Basic  City,  Va. 

Dr.  Henry  Mills  Hurd, 

First  superintendent  of  Johns  Hopkins  Hos- 
pital and  emeritus  professor  of  psychiatry  at 
Johns  Hopkins  University  Medical  School, 
died  of  pneumonia  at  his  summer  home  in 
New  Jersey,  July  19.  He  was  84  years  of  age, 
and  I’eceived  his  medical  diploma  from  the 
University  of  Michigan  Medical  School  in 
1866. 

Dr.  Hanau  Wolf  Loeb, 

St.  Louis,  Mo.,  editor  of  Annals  of  Otology. 
RMnology  and  Laryngology,  and  secretary  of 
the  American  Boai’d  of  Otolai’yngology,  died 
July  6.  at  the  age  of  61  years.  Death  was 
due  to  heart  disease.  He  was  gi’aduated  in 
medicine  from  Ensworth  Medical  College,  of 
St.  Joseph,  Mo. 

Dr.  Anthony  B.  Russell, 

A native  of  Loudoun  County.  Va..  and  grad- 
uate of  the  University  of  Virginia  in  the  class 
of  ‘96,  died  at  his  home  in  East  Ox’ange,  N.  J-, 
July  10.  aged  55.  He  is  survived  by  his  wife 
and  two  sons,  both  students  at  the  Universtiy 
of  Virginia. 
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SIR  WILLIAM  OSLERA 

By  ALEX.  F.  ROBERTSON,  Jr„  M.  D.,  Staunton,  Va. 


In  making  the  subject  of  my  address  a bio- 
graphical sketch,  I feel  that  I am  drawing 
from  a field  abundant  with  interest  and  teem- 
ing with  inspiration.  The  history  of  medicine 
portrays  numberless  romances.  When  one 
pauses  to  think  of  the  marvelous  advances  of 
the  last  century,  and  of  the  outstanding 
achievements  of  the  leaders,  he  is  lost  in  ad- 
miration, and  thinks  not  of  how  well  versed 
the  modern  physician  is,  but  rather  of  how 
we  of  this  generation  may  best  deserve  our 
priceless  heritage.  The  doctor,  with  his  all 
absorbing  busy  life,  has  the  need  of  the  back- 
ground given  by  familiarity  with  the  history 
of  medicine — a subject,  until  recently,  not  in- 
eluded  in  the  curriculum  of  any  medical 
school.  The  announcement  last  year  of  a 
chair  of  medical  history  at  Johns  Hopkins, 
under  Dr.  W.  H.  Welch,  is  particularly  pleas- 
ing. and  should  blaze  the  way  for  its  general 
adoption.  It  is  especially  appropriate  that 
this  should  have  made  its  beginning  in  the 
medical  school  which  owes  its  success  so 
largely  to  Osier. 

My  father,  a layman  and  a lover  of  biogra- 
phies, Avho  presented  me  with  Dr.  Harvey 
Cushing’s  life  of  Osier* 1,  remarked  that  Osier’s 
life  was  one  of  the  most  remarkable  and  in- 
spiring he  had  ever  read,  and  that  were  he  a 
young  doctor,  he  should  read  it  once  each 
year.  To  those  of  you  who  have  not  read  this 
life,  I commend  it  most  highly,  not  only  for 
its  historical  interest,  but  also  for  the  won- 
derful inspiration  it  contains.  Even  had  I 
the  ability,  time  does  not  permit  me  to  do 
justice  to  my  subject,  and  I must  therefore 
describe  very  briefly  the  important  phases  in 
the  life  of  a man  claimed  with  equal  fervor 
by  three  countries. 

William  Osier,  the  youngest  of  nine  chil- 
dren. was  born  July  12,  1849,  in  the  back- 
woods  of  Canada.  Of  Welsh  descent,  his  par- 


•Presidential address  delivered  before  the  Medical  Associa- 
tion of  the  Valley  of  Virginia,  May  26,  1927,  at  Clifton  Forge, 

Va. 

1.  The  Life  of  Sir  William  Osier,  by  Harvey  Cushing,  M.  D. 
Vols.  I and  II,  Oxford,  at  the  Clarendon  Press,  1925. 


ents  had  come  to  Canada  ten  years  before,  as 
missionaries,  and  reared  their  children  amidst 
the  rigours  of  frontier  life.  As  a boy,  he  was 
quite  athletic,  full  of  fun  and  pranks,  which 
on  more  than  one  occasion,  got  him  into  trou- 
ble. At  the  age  of  sixteen  he  was  sent  to 
school  at  Weston,  where  he  came  under  the 
influence  of  the  Rev.  W.  A.  Johnson,  warden 
of  the  school.  Johnson,  in  addition  to  being 
a philosopher,  was  a naturalist,  and  under  his 
tutelage,  Osier  became  intensely  interested  in 
botany.  Dr.  James  Bovell,  medical  director 
at  Weston,  had  a deep  interest  in  biology, 
which  Osier  immediately  took  up,  spending 
all  of  his  spare  time  in  expeditions  in  the  fields 
and  microscopic  study.  These  two  men  had  a 
lasting  influence  upon  him,  particularly 
Bovell,  so  that  after  a year  at  Trinity  College, 
studying  the  arts,  preparatory  to  entering  the 
ministry,  he  decided  to  study  medicine,  and 
accordingly  entered  the  Toronto  Medical 
School  in  1868. 

At  Toi’onto  he  entered  into  his  work  with 
<rreat  earnestness.  He  took  the  greatest  inter- 

O , 

est  in  anatomy  and  spent  many  hours  in  the 
dissecting  hall,  often  taking  a sandwich  and 
spending  his  lunch  hour  there.  During  his 
second  year  he  discovered  trichina  in  the  mus- 
cles of  a German  cadaver.  Although  the  con- 
dition had  been  described  by  Paget  in  1835, 
very  little  was  known  of  the  disease  in  Amer- 
ica at  that  time.  Osier  attributed  his  discov- 
ery to  his  interest  in  biology,  which  continued 
to  occupy  much  of  his  spare  time  and  holi- 
days. This  second  year  he  had  a room  at  Dr. 
Bovell’s  house  and  became  interested  in  his 
library  containing  many  choice  books.  Dur- 
ing the  summer  of  1870  he  decided  to  lea.ve 
Toronto  and  spend  his  last  two  years  at  Mc- 
Gill in  Montreal,  where  the  hospitals  offered 
greater  clinical  advantages  to  the  students. 

While  a medical  student,  Osier  started  many 
of  his  life  habits.  One  of  these  was  to  read 
good  literature,  not  medical  books,  for  half 
an  hour  each  night  after  going  to  bed.  An- 
other was  to  read  with  note  book  and  pencil 
in  hand,  so  that  he  might  jot  down  striking 
facts.  In  the  course  of  his  reading  he  adopted 
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for  his  own,  Carlyle's  thought,  {iOur  main 
business  is  not  to  see  what  lies  dimly  at  a 
distance,  but  to  do  what  lies  clearly  at  hand.” 
At  McGill,  Osier  was  adopted  by  Dr.  Palmer 
Howard,  a splendid  teacher  and  clinician,  and 
a steadying  influence  on  his  development. 
When  Osier  graduated  with  high  honors  in 
187*2,  he  had  firmly  intrenched  himself  in  the 
hearts  of  students  and  professors  alike. 

Post-graduate  study  abroad  followed,  and 
for  the  next  seventeen  months  he  was  found  in 
London  working  at  histology  and  physiology, 
under  Professor  Burdon  Sanderson  and  others 
of  a most  stimulating  group.  The  esteem  in 
which  he  was  held  at  McGill  is  evidenced  by 
the  offer  of  the  chair  of  botany  at  this  time, 
when  he  was  only  twenty-three  years  of  age. 
During  this  period  he  attended  clinics  given 
by  such  celebrities  as  Jenner,  Wilson,  Fox, 
and  Ringer.  In  1873  he  discovered  blood 
platelets,  and,  after  reading  a paper  on  the 
subject  before  the  Royal  Microscopical  So- 
ciety, was  elected  a member.  In  October,  he 
went  to  Germany  and  spent  three  months  in 
Berlin,  where  much  of  his  time  was  occupied 
watching  the  carefrd  autopsies  of  Virchow. 
We  next  find  him  in  Vienna  for  five  months 
attending  various  clinics.  Returning  to  Can- 
ada early  in  ’74,  he  was  appointed  Professor 
of  the  Institutes  of  Medicine  at  McGill,  at 
the  age  of  twenty-five. 

Osier  claimed  for  himself  a single  talent, 
a capacity  for  industry,  and  the  amount  of 
work  that  he  was  able  to  do  is  truly  remark- 
able. As  a teacher,  he  was  first  and  last  a 
pioneer.  At  McGill  he  departed  from  the 
stereotyped  form  of  lectures  and  threw  his 
heart  and  soul  into  making  the  courses  attrac- 
five.  He  volunteered  for  work  in  the  patho- 
logical laboratory,  and  began  doing  autopsies 
for  visiting  physicians  and  surgeons.  These 
he  did  so  well  that  after  two  years  a new 
position  of  pathologist  to  the  hospital  was 
created  for  him.  In  the  following  year  he 
made  one  hundred  autopsies,  all  carefully 
worked  up  and  described,  and  nearly  a thou- 
sand before  leaving.  In  the  meantime,  keep- 
ing up  his  interest  in  biology  and  comparative 
anatomy,  he  was  appointed  Professor  of  Phy- 
siology in  the  Veterinary  College  of  Montreal 
in  1877.  The  following  summer  he  spent  in 
England  in  clinical  study,  the  beginning  of 
his  “quin-quennial  brain-dustings,”  which 
habit  helped  to  keep  him  abreast  of  the  times. 
While  there  he  took  examinations  for  admis- 


sion into  the  Royal  College  of  Physicians,  of 
which  he  became  a Fellow  in  1883. 

A few  years  after  coming  to  Montreal  he 
organized  the  McGill  Medical  Society  for  un- 
dergraduates, and  later  on  organized  a similar 
society  at  Johns  Hopkins.  One  can  well 
imagine  the  inspiration  and  help  obtained  by 
the  medical  students  thereby,  and  the  value 
of  this  experience  in  later  life. 

After  ten  years  at  McGill.  Osier  was  called 
to  the  University  of  Pennsylvania  as  Pro- 
fessor of  Clinical  Medicine,  at  the  age  of 
thirty-five.  He  immediately  plunged  into 
work,  rigged  up  a small  clinical  laboratory, 
and  gave  the  students  their  first  experience  in 
real  bed-side  instruction.  His  arrival  was 
described  by  a student  as  “a  breath  of  fresh 
air.”  For  his  five  years  in  Philadelphia  he 
continued  his  pathological  work  by  doing  post- 
mortems at  Blocklev  in  the  afternoons.  At 
each  place  Osier  went,  he  organized  a journal 
club  and  encouraged  the  men  to  review  for- 
eign and  rare  medical  literature. 

In  1889  he  accepted  a call  to  Johns  Hop-  j 
kins  Medical  School,  just  completed,  as  Pro- 
fessor of  Clinical  Medicine,  and  there  organ- 
ized the  clinic  which  gave  post-graduate 
courses  until  1893,  when  the  undergraduate 
school  was  opened.  In  May  and  June  of  1890. 
he  was  abroad  inspecting  the  leading  clinics 
of  Germany  and  France.  While  at  Hopkins 
he  established  a historical  club  and  the  Laen- 
nec  Society  for  the  study  and  prevention  of 
tuberculosis.  The  clinic  established  by  Osier, 
at  Johns  Hopkins  was  unique  at  that  time, 
but  has  now  been  universally  adopted.  The  I 
experiment,  as  it  was  then  called,  of  largely 
substituting  practical  work  in  the  wards  and 
dispensaries  for  didactic  teaching  in  the 
junior  and  senior  years  was  watched  with  in- 
terest and  a certain  amount  of  scorn  by  other 
schools. 

Osier  established  a custom  in  Baltimore  of 
having  two  of  his  clinical  clerks  to  dinner 
each  Saturday  at  seven  o’clock  and  at  eight 
o’clock  the  rest  of  the  group  for  cheese  and 
beer.  An  hour  would  be  devoted  to  a discus- 
sion of  their  patients  and  the  week’s  work,  and 
then  Osier  would  give  a talk  on  one  of  his 
favorite  authors  and  exhibit  early  editions  of 
their  works.  By  this  means  teacher  and  stu- 
dent learned  to  know  one  another  intimately. 

In  1905  he  sailed  for  England  to  assume  his 
new  position  as  Regius  Professor  of  Medicine 
at  Oxford,  which  he  occupied  until  his  death 
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in  1919.  There  the  teaching  was  optional  to 
\ large  degree,  but  he  started  in  with  a group 
if  fifteen  juniors  and  put  into  practice  his  bed- 
side teaching  at  the  Radcliffe  Infirmary.  In 
iddition  to  this  each  Sunday  morning  he  gave 
i consulting  clinic  at  the  infirmary  for  the 
benefit  of  the  countryside  physicians.  At  Ox- 
ford. teaching  was  on  a much  smaller  scale, 
ind  is  well  nigh  lost  sight  of  among  his  mani- 
fold other  activities. 

But  aside  from  his  teaching,  many  of  his 
ither  qualities  deserve  special  mention.  As  a 
clinician  Osier  was  brilliant.  His  pathological 
ivork,  and  particularly  the  postmortems,  laid 
file  foundations  for  a wonderful  knowledge  of 
liagnosis.  He  never  entered  private  practice, 
ind  did  not  encourage  consultations.  In  fact, 
iis  time  was  so  fully  taken  up  with  teaching 
ind  literary  pursuits  that  he  had  little  time 
for  them.  In  Baltimore  he  had  office  hours 
from  2 — 4 :30,  but  not  until  1898  did  he  have 
many  consultations.  After  this  they  became 
?o  incessant  that  they,  probably  more  than  any- 
filing  else,  influenced  him  to  leave  Johns  Hop- 
kins and  go  to  Oxford.  Before  and  during 
the  greater  part  of  the  nineteenth  century, 
firugs  were  used  largely  empirically,  and  in 
the  greatest  profusion.  Osier  was  one  of  the 
first  to  realize  that  many  acute  diseases  are 
'elf-limited  and  not  influenced  by  drugs.  He 
was  considered  a therapeutic  nihilist,  but  the 
study  of  an  early  addition  of  his  text-book 
'hows  his  drug  therapy  a generation  ahead  of 
his  time.  He  believed  thoroughly  in  certain 
drugs,  but  only  when  they  were  clearly  indi- 
cated. As  a consultant,  he  ivas  always  most 
kind  and  fair  to  his  fellow  practitioner,  and 
always  ready  to  give  his  services  to  physicians 
ind  their  families.  Combined  with  his  medi- 
cal knowledge  was  a full  understanding  of  hu- 
man nature,  a sunny  disposition,  and  a rare 
sense  of  humor  which  made  him  an  ideal  phy- 
sician. 

Osier  regarded  attendance  at  medical  meet- 
ngs  as  one  of  his  professional  obligations,  and 
vas  to  be  seen  at  all  of  the  important  meet- 
ngs,  reading  papers  and  taking  an  active 
lart  in  discussions.  Shortly  after  his  appoint- 
nent  to  McGill,  we  find  him  revivifying  the 
>ld  Medico-Chirurgical  Society  which  was 
Practically  moribund,  and  taking  an  active 
•art  in  every  meeting.  He  served  as  secretary 
nd  later  as  president  of  the  Canadian  Medical 
Association.  He  played  a leading  role  in  the 
ffiiladelphia  Pathological  Society,  appearing 


before  it  fifty-two  times  in  four  years.  He 
was  one  of  the  founders  of  the  Association  of 
American  Physicians,  and  also  served  as  presi- 
dent. He  put  new  life  into  the  dormant  Medi- 
cal and  Chirurgical  Faculty  of  the  State  of 
Maryland,  which  he  also  served  as  president. 
In  1891  he  was  elected  president  of  the  Ameri- 
can Pediatric  Society.  In  England  we  find 
him  president  of  the  National  Association  for 
the  Prevention  of  Consumption  in  1910,  and 
of  the  Medical  Section  of  the  International 
Medical  Congress  held  in  London  in  1913. 

As  a writer,  Osier’s  outstanding  attainment 
is  his  text-book,  Principles  and  Practice  of 
Medicine,  published  in  1892  and  revised  by  him 
eight  times.  Probably  every  member  of  our 
association  has  studied  this  book.  I remember 
as  a medical  student  I used  to  call  it  my  Bible 
To  me  it  is  nothing  less  than  a miracle  that 
any  man  could  finish  the  manuscript  of  such 
a book  in  the  incredibly  short  time  of  nine 
and  a half  months,  and  still  keep  up  his  other 
interests  and  activities.  The  beautiful  Eng- 
lish of  this  book,  its  clearness  and  its  frank 
statement  of  the  lack  of  scientific  knowledge 
about  many  diseases,  had  far-reaching  effects. 
In  1897  Mr.  Gates,  a member  of  Rockefeller’s 
philanthropic  staff,  read  the  book  from  cover 
to  cover,  and  was  so  impressed  with  the  need 
for  research  work  in  medicine  that  he  brought 
the  matter  to  the  attention  of  Mr.  Rockefeller. 
Five  years  later  this  bore  fruit  when  Rocke- 
feller gave  one  million  dollars  to  Harvard  and 
established  the  Rockefeller  Institute  for  Medi- 
cal Research,  after  which  Mr.  Gates  wrote  to 
Osier,  “Both  of  these  gifts  grew  directly  out 
of  your  book”.  By  triennial  revisions  the  book 
was  kept  up  to  date,  and,  translated  into 
French,  German,  Spanish,  and  Chinese,  it  has 
probably  enjoyed  a wider  circulation  than  any 
other  medical  book. 

Osier’s  love  of  good  literature  helped  make 
his  style  of  writing  remarkably  good.  Natu- 
rally clear  and  concise,  his  purity  of  English 
made  all  that  he  wrote  real  contributions  to 
literature.  Before  writing  his  text-book,  he 
had  contributed  sections  to  three  different  Sys- 
tems of  Medicine,  to  Wilson’s  Applied  Thera- 
peutics, to  Dercum’s  Text-Book  on  Nervous 
Diseases,  and  to  an  Encyclopedia  on  Diseases 
of  Children.  In  1910,  in  collaboration  with 
McCrae,  he  published  his  own  System  of  Medi- 
cine in  five  volumes.  While  in  America  he 
became  interested  in  medical  biography,  and 
many  of  his  papers  in  England  were  biographi- 
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cal  sketches.  He  was  in  great  demand  for  such 
public  occasions  as  the  dedication  of  a new 
medical  school  or  library,  addresses  to  gradu- 
ating classes,  and  endowment  lectures  on  sub- 
jects ranging  from  Harvey  to  Immortality. 
While  not  an  orator,  his  sincerity,  earnestness, 
and  the  worth  of  what  he  had  to  say,  always 
gained  for  him  large  audiences. 

After  his  farewell  address  at  Johns  Hopkins 
he  was  severely  and  unjustly  criticized  by  the 
press — especially  the  yellow  journals.  In  this 
address  he  said  that  one  of  his  obsessions  was 
that  the  real  creative  work  of  the  world  was 
done  bv  men  between  the  ages  of  twenty-five 
and  forty,  and  that  men  above  sixty  were  use- 
less and  should  retire.  He  then  told  of  a plot 
in  Anthony  Trollope’s  “The  Fixed  Period’1, 
in  which  men  at  sixty  were  retired  for  a “year’s 
contemplation  before  a peacefid  departure  by 
chloroform”.  He  added  that,  while  the  bene- 
fits of  this  could  be  seen,  he  was  a bit  dubious 
about  the  chloroform,  as  he  was  himself  ap- 
proaching the  limit — he  was  then  fifty-five. 
The  next  day’s  headlines  in  the  papers  read, 
“Osier  Recommends  Chloroform  at  Sixty.” 
Many  of  his  friends  tried  to  induce  him  to 
retract  the  statement,  but  he  refused  to  make 
any  reply. 

In  the  spring  of  1919  the  Johns  Hopkins 
Hospital  Bulletin  published  a bibliography  of 
Osier’s  writings — 730. 

Osier’s  interest  in  biographies  and  the 
classics  has  already  been  mentioned.  Libraries 
were  his  hobby  and  the  later  years  of  his  life 
find  him  devoting  a great  deal  of  time  to  his 
own  splendid  library,  which  he  left  to  McGill. 
In  every  place  he  went,  he  became  actively  in- 
terested in  the  local  medical  library,  and  was 
untiring  in  his  efforts  to  build  it  up  by  his  per- 
sonal work  and  by  interesting  others  to  help. 
As  an  example,  in  1891  he  was  placed  on  the 
library  committee  of  the  Medical  and  Chirur- 
gical  Faculty  of  Mayland,  and  by  1905  the 
library  had  grown  from  a few  hundred  old 
books  to  15,000  volumes,  and  necessitated  two 
moves.  At  Oxford  he  took  an  active  interest 
in  the  Bodleian  Library  of  which  he  was  a 
curator,  and  the  library  of  the  Royal  Society 
of  Medicine,  and  in  1913  we  find  him  presi- 
dent of  the  Bibliographical  Society.  In  both 
England  and  America  Osier  established  Medi- 
cal Librarian  Associations  in  which  he  took 
the  greatest  interest  and  to  which  he  was  a 
constant  source  of  inspiration.  But  for  a full 
appreciation  of  this  side  of  Osier  we  must 


refer  you  to  Ins  biography  and  pass  on  to  an- 
other phase,  his  personal  influence  and  his  in- 
fluence on  public  opinion. 

Osier  was  a personified  Renaissance,  and 
Cushing  speaks  of  him  often  as  an  enzyme. 
His  ability  not  only  to  do  a prodigious  amount 
of  work  himself,  but  also  to  make  others  emu- 
late his  example  is  well  expressed  by  W.  W. 
Keen,  “Wherever  he  went  the  wheels  began  to 
go  round,  things  began  to  be  done,  and  all 
for  the  good  of  the  profession  and  of  the  com- 
munity. The  dry  bones,  as  in  Ezekiel’s  vision, 
gathered  themselves  together  and  became  im- 
bued with  active  life.  The  diligent  were  en- 
couraged to  become  more  diligent,  the  sloth- 
ful were  shamed  into  activity.  He  was  a fount 
of  inspiration.  His  personal  influence  extended 
more  widely  and  to  better  purpose  than  that 
of  almost  any  one  I have  ever  known.”  A 
glance  at  Osier's  bibliography  will  show  his  I 
interest  in  public  health  and  in  the  burning  <. 
questions  of  the  moment.  On  the  occasion  of 
his  first  appearance  before  the  Medical  and 
Chirurgical  Faculty  of  Maryland  just  after 
his  call  to  Johns  Hopkins,  instead  of  compli- 
menting them,  he  fearlessly  criticized  the  pre-  ] 
vailing  systems  and  standards  of  medical  edu-  | 
cation,  and  gave  a prophetic  outline  of  the 
new  ideals  to  be  attained.  During  his  Aineri-  i 
can  period  he  was  constantly  awakening  the  i 
national  conscience  to  the  necessity  of  institut- 
ing proper  hygiene  and  sanitation  for  the  : 
eradication  of  Typhoid  Fever  and  Tubercu-  i 
losis.  As  Cushing  says  of  him,  “His  time,  his 
pen,  and  his  great  personal  influence  had  al- 
most as  much  to  do  with  the  modern  sanitary 
improvements  which  Baltimore  has  come  to  | 
enjoy  as  Virchow’s  influence  had  to  do  with 
those  instituted  during  the  80s  in  Berlin.  But 
his  vigorous  early  participation  in  what  has  f 
become  a world-wide  campaign  against  tuber- 
culosis must  stand  in  the  forefront  of  the  many 
public  services  he  rendered — services  which  in 
large  measure  have  been  lost  sight  of  in  the 
maze  of  his  other  activities”.  These  accom- 
plishments aroused  the  interest  of  Mi-.  Phipps, 
a philanthropist,  who  made  several  large  do- 
nations for  Tuberculosis  work  at  Johns  Hop- 
kins as  well  as  in  England.  After  his  Ox- 
ford transplantation  he  carried  the  anti-tuber- 
culosis fight  to  England  and  was  there  the 
leading  figure  in  the  crusade. 

Both  in  America  and  England  he  took  an 
active  part  in  the  fight  against  the  obnoxious 
anti-vivisection  legislation.  Upon  his  arrival 
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in  England,  the  Oxford  Press  published  very 
few  medical  books,  while  today,  it  ranks  well 
with  any  of  the  medical  publishers  of  Eng- 
land or  America.  This  is  due  largely  to  Osier’s 
help  and  his  international  influnce  in  the  medi- 
cal world.  He  was  largely  instrumental  in 
bringing  about  the  amalgamation  of  seventeen 
out  of  twenty  rival  London  medical  societies, 
and  organized  the  Association  of  Physicians 
of  Great  Britain  and  Ireland. 

Before  the  World  War  he  is  found  appealing 
for  reform  of  the  English  system  of  teaching 
and  examinations,  and  this  was  made  the  sub- 
ject of  many  of  his  talks.  During  the  war, 
an  honorary  colonel,  he  took  a most  active 
part  as  consultant  at  various  hospitals  and 
acted  as  a go-between  with  the  War  Depart 
ment.  All  troubles  were  brought  to  him,  and 
so  successful  was  he  in  smoothing  them  over 
that  he  was  dubbed  Consoler  General  of  the 
British  Army.  The  anti-vaccinationists  were 
so  strong  in  England  in  1914  that  compulsory 
vaccination  was  not  adopted  in  the  army,  and 
Osier  spent  much  of  his  time  addressing  re- 
cruits and  urging  them  to  volunteer  for  vacci- 
nation again  typhoid.  He  also  wrote  a num- 
ber of  articles  to  the  papers  on  this  subject. 
Throughout  the  war  he  exerted  a calming  in- 
fluence by  his  cheerfulness,  devotion  to  duty, 
and  uncomplaining  sacrifice  of  time,  money, 
and  his  only  son. 

That  Osier  was  esteemed  for  his  scientific 
worth  is  attested  by  the  fact  that  he  had  offers 
from  six  universities, — McGill  and  the  Uni- 
versity of  Toronto  offering  him  the  presidency ; 
that  he  was  given  honorary  degrees  bv  a score 
of  the  leading  Universities  of  Canada,  America 
and  England;  that  he  was  one  of  six  doctors 
who  have  ever  held  the  presidency  of  the 
British  Association  for  the  Advancement  of 
Science;  and  that  he  was  given  a baronetcy  in 
1911.  An  idea  of  the  love  and  appreciation 
of  his  colleagues  may  be  seen  in  the  five  hun- 
dred physicians  present  at  a farewell  dinner 
triven  to  him  in  New  York  in  1904,  and  in 
the  thousands  of  messages — cables,  wires  and 
letters — which  he  received  when  he  was  given 
his  baronetcy,  when  his  son.  Revere,  was  killed 
in  France,  and  when  he  celebrated  his  seven- 
tieth birthday. 

Finally  the  estimation  of  Osier  as  a man 
wrings  us  to  the  most  lovable  part  of  his  char- 
acter. Many  of  his  traits  such  as  his  industry, 
lis  activating  influence  upon  others,  and  his 
ense  of  humor,  have  been  mentioned.  One  of 
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his  characteristics  was  getting  up  complimen- 
tary dinners  for  people  on  suitable  anniver- 
saries, and  of  suggesting  a portrait — always 
accompanying  his  suggestion  with  a donation. 
His  generosity  was  marked;  in  fact,  he  was  an 
easv  prey  for  beggars,  whom  he  never  refused 
to  help.  He  gave  freely  to  libraries  and  other 
causes,  and  after  the  Baltimore  fire  in  1904, 
before  Rockefeller  had  come  to  the  rescue  of 
Johns  Hopkins,  he  offered  to  give  his  salary 
of  $5,000.00  a year  for  ten  years  to  keep  lip 
hospital  publications. 

In  Baltimore  and  Oxford  the  Osiers  kept 
open  house.  There  was  a continuous  stream 
of  guests  and  every  one  was  made  to  feel  at 
home.  As  No.  1 West  Franklin  St.  was  head- 
quarters for  Canadians  and  other  visitors  to 
Baltimore,  so  was  the  Oxford  home,  “Open 
Arms”  as  it  was  appropriately  called,  the  mag- 
net which  drew  all  Americans.  During  the 
war  the  ‘Open  Arms”  was  a veritable  rest 
haven  for  soldiers  and  a meeting  place  for 
Rhodes  scholars. 

Osier's  devotion  to  his  family,  to  old  people, 
and  to  children  was  most  attractive.  His  visits 
to  homes  were  often  only  an  excuse  for  a romp 
in  the  nursery,  which  he  always  visited  first. 
With  children  he  was  a great  favorite,  enter- 
ing into  the  spirit  of  their  play  and  inventing 
the  most  fascinating  games.  His  married  life 
was  unusually  happy.  While  in  Baltimore  he 
married  the  widow  of  Dr.  S.  W.  Gross,  a 
great  grand-daughter  of  Paul  Revere.  Their 
only  child,  Edward  Revere,  was  the  idol  of 
his  father's  heart,  and  his  death  in  the  World 
War,  in  August,  1917,  was  a blow  from  which 
Osier  never  recovered,  though  outwardly  he 
gave  no  sign  of  his  mortal  sorrow,  but  engaged 
in  his  numerous  activities  with  his  usual  cheer- 
fulness and  interest. 

Osier  was  all  his  life  subject  to  bronchitis 
and  bronchopneumonia,  but  in  sickness  he  was 
cheerful,  considerate,  and  made  light  of  his 
maladies — characteristics  regrettably  absent  in 
most  of  us.  His  time  in  bed  was  devoted  to 
the  classics,  early  medical  works,  and  corre- 
spondence. When  stricken  with  his  final  at- 
tack of  bronchopneumonia,  September  28,  1919, 
he  realized  it  was  the  end.  It  is  comforting  to 
know  that  one  who  had  so  often  come  from  the 
bedside  of  a dear  friend  “whistling  that  he 
might  not  weep”  should  write  thus  toward  the 
end  :“The  experience  has  been  encouraging — 
discomfort  of  course,  but  no  actual  pain,  and, 
except  for  the  worry  about  leaving  dear  ones, 
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singularly  free  from  mental  distress’’.  In  the 
afternoon  of  December  29th  he  died  quietly 
and  without  pain. 

One  of  his  students  wrote,  ‘‘Wherever  Osier 
went,  the  charm  of  his  personality  brought  men 
together;  for  the  good  in  all  men  he  saw,  and 
as  friends  of  Osier,  all  men  met  in  peace”.  To 
my  mind  his  life  expresses  the  true  symbol  of 
the  spirit  of  medicine.  My  hope  is  that  this 
spirit  may  always  bring  us  together  in  peace, 
dropping  our  petty  jealousies,  composing  our 
disputes  and  differences,  co-operating  and  ever 
dealing  fairly  with  one  another,  and,  above  all, 
remembering  that  in  the  honorable  profession 
in  which  we  are  enrolled,  the  world  passes 
judgment,  not  on  what  the  Osiers  of  our  call- 
ing accomplish,  but  on  the  every  day  life  of 
each  one  of  us. 


BLOOD  PRESSURE  WITH  SPECIAL 
REFERENCE  TO  ESSENTIAL 
HYPERTENSION.* 

By  NICHOLAS  G.  WILSON,  M.  D.,  Norfolk.  Va. 

In  order  to  understand  the  abnormal,  we 
must  first  know  the  normal;  and  because,  as 
applied  to  blood  pressure,  we  are  not  agreed 
on  either  of  these  qualities,  efforts  to  clarify 
the  subject  have  not  been  very  successful. 

When  we  recall  that  the  sphygmomanometer 
has  been  in  general  use  not  longer  than  twenty- 
five  years,  and  that  prior  to  that  time  our  es- 
timates of  arterial  tension  were  necessarily 
based  upon  the  feel  of  the  pulse  and  sounds  of 
the  heart,  it  is  obvious  that  what  knowledge 
of  the  condition  we  have  has  been  fairly  re- 
cently acquired.  Even  so,  but  few  years  have 
elapsed  since  a large  proportion  of  our  profes- 
sion accepted  the  dictum  that  one’s  normal 
pressure  should  be  equal  to  his  age  plus  a hun- 
dred. 

We  are  accustomed  to  think  of  the  arterial 
system  as  consisting  of  elastic  tubes,  the  smaller 
of  which  contain  sufficient  circularly  placed 
unstriped  muscle  fibers  to  decrease  or  increase 
their  calibre,  depending  upon  the  impulse 
reaching  the  muscle  through  its  innervation  by 
the  sympathetic  system,  but  inactive  unless  thus 
specially  excited.  Blood  flow  through  the 
capillaries  is  supposed  to  be  kept  up  by  the 
systolic  impulse  from  the  ventricle,  aided  by 
the  elastic  squeeze  of  the  arterial  wall.  Not 
long  since,  Russel,  an  English  author,  wrote: 

•Read  before  the  Norfolk  County  Medical  Society,  in  March, 
1927. 


“In  considering  the  movements  of  arteries,  it 
is  to  be  noted  that  they  have  a pulsatile  move- 
ment, probably  a rhythmical  response  to  the 
flow  of  the  blood,  corresponding  with  ventric- 
ular systole  and  diastole.  It  is  probably  not 
merely  the  stretching  and  contraction  of  an 
elastic  tube  by  a wave  passing  along  its  con- 
tained fluid,  but  the  same  kind  of  unceasing, 
rhythmic  movement  the  heart  possesses.”  Nor 
does  this  property  cease  with  termination  of  the  , 
arterioles.  Christian  says  that  in  the  frog’s 
kidney,  the  glomerulus  may  be  seen  to  rhyth- 
mically expand,  flush,  and  then  contract  until 
almost  invisible.  Hinselman  and  other  observ- 
ers have  noted  that  in  the  acute  toxaemias  of 
pregnancy,  there  is  intermittent  spasmodic  con- 
traction of  the  capillaries  at  the  base  of  the 
nail.  If  this  conception  of  the  arterio-capillarv 
system  as  an  active  pulsatile  organ  may  be  ac- 
cepted, we  can  more  easily  comprehend  the  ex- 
tensive variations  in  blood  pressure  occurring 
in  nervously  unstable  but  otherwise  normal  in- 
dividuals, on  account  of  psychic  or  reflex  in- 
fluences. In  examining  individuals  of  this  I 
type,  especially  if.  by  prolonged  or  repeated  t 
auscultation  of  the  heart,  attention  has  been  * 
directed  to  that  organ,  it  is  common  to  find  J 
sj^stolic  pressures  of  160  to  170.  If  the  ex-  I 
aminer  is  diplomatic,  the  psychic  element  is  I 
easily  removed  and  the  pressure  rapidly  re-  • 
turns  to  its  normal  level.  This  type  of  transi-  I 
ent  elevated  pressure  is  invariably  accom- 
panied by  a corresponding  rise  in  pulse  rate,  fi 
and  the  coincidence  of  the  two  phenomena^-  ji 
rapid  pulse  and  elevated  pressure — should  , 
make  us  consider  psychic  influence  as  a causa- 
tive factor.  The  opposite  of  this  condition  is  I 
that  of  reflex  or  psychic  shock  with  active  di-  m 
latation  of  the  arterio-capillary  system,  espe- 
cially in  the  splanchnic  area, — slow,  weak  pulse,  j 
and  fainting,  or  other  result  of  circulator) 
failure.  That  both  of  these  conditions  mat 
occur  under  differing  circumstances  in  the  samt 
individual  serves  to  show  how  extremely  sen 
sitive  to  its  neYve  control  is  the  arterial  tree 
and  it  is  not  surprising  that  arterial  tensioi 
should  be  influenced  by  a large  number  of  ab 
normal  bodily  conditions. 

Normal  blood  pressure  is  an  individual  char 
acteristic.  One  may  begin  adult  life  with  • 
systolic  pressure  of  90  and  another  of  T20,  an»! 
insofar  as  our  present  knowledge  goes,  botl 
are  normal.  However,  if  the  pressure  of  th 
former  reaches  that  of  the  latter,  or  vice  versr 
we  know  that  something  is  wrong!  Our  idea 
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concerning  low  and  high  normal  limits  of  blood 
pressure  have  changed  materially  within  a de- 
cade. Writers  of  ten  to  fifteen  years  ago  re- 
garded minimal  systolic  pressure  as  from  90 
to  100  in  women,  and  from  100  to  115  in  men 
as  distinctly  abnormal,  and  many  were  the 
remedies  used  in  an  effort  to  raise  them  to  nor- 
mal. Fortunately,  with  the  exception  of  dis- 
turbance of  the  patient’s  mental  equilibrium, 
no  harm  resulted  from  these  efforts. 

When  one  observes  women  with  pressures 
not  excceeding  90  to  100.  without  faltering,  or 
any  evidence  of  physical  or  mental  incapacity, 
undergo  the  stress  of  pregnancy  and  child- 
birth, not  once  only,  but  several  times, — or 
men  with  pressures  of  100  to  115,  carrying  on 
in  business,  successfully  matching  wit,  sagacity 
and  endurance  with  supposedly  more  fortu- 
nate men  who  have  higher  pressures  and  there- 
fore more  stamina,  one  is  loath  to  regard  their 
low  pressures  as  being  abnormal. 

Turning  to  the  question  of  maximal  normal 
pressures,  we  find  that  moderate  increases  that 
used  to  be  considered  negligible  are  today 
looked  upon  with  grave  suspicion.  In  his 
monograph,  Nicholson  states  that  before  mid- 
dle life  a pressure  of  145,  and  after  .that  period, 
of  160.  needs  explanation.  W.  C.  Alvarez 
states  that  in  22  per  cent  of  healthy  college 
men  he  found  pressures  of  140  or  over.  In  the 
light  of  present  day  knowledge  we  cannot  help 
feeling  that  Nicholson’s  danger  line  is  too  high, 
and  that  Alvarez  was  dealing  either  with 
psychic  pressures  or  else  with  men  who  had 
followed  athletics  from  high  school  up,  and 
who  really  had  athletic  hearts.  In  a pam- 
phlet, entitled,  “The  Diagnostic  Value  of  the 
Sphygmomanometer  in  Examinations  for  Life 
Insurance”,  issued  in  1922  by  The  North- 
western Mutual  Life  Insurance  Company,  it 
is  stated  that  analysis  of  blood  pressure  read- 
ings on  65,000  men  between  the  ages  of  sixteen 
and  sixty,  insured  during  the  period  between 
1915  and  1920,  led  them  to  adopt  normal  aver- 
age pressures  varying  between  117/75  at  six- 
teen and  132/85  at  sixty.  A very  moderate  in- 
crease in  these  arbitrarily  adopted  figures  is 
considered  by  them  as  sufficient  cause  for  re- 
jection of  the  applicant,  and  while  their  maxi- 
mal limit  seems  very  conservative,  we  must  re- 
call that  it  is  actually  based  upon  their  mor- 
tality experience,  which  after  all  is  the  cri- 
terion by  which  the  condition  should  be  judged. 
In  525  individuals  rejected  solely  because  of 
systolic  pressures  10  to  14  m.m.  above  the  aver- 


age, the  mortality  (their  normal  expectancy 
being  represented  by  100)  was  136.1.  In  1685 
with  pressures  15  to  24  m.m.  above  average, 
the  mortality  was  183.8,  while  in  909  whose 
pressures  were  25  to  34  above  average,  the  mor- 
tality was  204.4.  Contrast  these  figures  with 
those  of  a series  of  3,389  with  pressures  of 
100  or  less,  where  the  mortality  was  35.  It  is 
to  be  noted  that  there  were  no  women  in  these 
groups.  Analysis  of  this  experience,  which  is 
common  to  most  of  the  old  line  insurance  com- 
panies, would  seem  to  indicate  that  the  indi- 
vidual with  a systolic  pressure  10  to  15  m.m. 
below  the  general  average  has  about  four 
times  the  chance  of  longevity  as  the  one  whose 
pressure  is  10  to  15  m.m.  above  it. 

Intelligent  interpretation  of  the  significance 
of  any  blood  pressure  reading  depends  upon 
knowledge  of  previous  readings  in  the  same 
individual.  This  is  especially  important  in 
obstetric  practice.  J.  C.  Hirst  states  that  the 
average  systolic  pressure  in  women  of  child 
bearing  age  is  112,  and  the  average  in  these 
same  women  when  pregnant  is  118.  It  is 
obvious  that  in  a woman  whose  non-pregnant 
pressure  is  90,  a rise  to  118  may  have  a seri- 
ous significance;  whereas  in  another  woman 
whose  non-pregnant  pressure  is  120,  a rise  to 
125  or  130  may  mean  nothing. 

In  beginning  consideration  of  essential  hy- 
pertension we  must  admit  that  the  name  is  a 
confession  of  ignorance.  It’s  causes  are  un- 
known and  are  still  being  diligently  sought 
after.  VonMonakow  says,  “High  blood  pres- 
sure is  a symptom  which,  similar  to  fever,  has 
no  uniform  etiology.”  It  is  so  insidious  in  its 
development  that,  as  a rule,  when  the  diag- 
nosis is  finally  made,  one  may  elicit  a history 
of  warning  symptoms,  occurring  over  a period 
of  a number  of  years,  yet  not  sufficiently 
obvious  to  induce  the  patient  to  seek  advice. 
After  full  development  the  picture  is  so  ob- 
scured by  complicating  conditions  that  the 
original  cause  cannot  be  determined.  The 
designation  essential  is  restricted  to  those  cases 
of  hypertension  in  which  this  condition  seems 
to  be  primary.  While,  as  Yiefore  stated,  the 
cause  is  unknown,  there  is  agreement  among 
many  observers  that  in  this  disease  the  evi- 
dence accumulated  points  to  two  dominant  fac- 
tors: first,  a predispostion  to  the  disease,  due 
either  to  a vice  of  constitution  or  to  some 
hitherto  undiscovered  organic  discrepancy,  and, 
second,  to  the  presence  in  the  blood  of  some 
pressor  substance,  acting  either  on  the  vaso- 
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constrictor  center  or  directly  on  the  arterio- 
capillary  system. 

The  search  for  such  a substance  or  substances 
has  focused  attention  upon  those  resulting 
from  breaking  up  of  the  protein  molecule,  es- 
pecially guanin  and  its  oxidation  product, 
guanidin.  Guanin  is  set  free  in  the  tissues  by 
the  action  of  special  enzymes  on  nucleic  acid, 
after  which  by  cle-aminization  it  is  converted 
into  xanthin.  This,  in  turn,  is  converted  into 
uric  acid  by  an  oxidase  found  only  in  the  liver. 
Both  guanin  and  guanidin  are  found  in  vary- 
ing1 amounts  in  the  intestinal  tract.  A small 
proportion  of  these  substances  is  taken  into 
the  stomach  preformed  in  meats,  but  the 
greater  part  is  the  result  of  proteolytic  action. 
Absorption  of  them  depends  upon  the  amount 
and  the  presence  or  absence  of  intestinal  stasis. 
From  an  empirical  standpoint,  eating  too  much 
animal  protein  and  constipation  have  by  many 
been  considered  probable  factors  in  the  causa- 
tion of  hypertension,  and  it  is  interesting  to 
know  that  science  seems  about  to  prove  the 
correctness  of  their  theory. 

In  May.  1924,  R.  H.  Major,  in  The  Bulletin 
of  Johns  Hopkins  Hospital , published  the  re- 
sults of  his  first  experiments  with  methyl- 
guanidin,  a normal  constituent  of  the  urine, 
as  a pressor  substance.  They  were  spectacular. 
In  dogs,  intravenous  injections  of  1/10  gramme 
per  kilo  of  body  weight  caused  in  one  minute 
a sharp  rise  in  pressure,  followed  by  a more 
gradual  rise  to  a maximum  in  from  ten  to 
twenty  minutes.  At  the  end  of  thirty  minutes, 
repetition  of  the  dose  induced  a second  rise  to 
210  m.m.  or  more.  In  one  dog  it  rose  to  240 
m.m.  and  was  sustained  at  that  point,  without 
further  injections,  for  four  hours.  Several 
animals  showed  convulsive  twitching  of  the 
legs  and  face.  Subsequently,  similar  experi- 
ments on  human  beings  gave  almost  identical 
results.  However  in  no  instance  was  more  than 
one  injection  given,  the  dosage  varying  between 
45  and  80  m.g.  per  kilo.  Following  the  injec- 
tion, the  heart  beat  was  invariably  slower  and 
stronger,  and  the  apical  impulse  more  forcible. 
In  dogs,  the  result  of  cutting  the  vagi  indi- 
cated that  the  hypertension  was  probably 
caused  by  a powerful  vaso-eonstrictor  effect. 

On  July  31,  1926.  in  the  Journal  of  the 
American,  Medical  Association.  Dr.  Major  re- 
ported that  further  study  of  the  urine  in  cer- 
tain cases  of  hypertension  showed  diminished 
output  of  quanidin  compounds,  when  compared 
with  normal  controls,  and  that  in  two  patients 


with  marked  elevation  of  blood  pressure  he 
found  great  increase  in  excretion  of  these  com- 
pounds coincident  with  a fall  in  pressure. 
Later  he  has  reported  the  continuance  of  his 
work  along  these  lines,  always  with  complete 
corroboration  of  the  results  of  his  earlier 
work. 

Unfortunately,  as  yet  no  simple  or  accu- 
rate clinical  method  has  been  devised  for  esti- 
mating the  blood  content  of  these  substances. 
Incidentally,  Major  has  likewise  shown  that 
the  pressor  effect  of  methylguanidin  is  almost 
specifically  neutralized  by  the  anti-pressor 
substance  present  in  the  liver,  and  that  in  an 
animal  with  a normal  pressure  a dose  fifteen 
to  twenty-five  times  that  required  to  lower  to 
normal  the  elevation  due  to  methylguanidin  is 
not  followed  by  a fall  in  pressure.  When  we 
recall  that  guanidin  is  ultimately  converted 
into  uric  acid  by  a.  substance  found  only  in 
the  liver,  we  may  be  pardoned  for  entertaining 
a suspicion  that  this  great  organ,  that  for  cen- 
turies has  borne  the  burden  of  the  doctors 
ignorance,  may  hold  the  key  to  the  riddle  of 
essential  hypertension. 

If  it  be  true  that  this  diease,  or  symptom 
complex,  is  due  to  pressor  substances  in  the 
blood,  we  should  expect  to  find,  preceding  its 
development : 

First — the  entry  into  the  system  from  the 
intestine  of  increased  amounts  of  split  protein 
products,  as  induced  by  eating  too  much  meat, 
and  by  constipation. 

Second — incomplete  functioning  of  the  liver 
by  reason  of  damage,  from  whatever  source, 
of  its  parenchymal  cells,  and, 

Third — incomplete  functioning  of  the  kid- 
neys, whereby  elimination  is  interfered  with,  i 

A careful  study  of  the  literature  pertaining 
to  essential  hypertension  discloses  the  fact  that 
while  so  little  is  known  of  its  actual  causes.  > 
many  conditions,  which  may  roughly  be  classi-  i 
tied  in  one  or  the  other  of  these  divisions,  have  > 
preceded  it. 

Thus,  the  harassed  business  man,  whose  wor- 
ries have  induced  a psychic  hypertension,  is  too 
busy  to  go  home  to  lunch  and  a short  period  of 
relaxation,  is  constipated,  and  eats  too  much 
protein.  Add  to  this  picture  an  infectious  \ 
focus,  or  some  dormant  sequel  of  an  acute  in- 
fectious disease  of  early  life,  and  what  more 
effective  combination  can  be  conceived? 

Again,  the  toxaemias  of  pregnancy,  whether 
of  the  so-called  renal  or  eclamptic  type,  fre- 
quently precede  the  development  of  hyperten- 
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sion.  Many  observers  have  stated  that  this  is 
exceptional,  but  the  writer  is  convinced  that 
if  these  cases  are  followed,  not  for  five  or  six 
months,  but  for  many  years,  it  will  be  found 
that  few  escape  the  condition.  From  clinical 
observation  the  writer  also  is  convinced  that 
eclampsia  is  virtually  never  purely  renal  or 
purely  hepatic,  hut  an  involvement  of  both 
systems,  the  one  or  other  preponderating. 

Johnson  and  Adams,  of  the  Mayo  Clinic, 
report  the  case  of  a woman,  age  thirty-four, 
whose  only  pregnancy,  eight  years  before,  was 
terminated  in  the  eighth  month  because  of  a 
typical  eclamptic  toxaemia.  After  delivery  all 
signs  and  symptoms  of  toxaemia  rapidly  disap- 
peared and  six  months  later  she  was  consid- 
ered absolutely  well.  She  remained  so,  appar- 
ently, for  four  years,  and  then,  after  nursing 
her  husband  through  a prolonged  illness,  was 
found  to  have  hypertension  of  the  essential 
type.  During  three  years  under  their  obser- 
vation her  pressure  averaged  215/100. 

Edgar  states  that  75  per  cent  of  eclampties 
recover  completely,  the  urine  subsequently 
showing  no  abnormalities.  Unfortunately  for 
this  statement,  in  the  vast  majority  of  cases 
of  hypertensive  disease,  it  is  only  in  the  later 
stages  that  the  urine  shows  anything  of  con- 
sequence. 

In  the  Journal  of  the  American  Medical  As- 
sociation for  February  12,  192G,  Corwin  and 
Herrick,  of  New  York,  analyze  the  study  of 
165  cases  of  hypertensive  toxaemia  of  preg- 
nancy, with  relation  to  chronic  cardiovascular 
disease.  None  of  these  patients  had  eclampsia, 
or  any  but  very  slight  albuminuria.  They  con- 
sider as  hypertension  any  pressure  over  140. 
After  a follow-up  period  of  from  six  months 
to  six  years  post  partum,  74  per  cent  showed 
some  degree  of  cardiac  hypertrophy,  retinal 
changes,  brachial  and  radial  sclerosis  or  hyper- 
tension. Thirty-seven  per  cent  showed  persist- 
ent hypertension.  Of  fifty-two  cases  observed 
in  one  or  more  pregnancies,  subsequent  to  the 
one  first  attended  by  toxaemia  of  this  type, 
fifty  showed  hypertension  in  the  subsequent 
pregnancy.  They  state  that  patients  manifest- 
ing this  type  of  disturbance  should  be  observed 
over  a series  of  years  for  evidence  of  cardio- 
vascular disease.  One  case  from  the  writer’s 
records  may  be  cited  in  corroboration  of  these 
findings.  In  September,  1917,  Mrs.  B.,  age 
twenty-six,  when  five  months  pregnant,  came 
under  observation.  She  had  two  children,  aged 
five  and  three  years,  and  had  some  edema  of 


the  feet  and  legs  in  the  last  month  of  both 
pregnancies.  Her  physician  told  her  he  feared 
convulsions  during  her  first  labor.  She  had 
appeared  entirely  well  in  the  interval  that  pre- 
ceded her  third  pregnancy.  Her  blood  pres- 
sure was  130/80  and  her  urine  was  quantita- 
tively and  qualitatively  normal.  As  a precau- 
tionary measure,  a low  salt  and  protein  diet 
was  prescribed.  In  spite  of  this  precaution, 
by  the  beginning  of  the  ninth  month  her  pres- 
sure had  risen  to  180/100,  with  a trace  of  al- 
bumen and  a few  hyaline  casts  in  an  other- 
wise normal  urine.  Two  weeks  later  it  seemed 
wise  to  induce  labor,  which  was  done.  Evi- 
dences of  toxaemia  rapidly  subsided,  the  urine 
became  normal,  and  seven  weeks  post  partum 
she  seemed  entirely  well,  with  a blood  pressure 
of  125/70.  She  continued  so  for  a year,  at  the 
end  of  which  time  she  removed  to  another 
state.  In  August,  1926,  during  a visit  to  Nor- 
folk, examination  disclosed  no  other  abnor- 
mality than  a blood  pressure  reading  of  150/90. 

So  strongly  does  evidence  indicate  the  dan- 
ger of  pregnancy  toxaemias  subsequently  re- 
sulting in  hypertensive  disease,  that  for  a 
number  of  years,  it  has  been  the  writer’s  prac- 
tice to  induce  labor,  regardless  of  the  period 
of  the  pregnancy,  when  the  systolic  pressure 
has  gradually  risen  to  170  or  ISO,  and  is  not 
favorably  influenced  by  treatment.  An  ex- 
ception to  this  rule  occurs  when,  for  some  good 
reason,  it  is  especially  desirable  to  deliver  a 
viable  child,  but  those  interested  should  be 
plainly  told  of  the  grave  risk  incurred  by  de- 
lay. 

Hypertension  usually  accompanies  acute 
nephritis  and  frequently  the  mild  subacute  in- 
volvements following  most  of  the  acute  infec- 
tious diseases  in  children.  As  a rule,  on  sub- 
sidence of  the  renal  condition,  the  pressure  re- 
turns to  normal,  but  occasionally  after  a period 
of  months  or  years  has  elapsed,  hypertension 
will  be  found,  and  the  urine  will  be  normal. 
These  are  classified  as  being  of  the  essential 
variety,  and  develop  as  such,  but  there  can  be 
but  little  doubt  that  there  is  in  them  some 
renal  damage,  too  slight  to  be  detected  bv  the 
usual  methods  of  investigation,  and  showing 
no  nitrogen  retention  in  the  blood. 

It  is  possible  that  this  occult  renal  deficiency 
and  a similiar  liver  damage,  curtailing  that  or- 
gan’s detoxicating  powers,  may  be  potent  fac- 
tors in  the  causation  of  hypertensive  disease. 
F urther  development  of  blood  chemistry  may 
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be  expected  to  throw  light  upon  this  obscure 
condition. 

In  recent  years,  a great  deal  has  been  writ- 
ten about  hypertension  occurring  at  the  period 
of  the  menopause.  It  must  not  be  forgotten 
that  at  this  time  the  sympathetic  nervous  sys- 
tem is  extremely  unstable.  The  writer  cannot 
recall  having  observed  a woman  with  this  con- 
dition in  whom  the  pressure  subsequently  re- 
turned to,  or  even  near,  normal,  indicating  the 
probability  that  hypertension  existed  prior  to 
the  menopause.  Christian  says  that  the  endo- 
crine glands  have  no  bearing  on  essential  hy- 
pertension. 

A cause  of  this  disease,  that  science  will 
some  daj?  throw  light  upon,  is  the  familial  ten- 
dency to  its  occurrence.  When  asked  for  an 
explanation  of  it.  Sir  Wm.  Osier  said  he  did 
not  know  any  cause,  unless  it  was  because  a 
poor  quality  of  tubing  was  used  in  making  up 
these  individuals.  In  this  connection  let  me 
cite  the  record  of  a family  under  my  observa- 
tion during  the  past  thirty  years.  While  they 
present  several  types  of  cardiovascular  renal 
disease,  they  are  of  sufficient  interest  to  report 
without  apologies  for  the  digression. 

Father  (B.  J.)  died,  age  forty-five,  of 
apoplexy.  Mother  (E.  J.)  died,  age  sixty- 
eight,  of  cardio-renal  disease.  Of  the  six 
daughters:  Mrs.  B.  died,  age  twenty-four,  of 
eclampsia.  Mrs.  L.  died,  age  twenty-seA'en,  of 
eclampsia.  Mrs.  T.  L.  died,  age  forty-one  of 
eclampsia.  Mrs.  F.  died,  age  thirty-nine,  of 
cardio-renal  disease,  having  had  eclampsia 
with  three  pregnancies.  Mrs.  W.,  age  forty- 
seven,  has  had  four  children,  and  is  alive  and 
well.  Mrs.  R.,  a widow,  age  thirty-six,  has 
one  child,  age  sixteen.  Pregnancy  and  labor 
were  normal  except  that  she  had  slight  edema 
of  the  feet  in  the  last  month  of  pregnancy. 
She  now  has  marked  cardiovascular  disease 
with  a constant  pressure  of  170/100.  Of  the 
three  sons : D.  died,  age  fort}r-five,  of  apoplexy. 
J.  died,  age  forty-two,  of  apoplexy,  while  W. 
D.,  age  thirty-nine  is  alive  and  well. 

Among  the  many  causes  of  hypertension 
may  be  mentioned  over-exertion,  as  of  athletes 
anl  laborers.  This  is  mechanical  in  its  opera- 
tion, and  is  most  serious  in  the  presence  of 
arteriosclerosis  and  infection. 

Essential  hypertension  is  usually  described 
as  existing  in  two  types,  benign  and  malignant, 
and  the  benign  type  is  subdivided  into  the  mild 
and  severe  form.  A few  cases  are  distinctly 
typical,  but  the  great  majority  of  them  par- 


take of  the  characteristics  of  more  than  one 
group.  From  a study  of  the  disease,  one  must 
conclude  that  the  cause  usually  is  operative 
over  an  indefinite  period  of  months,  or,  more 
probably,  years,  without  attracting  attention. 
Very  rarely  do  we  have  the  opportunity  of 
watching  its  development.  As  a rule,  when 
discovered  it  is  fully  developed,  and  a history 
of  various  types  of  headache,  indigestion,  and 
mild  palpitation  may,  by  careful  questioning, 
be  elicited.  In  the  mild  benign  type  there  may, 
or  may  not,  be  found  differing-  degrees  of 
cardiac  hypertrophy,  and  very  little  evidence 
of  arteriosclerosis.  Visually  the  urine  and  blood 
chemistry  are  virtually,  if  not  entirely  nor- 
mal. Individuals  in  this  condition  who  will 
recognize  and  live  according  to  their  limita- 
tions may  live  to  reach,  or  exceed,  the  allotted 
age  of  mankind.  As  an  example  let  me  cite 
the  case  of  Mrs.  S-,  age  fifty-seven,  who,  prior 
to  the  birth  of  her  fourth  child,  in  1903,  had 
mild  hypertensive  toxaemia.  In  July,  1905, 
my  record  states  that  she  had  hypertension,  a 
slight  degree  of  cardiac  hypertrophy,  the  apex 
beat  being  just  inside  the  mid-clavicular  line, 
and  a normal  urine,  except  for  the  presence  of  a 
trace  of  albumen.  She  was  instructed  as  to  the 
general  rules  that  should  govern  her  life,  parti- 
cularly the  reduction  of  her  weight,  which  was 
considerably  above  normal.  She  was  not  again 
seen  professionally  until  January,  1915,  ten 
years  later,  when  she  came,  not  for  herself,  hut 
to  bring  her  son  for  examination.  She  stated 
that  she  was  continuing  to  live  according  to 
my  instructions,  had  not  even  felt  sick  since 
my  last  previous  examination,  and  had  no  pal- 
pitation, dyspnoea,  headache  or  edema.  Her 
urine  was  normal  and  her  blood  pressure  260/- 
130.  One  year  later  her  pressure  was  230/120. 
My  last  observation  was  made  on  February  7, 
1927,  when  she  again  stated  she  was  entirely 
well,  did  all  her  housework  and  used  glasses 
only  when  doing  fine  sewing.  Her  apex  beat 
was  still  in  the  mid-clavicular  line,  the  impulse 
was  normal,  and  blood  pressure  210/110.  Her 
eve  Grounds  were  normal.  Her  radial,  brach- 
ial,  and  temporal  arteries  were  soft. 

The  severe  benign  type  is  usually  accom- 
panied by  the  symptoms  incident  to  what  we 
designate  as  cardiovascular  disease.  General- 
ized arterial  sclerosis  with  retinal  changes, 
cerebral  symptoms,  and  varying  degrees  of 
cardiac  hypertrophy  are  manifest  fairly  early. 
Retinal  hemorrhages,  disturbances  of  the 
cerebral  circulation,  with  transient  aphasia, 
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mono-  or  hemiplegia,  hemianopsia,  and  an- 
gina pectoris  give  evidence  of  these  arterial 
changes. 

Sooner  or  later  evidences  of  decompensation 
appear,  and,  in  a small  percentage  of  cases, 
renal  involvement  that  closely  simulates,  or  is 
identical  with,  chronic  interstitial  nephritis. 
Cardiac  dilatation,  with  decompensation,  oc- 
curring in  the  course  of  hypertensive  disease, 
does  not  appear  to  be  largely  a question  of 
physics.  Hypertension  may  exist  over  a long 
period  of  years,  giving  rise  to  moderate  hyper- 
trophy, but  without  decompensation.  An  ex- 
ample of  this  was  cited  above  in  the  case  of 
Mrs.  S.,  whose  hypertension  had  been  present 
for  twenty-four  years  without  causing  even 
discomfort.  On  the  other  hand,  the  coinci- 
dence of  hypertension,  arteriosclerosis,  and  the 
myocardial  involvement  which  so  frequently 
accompanies  or  follows  infectious  diseases,  such 
as  rheumatic  and  typhoid  fevers,  syphilis,  in- 
fluenza, or  even  the  lowly  acute  infectious  ton- 
sillitis, is  prone  to  result  in  early  decompensa- 
tion. In  the  opinion  of  the  writer,  an  arterial 
system  already  in  a condition  of  hypertension 
is  far  more  vulnerable  to  infectious  processes 
than  is  one  in  a state  of  normal  tension.  Thi« 
opinion  is  based  on  the  uniform  occurrence  of 
arterial  sclerosis  in  all  cases  of  hypertension, 
with  the  possible  exception  of  the  mild  be- 
nign type,  and  the  recession  of  the  processes, 
frequently  observed  to  follow  removal  of  infec- 
tious foci. 

It  is  remarkable  how  long,  even  after  full 
development  of  the  severe  type  of  benign  hy- 
pertension, the  individual  may  continue  his 
usual  activities  in  comparative  comfort.  An 
example  may  be  cited  in  the  case  of  Mr.  L. 
who,  when  thirty-nine  years  of  age,  in  1911, 
consulted  me  because  of  dimness  of  vision  in 
his  right  eye.  His  weight  was  290,  his  blood 
pressure  200/110,  his  heart  hypertrophied,  the 
apex  beat  being  outside  the  nipple  line,  and 
his  urine  normal.  The  oculist  to  whom  he  was 
referred  reported  a retinal  hemorrhage,  the 
arteries  in  both  grounds  being  like  corkscrews. 
Though  he  could  never  be  induced  to  change 
his  habits  in  any  way,  he  continued  his  work, 
which  was  arduous,  until  cerebral  hemorrhage 
occurred  in  1925,  fourteen  years  later.  De- 
compensation began  in  1916,  four  years  after 
my  first  observation,  and  he  was  kept  digital- 
ized until  his  death.  During  his  last  four 


years,  his  pressure  varied  between  260/140  and 
290/160. 

In  1924,  Wagner  and  Keith,  of  Rochester, 
reported  a study  of  thirteen  cases,  which  they 
designated  malignant  hypertension.  These  pa- 
tients were  referred  to  their  service  with  the 
diagnosis  of  acute  glomerular  nephritis.  Their 
ages  varied  between  twenty-four  and  thirty- 
nine,  and  the  duration  of  noticeable  symptoms, 
from  a few  months  to  three  years.  They  were 
found  to  have  diffuse  vascular  disease  without 
renal  involvement,  and  were  accompanied  by 
weakness,  loss  of  weight,  cerebral  symptoms, 
and  accidents,  continued  high  blood  pressure 
and  very  severe  neuro-retinitis.  In  age  inci- 
dence, history,  and  clinical  and  laboratory  find- 
ings they  conformed  to  the  usual  description 
of  severe  essential  hypertension.  The  out- 
standing feature  of  them  all  was  the  severe 
hemorrhagie  and  exudative  neuro-retinitis,  ac- 
companied by  marked  retinal  arteriosclerosis. 
The  determining  factor  in  the  production  of 
the  neuro-retinitis  is  not  known,  and,  once  es- 
tablished, it  is  but  little  influenced  by  treat- 
ment. If  the  patient  survives  long  enough, 
the  retinitis  may  subside,  the  effect  on  vision 
depending  upon  the  amount  of  retinal  and 
optic  atrophy.  One  patient  in  this  group  died 
while  under  observation,  and  at  autopsy  there 
were  found  bilateral  cerebral  hemorrhage, 
moderate  cardiac  hypertrophy,  and  marked 
generalized  arteriosclerosis. 

Johnson  and  Adams  report  the  occurrence 
of  malignant  hypertension  in  a girl  of  fifteen, 
in  whom  the  findings  were  virtually  identical 
with  those  described  by  Wagner  and  Keith. 

A characteristic  feature  of  all  the  reported 
cases  of  this  type  of  the  disease  found  in  the 
literature  has  been  the  generalized  arterio- 
sclerosis with  fixation  of  blood  pressure.  By 
“fixation”  is  meant  that  the  pressure  is  very 
slightly,  if  at  all,  affected  by  the  application 
of  the  usual  means  for  its  control,  such  as  rest, 
nitrites,  sedatives,  hot  baths  or  liver  extract. 
When  it  occurs,  it  indicates  arteriosclerosis,  in- 
volving the  splanchnic  area.  As  a rule,  it  is  a 
late  occurrence  in  the  benign  type  of  hyperten- 
sion, and  the  time  of  its  appearance  may  be 
used  as  an  index  to  the  severity  of  the  disease. 
In  the  malignant  type  it  appears  early. 

Hirschfelder  says:  “An  increase  in  blood 
pressure  is  indeed  the  rule  in  arteriosclerosis, 
although,  as  Hasenfeld  has  pointed  out,  it  oc- 
curs only  in  persons  whose  sclerosis  involves 
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the  splanchnic  arteries.  Neither  increase  in 
blood  pressure  nor  hypertrophy  of  the  heart 
necessarily  occurs  in  patients  where  these  ves- 
sels are  not  involved”.  Bishop  says  that  in 
arteriosclerosis,  hypertension  does  not  occur 
without  involvement  ‘‘below  the  diaphragm”. 

In  an  article  describing  the  effect  of  liver 
extract  on  hypertension,  Major  cites  the  case 
of  a man  whose  pressure  did  not  respond  to 
the  extract,  and  who  died  while  under  obser- 
A-ation.  Autopsy  disclosed  intense  arterio- 
sclerosis of  the  splanchnic  vessels. 

While  a consideration  of  essential  hyperten- 
sion is  not  supposed  to  include  either  arterio- 
sclerosis or  nephritis,  clinically,  it  is  almost 
impossible  to  avoid  some  mention  of  them. 
These  two  conditions  with  cardiac  hyper- 
trophy are  the  usual  terminal  results  of  the 
disease  and  their  pathology  is  its  only  known 
pathology.  , 

Christian  says,  “Very  probably,  these  three 
conditions  are  often  mingled  in  the  same  pa- 
tient, and  it  is  not  possible,  from  autopsy  evi- 
dence, to  reconstruct  the  type,  sequence,  and 
progression  of  lesions”. 

Johnson  and  Adams,  of  Rochester,  so  fre- 
quently quoted  in  this  paper,  make  use  of  the 
following  routine  in  determining  the  type  of 
hypertension : 

First — The  patient  is  kept  in  bed,  as  quiet 
and  tranquil  as  possible,  for  three  days. 

Second — Sodium  nitrite,  gr.  y2,  is  given 
every  hour  for  six  doses. 

Third — Luminal,  gr.  y2 , is  given  every  hour 
for  six  doses. 

Fourth — A bath  at  a temperature  of  100° 
to  105°  for  fifteen  minutes  is  given. 

Each  of  these  tests  is  given  on  different  days, 
and  each  day  frequent  blood  pressure  readings 
are  taken  as  an  index  to  the  response  to  each 
test.  Eye  ground  and  cardiac  changes  also 
are  taken  into  account. 

Fluctuation  of  blood  pressure  is  the  real  cri- 
terion by  which  they  are  judged,  which  indi- 
cates that  the  severity  and  seriousness  of  the 
disease  is  determined  largely  by  the  extent  of 
arteriosclerosis. 

The  termination  of  hypertensive  disease,  in 
the  majority  of  cases,  is  by  one  of  three 
catastrophies:  heart  failure,  cerebral  hemor- 
rhage, or  uremia. 

Christian  says  that  of  131  cases  of  high 
blood  pressure  occurring  under  his  observa- 
tion, 25  per  cent  died  of  cerebral  accident,  32 


per  cent  of  cardiac  failure,  4 y2  per  cent  of 
uremia  and  25  per  cent  of  something  that  had 
nothing  to  do  with  high  blood  pressure.  Of 
thirty-six  cases  occurring  under  the  writer’s 
observation,  in  the  past  ten  years: 

15 — (412/3%)  died  of  cerebral  accident. 

3 —  ( 81/3%)  died  of  cardiac  failure  (de- 
compensation). • 

8 — (22  2/9%)  died  of  angina. 

4 —  (11  1/9%)  died  of  coronary  occlusion. 

4 — (11  1/9%)  died  of  uremia, 

2 — ( 5 5/9%)  died  of  bronchopneumonia. 

If  these  figures  even  approximately  indicate 
the  most  frequent  termination  of  hyperten- 
sive disease,  they  show  that  more  than  half  of 
our  patients  having  it  will  die  as  a direct  re- 
sult of  arterial  and  myocardial  degeneration. 

If  we  bear  in  mind  that  their  lives  and  safety 
depend  upon  its  early  recognition,  and  that, 
once  established,  the  removal  of  every  possible 
focus  of  infection  may  prevent  or  retard  the 
development  of  myocardial  disease  or  arterio- 
sclerosis, we  will  have  learned  a primary  les- 
son in  the  prevention  of  a great  human  catas- 
trophe. 

413-417  Medical  Arts  Building. 


ALBUMINURIA  IN  RELATION  TO  DIS- 
EASE OF  THE  TONSILS— A 
FURTHER  REPORT.* 

By  CLARENCE  PORTER  JONES.  M.  D.,  F.  A.  C.  S., 
Newport  News,  Va. 

Before  a meeting  of  this  Society  which  was 
held  in  the  Spring  of  1924,  Ave  reported  nine 
cases  as  haA’ing  been  relieved  of  albuminuria 
by  remoAung  diseased  tonsils,  the  only  excep- 
tion being  a woman  who  had  a small  goitre  to 
deArelop  seA^eral  months  later,  resulting  in  a 
return  of  albuminuria.  After  an  operation 
for  relief  of  this  thyroid  enlargement,  how-  i 
eA^er,  the  albuminuria  disappeared  and  she  has  | 
remained  albumin  free.  All  these  nine  eases  i 
occurred  in  the  year  1923. 

We  noAv  Avish  to  report  thirteen  additional 
cases  occurring  during  the  year  1924,  which 
we  feel  is  of  some  ATalue  as  a most  intensiAre 
study  was  made  in  each  case,  and  the  fact  that 
all  happen  to  be  aliAre  and  albumin  free  at  this 
time,  over  two  years  having  elapsed. 

In  our  report  made  in  1924,  we  said : “It 
is  quite  commonly  conceded  by  physicians  that 
albuminuria  may  occur  in  almost  any  acute 
disease,  especially  in  the  exanthematous  feA'ers 

•Read  before  the  Walter  Reed  Medical  Society,  at  Yorktown, 
Va..  May  26,  1927. 
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of  childhood.  Even  frank  nephritis  is  not  an 
unusual  complication  of  acute  infections;  in 
fact,  it  occurs  quite  frequently  after  scarlatina, 
diphtheria  and  other  diseases.  However,  phy- 
sicians have  not,  as  a rule,  given  general  recog- 
nition to  the  possibility  of  renal  changes  in 
nasopharyngeal  infection,  especially  tonsillitis. 
In  1910,  H.  W.  Loeb1  directed  special  atten- 
tion to  the  fact  that  acute  nephritis  is  a fre- 
quent sequel  of  tonsillitis,  although  this  is  often 
overlooked  by  the  majority  of  practitioners.  He 
made  a very  careful  study  of  the  available 
literature  at  that  time,  recording  Leydens’s  ob- 
servation (1891)  of  the  possibility  of  nephri- 
tis after  angina,  and  Thouvenet’s  reported 
case  (1894)  of  marked  albuminuria  ten  days 
after  the  onset  of  acute  lacunar  tonsillitis. 
John  Lovett  Morse,  Emil  Mayer,  Herrick. 
Friedrich,  Mueller,  Curschmann  and  numerous 
other  authors  had  recognized  the  occurrence  of 
nephritis  after  simple  acute  tonsillitis.  Adler2 
has  even  recorded  the  statement  that  a form 
of  nephritis  occurs  in  at  least  seventy-five  per 
cent  of  all  cases  of  pure  tonsillitis. 

“With  the  inauguration  of  the  intensive 
studies  of  focal  infection  in  relation  to  sys- 
temic disorders  the  tonsils  soon  became  the  ob- 
ject of  almost  universal  suspicion  as  probably 
the  most  common  avenue  of  infection.  Frank 
Billings3  recognized  clearly  the  etiologic  rela- 
tion of  nasopharyngeal  infections  to  arthritis 
and  nephritis.  This  subject  has  been  empha- 
sized also  by  Shambaugh4,  who  stressed  par- 
ticularly the  possibility  that  tonsil  stumps, 
however  small,  may  be  productive  of  nephritis 
and  rheumatism.  Smith  and  Bailey5  reported 
three  cases  that  demonstrate  the  close  relation- 
ship between  tonsillar  and  renal  infections.  In 
the  presence  of  chronic  disease  of  tonsils  with 
acute  nephritis  or  pyelonephritis,  they  recom- 
mend immediate  tonsillectomy  for  the  purpose 
of  preventing  permanent  organic  injury. 
Cautlv6  has  cited  two  cases.  One  of  his  pa- 
tients was  observed  for  almost  three  years,  after 
decapsulation  of  one  kidney  had  been  per- 
formed because  of  persistent  albuminuria,  ana- 
sarca and  ascites.  Subsequent  transitory  im- 

1. Loeb,  H.  W. : Acute  Nephritis  Following  Acute  Tonsillitis. 
Trans.  Amer.  L.,  R.,  and  O.  Soc.,  1910 ; also  Jour.  A.  M.  A., 
Nov.  12,  1910. 

2.  Adler,  L. : Remarks  on  Some  General  Infections  Through 
the  Tonsils.  N.  Y.  Med.  Jour.,  March  31,  1906. — Quoted  from 
Loeb. 

3.  Billings,  Frank : Chronic  Focal  Infections  and  Their 
Ftiologic  Relation  to  Arthritis  and  Nephritis.  Arch.  Int.  Med., 
1912. 

4.  Shambaugh,  G.  E.  : Trans.  Amer.  Rhinol.  Assn.,  1913. 

5.  Smith,  D.  L.,  and  Bailey,  W. : Arch.  Pediat.,  Aug.,  1923. 

6.  Cautly,  E. : The  Kidneys  and  Tonsillar  Infections,  Arch. 

Pediat.,  Feb.  1923. 


provement  Was  ascribed  to  the  operation,  but 
recurrence  took  place,  with  edema  of  the  legs 
and  massive  albuminuria.  This  “flare-up”  was 
ascribed  to  septic  tonsils.  Within  a month  after 
enucleation  of  the  tonsils  the  albuminuria  dis- 
appeared  ancTthe  patient  subsequently  enjoyed 
good  health.  Bumpus  and  Meisser7  report.  “It 
is  our  custom  to  have  tonsillectomy  performed 
in  all  cases  in  which  the  urinary  infection  may 
be  reasonably  believed  to  be  of  focal  origin. 
Since  we  have  adopted  this  procedure,  a sur- 
prisingly large  number  of  apparently  negative 
tonsils  has  been  found  to  hide  deep-seated  viru- 
lent infections.”  Herman  C.  Bumpus8  points  out 
that  the  deeply  buried  tonsil  is  the  most  dan- 
gerous, as  absorption  from  the  crypts  is  easy; 
that  the  large  tonsil,  although  infected,  drains 
its  noxious  exudates  and  bacteria  into  the 
throat,  which  are  swallowed  to  bathe  the  gas- 
tric and  intestinal  mucosa.  We  had  the  bene- 
fit of  careful  laboratory  studies,  including 
urinalysis,  in  every  case  of  tonsillitis  in  a large 
series,  in  adults  as  well  as  children.  Immedi- 
ately after  an  attack  of  acute  tonsillitis,  albu- 
min was  found  in  over  forty  per  cent  of  our 
eases,  albumin  ancT  pus  cells  in  more  than 
twenty-five  per  cent,  and  albumin,  pus  cells 
and  casts  in  over  five  per  cent.  In  the  last 
class  of  cases,  there  was  always  a history  of 
more  than  one  previous  attack.  If  tests  for 
albuminuria  or  for  evidences  of  hematuria 
were  made  systematically  by  laryngologists  in 
every  case  of  tonsillar  infection,  it  is  more  than 
probable  that  Adler’s  statement  that  renal  dam- 
age occurs  in  seventy- five  per  cent  of  all  cases 
will  not  prove  an  exaggeration. 

The  Silent  Tonsil 

The  mere  presence  of  the  tonsils  may  often 
be  considered  a determining  cause  of  renal  in- 
volvement in  nasopharyngeal  infection.  Be- 
cause of  their  general  structure,  their  crypts 
and  recesses,  the  tonsils  offer  an  excellent  refuge 
for  pathogenic  micro-organisms.  Undoubtedly 
the  tonsillar  and  other  lymphoid  tissue  of  the 
pharynx  plays  a defensive  role  against  local 
and  general  infection,  but  it  has  been  definitely 
proved  also  that  it  serves  as  a portal  of  entry 
for  systemic  invasion  by  virulent  bacteria.  The 
etiologic  relationship  of  the  tonsils  to  renal 
disease,  including  nephritis  and  pyelonephritis, 

7.  Bumpus,  Herman  C.,  Jr.,  and  Meissen,  John  G. : Foci  of 
Infection  in  Cases  of  Pyelonephritis.  Jour.  A.  M.  A.,  Nov.  2, 
1921. 

8.  Bumpus,  Herman  C.,  Jr.:  Certain  Aspects  of  Focal  In- 
fections Commonly  Misunderstood.  Med.  Jour,  and  Rec.,  April 
2.  1924. 
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need  not  necessarily  be  evidenced  by  tonsillar 
hypertroph}\  If  diseased,  any  tonsil  or  ton- 
sillar remnant,  no  matter  how  small,  may  pro- 
voke systemic  complications  that  lead  to  renal 
changes.  In  the  final  analysis,  the  kidneys  are 
primarily  excretory  organs,  serving  as  filters 
for  inorganic  salts  as  well  as  organic  detritus, 
including  bacterial  products.  The  patients 
often  have  a septic  appearance,  are  in  a gen- 
eral run  down  condition,  and  often  complain 
of  stiffness  in  the  neck  during  deglutition. 
There  is  usually  some  enlargement  of  the  sen- 
tinel gland.  Inspection  of  the  pharynx,  dis- 
closes that  the  anterior  pillar  is  darker  in  color 
than  the  other  pharyngeal  structures  and  is 
firmly  adherent  to  the  tonsil.  The  surface  of 
the  tonsil  is  more  or  less  smooth,  the  crypt 
mouths  being  very  small  and  difficult  to  locate. 
The  crypts  contain  considerable  retained  secre- 
tion under  pressure.  The  tonsil  is  light  in 
color,  for  its  surface  is  bathed  in  a white  filmy 
substance  like  very  thick  saliva.  To  such  a 
tonsil  in  our  former  report,  we  assigned  a name 
“Silent  Tonsil.”  We  see  no  reason  to  change 
the  nomenclature.  In  the  presence  of  this  ton- 
sillar finding,  experience  has  demonstrated  that 
we  can  confidently  anticipate  discovering  al- 
buminuria. 

The  thirteen  cases  we  report  occurred  in  our 
clinic  at  the  National  Soldiers  Home,  Southern 
Branch.  Twelve  are  World  War  Soldiers,  and 
one  a woman,  aged  twenty-nine  years.  We 
are  deeply  indebted  to  Doctors  Shillinger, 
Eames,  Cullinan,  Erwin,  Newman.  Woodward, 
and  also  to  Miss  Louise  Brown,  the  laboratory 
technician.  Each  case  had  had  no  history  of 
acute  tonsillitis  of  any  severity,  but  had  had 
persistent  albuminuria  for  at  least  four  months. 
Each  patient  went  through  the  same  routine 
of  intensive  study,  having  been  examined  by 
men  who  are  most  competent  in  their  respective 
fields,  internist,  neuro-psychiatrist,  cardiolo- 
gist, genito-urinologist,  surgeon,  roentgenolo- 
gist, etc.  A complete  laboratory  examination, 
including  for  malaria,  blood  sugar  and  Wasser- 
mann,  had  also  been  made,  as  well  as  complete 
X-ray  studies  with  particular  reference  to  teeth 
and  nasal  sinuses.  Also,  in  the  study  of  these 
patients  there  was  an  eye  single  for  any  sus- 
picion of  gall-bladder  or  any  gastro-intestinal 
disorder.  If  there  remained  in  the  minds  of 
any  of  these  examiners  any  suspicion  of  any 
additional  focus,  the  case  was  ruled  out.  This 
series  would  have  been  very  much  longer  had 
not  such  expressions  as  “suspicious  tooth.” 


“shadowy  antrum,”  “heart  murmur”,  “possibly 
an  infected  prostate”,  “doubtful  appendix  . 
etc.,  been  made  in  reports  by  these  examiners. 
Therefore,  in  common  parlance,  these  cases 
“came  clean”  or  as  nearly  so  as  it  was  humanly 
possible  to  have  them.  The  urinalysis  showed 
albumin  in  all  cases,  pus  cells  in  seven  cases, 
white  blood  cells  in  considerable  number  in 
four  cases,  and  casts  in  three  cases.  After  ton- 
sillectomy the  urine  was  examined  daily  for 
one  week,  then  every  third  or  fourth  day  until 
albumin  free  urine  was  found  at  two  more  ex- 
aminations, then  again  in  thirty  days.  The 
urine  was  albumin  free,  remaining  so,  in  four 
dairs  in  one  case,  nine  daye  in  one  case,  ten  days 
in  one  case,  eleven  days  in  one  case,  twelve 
days  in  four  cases,  thirteen  days  in  one  case, 
fourteen  days  in  one  case,  sixteen  days  in  one 
case,  eighteen  days  in  one  case,  and  twenty- 
two  days  in  one  case.  Each  case  is  well  and 
has  had  an  urinalysis  within  a year,  which 
proved  albumin  free. 

These  “silent  tonsil”  cases  were  all  submitted 
to  tonsillectomy.  In  each  case,  the  general  pre- 
operative procedure  was  identical.  The  pa- 
tient was  kept  in  bed  for  from  two  to  five 
days,  on  a light  diet  with  plenty  of  water  and 
other  fluids.  On  the  day  of  operation,  thirty 
minutes  before  administration  of  ether,  the  pa- 
tient received  a hypodermic  injection  of  mor- 
phin.  y8  to  % grain,  with  atropin.  1/150  grain. 
The  tonsils  were  enucleated  without  undue 
haste,  extreme  care  being  exercised  to  remove 
every  vestige  of  the  tonsils,  including  any  sub- 
tonsillar  lymphoid  tissue,  and  all  adenoid  vege- 
tations. After  the  operation,  the  patient  was 
kept  in  bed  for  from  three  to  seven  days.  Dur- 
ing this  time  the  urine  was  examined  daily,  and 
an  able  internist  co-operated  in  attending  to 
the  cases.  The  albuminuria  disappeared  com- 
pletely in  from  four  to  twenty-two  da}rs,  and 
repeated  examinations  in  every  case  have  failed 
to  disclose  recurrence  of  the  urinary  symptoms. 
So  far  as  general  physical  improvement  and 
cure  of  albuminuria  are  concerned,  the  results 
have  been  perfect  in  all  patients. 

Conclusions 

1.  Routine  tests  will  disclose  the  presence  of 
albuminuria  or  other  evidences  of  nephritis  in 
the  majority  of  cases  of  acute  tonsillitis  or 
other  tonsillar  infections. 

2.  In  cases  of  albuminuria  of  doubtful  ori- 
gin, careful  examination  of  the  pharynx  may 
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often  determine  the  etiologic  relationship  of 
diseased  tonsils. 

3.  Hypertrophy  or  severe  inflammation  of 
the  tonsils  is  not  necessarily  an  index  of  the 
etiologic  relationship  of  the  pharyngeal  lym- 
phoid tissue  to  renal  involvement.  Even  small 
tonsils  or  a mild  attack  of  tonsillitis  may  pro- 
voke marked  nephritis. 

4.  Thorough  enucleation  of  the  tonsils,  in- 
cluding the  subtonsillar  lymphoid  tissue  and 
adenoid  vegetations,  assures  the  prompt  cure 
and  prevents  the  recurrence  of  the  related  al- 
buminuria. 

3117  West  Avenue. 


SOME  REMARKS  ON  THE  TREATMENT 
OF  INFECTIONS  AND  INJURIES  OF 
THE  EXTREMITIES  WITH  SPECIAL 
REFERENCE  TO  THE  USE  OF 
PHYSIOLOGICAL  SALT 
SOLUTION.* 

By  RAY  A.  MOORE,  M.  D„  Phenix,  Va. 

It  is  with  some  hesitation  that  I advocate 
a procedure  so  simple  in  application  and  so 
obviously  indicated  from  the  nature  of  the 
case  that  it  may  be  already  a routine  and 
general  method  of  practice. 

However,  I am  emboldened  to  bring  this 
matter  to  your  attention  for  several  reasons: 
first,  it  may  have  been  overlooked  on  account 
of  its  very  simplicity,  for  it  is  a trait  of  hu- 
man nature  to  neglect  the  simple  though  effi- 
cacious means  to  an  end  while  looking  for  the 
more  spectacular  though  it  may  be  the  less  ef- 
fective; second,  I want  to  emphasize  the  im- 
portance of  attention  to  some  of  the  smaller 
details  in  the  treatment  of  this  condition.  At- 
tention to  detail  is  an  important  thing,  often 
overlooked  anyway,  and  especially  too  often 
overlooked  in  the  treatment  of  infections  and 
minor  injuries  of  the  extremities;  third,  it 
suggests  and  involves  a review  of  the  pathol- 
ogy of  inflammation  and  the  physiology  of 
regeneration — a biologic  study  that  is  always 
profitable  to  us.  And  finally,  an  experi- 
ence of  eighteen  years  in  which  I have  used 
this  method  as  a routine  has  convinced  me  of 
its  usefulness. 

The  treatment  consists  in  immersing  the  part 
in  physiological  salt  solution — 9 parts  sodium 
chloride  to  1,000  parts  of  distilled  water,  or, 
for  practical  purposes,  one  drachm  of  salt  to 
one  pint  of  boiled  water.  The  solution  should 

•Presictemt's  address  before  the  South  Piedmont  Medical 
Society,  November,  1924. 


be  as  hot  as  can  be  borne  in  treating  an  in- 
fection  and  a little  above  body  temperature 
when  used  to  aid  regeneration  and  repair. 
This  soaking  is  kept  up  from  twenty  to  thirty 
minutes  with  the  part  in  a dependent  posi- 
tion. Then  it  is  elevated  at  an  angle  of  ap- 
proximately 45°  and  massaged  gently  down- 
ward for  the  same  length  of  time.  Then  the 
dressing  is  applied  and  the  part  kept  slightly 
elevated.  This  should  be  done  twice  in  the 
twenty-four  hours  in  mild  cases  and  four  to 
six  times  in  severe  infections. 

At  first  glance,  this  procedure  may  seem 
merely  a means  of  producing  hyperemia. 
This  alone  would  make  it  worthy  of  consider- 
ation, for,  as  Horsley  says  (Operative  Surg- 
ery, Page  30),  “Hyperemia  is  connected  in 
one  way  or  another  with  all  surgical  questions 
wffiether  they  concern  treatment  of  inflamma- 
tion or  repair  of  a wound.”  But  a study  of 
the  question  will  show  that  this  is  not  its  only 
advantage. 

This  treatment  is  wholly  applicable  only 
to  infections  and  injuries  of  the  extremities, 
but  when  we  consider  the  proportions  of  such 
injuries  here  to  other  parts  of  the  body,  the 
treatment  is  not  so  much  limited  after  all. 
But  before  proceeding  further,  I shall  report 
a few  illustrative  cases. 

Case  /.  Farmer,  aged  30.  Gave  history  of 
having  jumped  from  a moving  passenger 
train  three  days  previously,  falling  and  split- 
ting the  palm  of  his  hand  wide  open.  The 
wound  had  been  sutured  and  bandaged  tight 
and  untouched  until  I saw  it.  The  hand  and 
the  forearm  were  in  a strut,  pitting  on  pres- 
sure as  far  as  the  elbow.  His  temperature 
was  103,  and  pulse  110,  and  the  picture  that 
of  the  onset  of  a severe  infection.  There  was 
a yellow  exudate  but  no  pus  from  the  wound 
which  gaped  between  the  sutures.  I cut  the 
sutures,  allowing  the  wound  freer  drainage 
(though  it  wafe  draining  very  w'ell  at  the 
time),  and  immersed  his  arm  in  a hot  normal 
salt  solution,  gently  massaging  downward 
and  adding  hot  water  and  salt  as  necessary,, 
imtil  his  hand  and  arm  looked  shrivelled.  I 
probably  kept  this  up  for  an  hour  or  more  as 
it  caused  such  relief  from  the  pain  and  such 
a noticeable  disappearance  of  the  edema.  T 
then  dried  the  arm  by  stroking  from  the  hand 
towards  the  elbow,  and  elevated  it.  1 figured 
that  the  heat,  and  the  solvent  and  cleansing 
power  of  the  saline  solution  had  gotten  rid 
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of  most  of  the  poison  then  formed,  and  next 
I wanted  to  scatter  the  remnant  out  through 
the  system  where  there  would  be  no  locality 
of  deadly  activity  from  the  infection,  be- 
cause the  phagocytic  cells,  finding  the  enemy 
well  scattered,  could  easily  overcome  them. 
This  was  about  5 P.  M.  The  case  looked  so 
had  that  I did  not  allow  the  man  to  go  home, 
hut  had  him  repeat  this  soaking,  as  above, 
again  that  night  and  the  next  morning,  when 
the  picture  was  an  entirely  different  one. 
The  hand  and  arm  were  nearly  normal  in  size, 
there  was  no  pitting  on  pressure,  except  a 
little  on  the  hack  of  the  hand,  temperature 
practically  normal,  and  the  patient  perfectly 
comfortable.  The  treatment  was  kept  up 
twice  a day  until  the  wound  had  healed.  Of 
course,  I do  not  mean  to  claim  that  the  use 
of  the  salt  solution  was  entirely  responsible 
for  the  results,  but  simply  that  it  had  an  im- 
portant part  in  it.  Other  details  in  the  treat- 
ment of  this  case  were,  in  brief : cutting  the 
sutures,  removing  the  tight  dressing,  keeping 
clean  dressings  applied,  giving  the  patient  a 
brisk  cathartic,  attention  to  diet,  etc. 

The  case  reported  illustrates  the  greater 
number  of  cases  seen  by  the  general  practi- 
tioner, and  the  procedure  used  can  he  ap- 
plied equally  Avell  whether  it  is  an  open  or 
a closed  wound.  This  report  also  illustrates 
cases  where  the  patient’s  resistance  is  good, 
and  where  pus  readily  forms  and  is  easily 
evacuated.  The  treatment  under  discussion 
is  very  useful  in  such  cases,  but  it  is  much 
more  useful  and  well  nigh  indispensable  in 
those  cases  of  inflammation  where  you  have 
the  swelling  and  edema  with  little  or  no  pus 
formation.  I want  partially  to  report  a case 
to  illustrate  that  condition. 

Case  II.  Farmer,  aged  54,  came  to  my 
office  the  morning  of  May  17,  1924,  stating 
that  he  had  been  bitten  at  5 P.  M.  the  day  be- 
fore by  a “copper  head,”  both  fangs  of  the 
snake  passing  through  the  index  finger  of 
his  right  hand.  Hand  and  arm  were  swollen 
and  edematous,  and  the  bitten  finger  purple. 
Since  midnight  he  had  been  suffering  agoniz- 
ing pain  all  over  the  body  and  especially  in 
the  axilla  of  that  side.  He  had  “just  walked 
the  floor  all  night”,  as  he  expressed  it.  He 
-was  so  weak  and  nauseated  (shocked)  that 
I had  to  put  him  to  bed  until  late  in  the  after- 
noon. before  he  was  able  to  go  home.  I used 
hot  saline  and  hot  permanganate  of  potash 


solutions  alternately  that  day,  the  latter  seem- 
ing to  give  more  relief  from  pain.  I heated 
him  up,  gave  him  whiskey,  strychnine  and 
other  symptomatic  treatment,  as  indicated, 
and  administered  anti-streptococcic  vaccine. 
The  condition  cleared  up  very  well  in  a week 
or  ten  days,  except  that  the  finger  turned 
black  and  looked  like  it  was  <min<r  to  slough 
off.  We  continued  the  use  of  the  saline  soak- 
ings  three  or  four  times  a day,  as  already  de- 
scribed. After  ten  days  or  two  weeks  the 
hall  of  the  finger  sloughed  off,  leaving  the 
bone  exposed  in  front,  hut  the  hack  of  the 
finger  intact,  though  still  dark,  giving  the 
finger  somewhat  the  appearance  of  a hawk's 
bill.  By  this  time  I had  taught  the  man  the 
use  of  the  saline  solution  and  of  protective 
dressings,  so  I told  him  to  keep  them  up  and 
had  him  report  occasionally.  It  was  re- 
markable how  rapidly  the  finger  filled  in.  I 
saw  the  patient  about  a week  ago.  He  had 
a complete  finger,  plus  a little  projection  in 
front  of  the  nail.  I believe  that  this  treat- 
ment— heat,  salt  solution,  changing  positions, 
etc.,  persisted  in  as  it  was,  saved  that  man  a 
finger.  I might  add  here  that  he  lost  only 
about  ten  days  from  his  work. 

I want  to  report  one  other  case  which  il- 
lustrates a type  of  cases  in  which  this  treat- 
ment is  especially  applicable. 

Case  III.  R.  W.,  girl,  aged  12.  Saw  her 
about  an  hour  after  she  had  cut  through  the 
last  phalangeal  joint  of  index  finger  of  right 
hand,  completely  severing  the  finger  and  leav- 
ing it  swinging  by  a narrow  piece  of  skin  on 
the  inner  lateral  aspect  of  the  finger.  The 
end  of  the  finger  was  cold  and  apparently 
lifeless.  I soaked  that  hand  (and  finger)  in 
warm  saline  solution  for  an  hour  before  su- 
turing it  hack  in  place.  In  dressing  it  I first 
ran  a strip  of  rubber  mesh  over  the  end  of 
the  finger  and  strapped  it  to  the  finger  with 
adhesive  above  the  injury  in  such  a way  as 
to  hold  the  cut-off  finger  in  place  and  yet  not 
prevent  free  access  to  it.  Next  a thin  layer 
of  gauze  was  loosely  applied  and  that  finger 
immobilized  with  a splint.  In  this  way  the 
stimulus  for  the  lymph  is  provided  with  the 
gauze,  while  the  rubber  or  parawax  prevents 
its  attachment  and  thereby  saves  the  tearing 
away  of  the  granulating  cells.  This  much  of 
the  dressing  was  allowed  to  remain  until  some 
union  had  taken  place,  the  dressings  down  to 
this  bein<r  remoATed  for  treatment.  For  four 
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or  five  clays  I used  the  saline  soakings  once  a 
day  and  had  the  patient  keep  the  dressing 
wet  with  saline  during  the  interim.  Hot  wa- 
ter bags  continuously  applied  kept  up  heat 
in  the  part  until  the  circulation  was  re-estab- 
lished. The  severed  part  of  this  finger 
sloughed  off  very  much  like  that  of  Case  II, 
but  regeneration  was  much  more  rapid.  Re- 
covery was  complete. 

This  case  illustrates  some  very  important 
details  in  the  treatment  of  infections  and  in- 
juries of  the  extremities.  It  is  perfectly  won- 
derful to  see  what  nature  will  do  in  the  way 
of  repair  if  you,  by  a carefid  application  of 
biologic  principles,  first,  see  that  she  is  not 
obstructed  or  interfered  with,  and,  in  the 
second  place,  assist  here  in  any  way  you  can. 
Protective  dressings  may  be  used  in  such  a 
way  as  to  stimulate  lymph  (the  layer  of 
gauze),  prevent  granulations  from  being  de- 
stroyed (parawax,  rubber  mesh,  etc.)  and  to 
a large  extent  do  away  with  discomfort.  Air 
and  sunshine  are  very  helpful.  I often  use 
some  form  of  muzzle  with  one  thickness  of 
gauze  or  wire  mesh  which  does  not  keep  out 
sunlight  and  air.  Again,  I sometimes  have 
the  patient  hold  the  part  in  the  sunlight  with 
all  dressings  removed.  This  is  very  useful 
when  the  wound  drains  too  freely  because  of 
friction  from  the  dressings.  Variety  furn- 
ishes a stimulus  here,  as  elsewhere. 

Summary 

In  concluding,  let  us  keep  in  mind  the  fact 
that  we  are  discussing,  as  an  entity,  heat, 
physiological  salt  solution  and  the  utilization 
of  the  laws  of  gravitation.  You  might  ask, 
why  not  use  some  other  drug  in  the  place  of 
sodium  chloride.  The  advantages  of  natural 
salt  solution  are,  briefly : it  is  always  avail- 
able, it  is  cheap,  is  non-toxic,  is  a solution 
practically  isotonic  with  the  blood,  is  as  good 
as  any  antiseptic  we  have,  and  at  the  same 
time  does  not  injure  tissue. 

Modus  Operandi : 

(a)  Relieves  pain  by  relieving  the  tension 
in  the  tissues. 

(b)  Furnishes  heat — directly  (the  hot  sal- 
ine) and  indirectly  (the  rush  of  blood  to  the 
part). 

(c)  Stimulates  resistance  by  bringing  a 
fresh  blood  supply  to  the  part  (blood  is  the 
enemy  of  bacteria),  by  increasing  leukocyto- 
sis and  by  decreasing  relative  number  of  in- 
vaders to  defenders. 


(d)  Supports  the  general  and  local  circu- 
lation by  promoting  and  increasing  the  cir- 
culation of  blood  and  lymph  through  the  part. 

(e)  Encourages  elimination,  as  above  ex- 
plained, by  increasing  the  direct  evacuation 
of  pus,  and  by  enhancing  the  resistant  power 
of  the  part. 

(f)  Encourages  and  aids  regeneration  and 
repair  by  furnishing  nourishment  from  with- 
out as  well  as  from  within,  by  clearing  away 
excess  material  that  might  promote  the 
growth  of  bacteria,  by  cleansing  the  granu- 
lation surfaces  without  inhibiting  the  growth 
of  new  cells,  or  destroying  them. 

Reference. 

McGuire.  Principles  of  Surgery. 


ACUTE  EAR  CONDITIONS  IN  GENERAL 
PRACTICE.* 

By  H.  D.  GILMER,  M.  D.,  Hagerstown,  Md. 

When  your  president  invited  me  to  appear 
before  your  Society,  he  stipulated  that  I could 
present  a subject  of  my  own  choosing.  Natu- 
rally, I chose  something  in  keeping  with  my 
own  line  of  work. 

I understand  that  you  have  a very  full  pro- 
gram today  so  I will  try  to  come  quickly  to 
the  point  and  not  tire  you. 

My  intention  is  to  give  you  a short  practical 
talk,  something  that  may  be  of  assistance  to 
you  in  your  every-day  work,  rather  than  tire 
you  with  technicalities  and  statistics. 

I am  glad  that  I was  once  a country  doc- 
tor, and  I know  their  short-comings  as  well 
as  their  virtues.  In  general  practice  I had 
experience  that  I could  not  have  gotten  else- 
where and  that  experience  has  been  very  val- 
uable to  me  in  my  special  work.  In  fact,  I 
believe  every  man  taking  up  special  work 
should  have  had  some  experience  in  general 
practice,  for  so  much  depends  upon  the  gen- 
eral condition  of  the  patient. 

I want  to  talk  to  you  today  in  regard  to 
“Acute  Ear  Conditions  in  General  Practice,” 
and,  to  do  this  more  clearly  it  might  be  well 
to  consider  briefly  the  anatomy  of  the  ear. 

The  ear  is  divided  for  study  into  three  parts, 
the  external  ear,  middle  ear  and  internal  ear. 
The  large  expanded  part,  or  pinna,  and  the 
external  auditory  canal  comprise  the  external 
ear.  The  external  auditory  canal  is  about  an 
inch  and  a quarter  long  and  extends  forward 
and  inward  to  the  membrana  tympani,  or  ear 

•Read  by  invitation  before  the  Warren,  Rappahannock  and 
Page  Medical  Society,  in  Front  Royal,  Va.,  April  19,  1927. 
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drum.  A normal  ear  drum  is  pearly  and 
translucent,  with  a triangular  bright  spot, 
known  as  the  reflex  cone  of  light. 

The  middle  ear  is  a small  cavity  located  be- 
tween the  inembrana  tympani  and  internal 
ear,  and  contains  the  small  ossicles,  the  mal- 
leus, incus  and  stapes.  These  small  bones  form 
a chain,  and  transmit  the  sound  vibrations 
from  the  drum  to  the  oval  window  in  the  in- 
ternal ear.  The  middle  ear  has  two  openings, 
the  Eustachian  tube  and  the  aditus  ad  antrum. 
The  Eustachian  tube  gives  ventilation  and 
drainage  to  the  middle  ear  and  equalizes  the 
atmospheric  pressure.  This  is  often  inter- 
fered with  bv  enlarged  tonsils  and  adenoids. 
The  upper  part  of  the  middle  ear  is  known  as 
the  attic,  and  from  this  there  is  a small  open- 
ing, the  aditus  ad  antrum,  leading  to  the  mas- 
toid antrum.  The  mastoid  antrum  is  the  larg- 
est of  the  mastoid  cells,  is  situated  above  and 
behind  the  external  auditory  canal,  and  com- 
municates with  other  numerous  cells  scattered 
throughout  the  mastoid  bone.  These  cells  are 
rail  lined  with  mucous  membrane,  as  in  the 
middle  ear.  This  will  show  you  that  any  in- 
fection of  the  naso-pharynx  may  easily  travel 
up  the  Eustachian  tube  to  the  middle  ear  and 
into  the  mastoid  cells. 

The  internal  ear,  or  labyrinth,  contains  the 
vestibule,  semi-circular  canals  and  organ  of 
Corti,  the  essential  organ  of  hearing. 

Every  general  practioner  should  be  able  to 
look  into  an  ear  and  get  a fairly  good  idea 
of  the  condition  there  in.  With  the  electric 
otoscope  or  reflected  light,  it  is  quite  easy  to 
look  into  an  ear.  Take  every  opportunity 
you  have  to  look  in  ears  and  you  will  soon  be 
.able  to  distinguish  between  the  normal  and 
abnormal.  Your  first  experience  will  prob- 
ably be  with  cerumen,  or  ear  wax.  Provide 
yourself  with  a good  ear  syringe  and  it  will 
be  one  of  your  best  investments.  With  this 
and  warm  water  the  wax  may  be  easily  re- 
moved unless  it  has  become  hardened  and  dry ; 
then  you  have  a different  proposition.  If  you 
do  not  succeed  after  a reasonable  effort,  have 
the  patient  use  peroxide  or  glycerine  for  a 
/day  or  two  and  come  back  for  another  trial. 
Alter  you  think  you  have  it  all  out,  look  into 
the  ear  to  be  sure;  then  dry  the  ear  of  water 
before  you  let  him  go.  Do  not  attempt  to 
remove  wax  with  a spoon  or  probe,  as  you  will 
be  apt  to  cause  pain  and  injure  the  canal  wall. 

.A  patient  will  often  come  to  you  in  great 
alarm  and  for  urgent  relief;  a bug  or  fly  has 


gotten  into  the  ear.  Pour  in  a little  sweet  oil 
and  in  a few  minutes  you  can  syringe  it  out. 
In  syringing  out  ears  be  careful  of  the  tem- 
perature of  the  water;  if  too  hot  or  too  cold 
the  patient  will  become  dizzy.  The  water 
shomd  be  just  comfortable  to  the  touch. 

Most  any  foreign  substance  may  be  washed 
from  the  ear  unless  it  is  a grain  of  corn  or 
bean  which  has  become  swollen  or  wedged. 

Furunculosis  of  the  external  auditory  canal 
is  a condition  you  will  see  quite  frequently. 
The  patient  will  complain  of  much  pain  in  the 
side  of  head  and  in  movement  of  the  auricle. 
This  is  a diagnostic  sign  between  furunculosis 
and  mastoiditis.  In  mastoiditis  the  pain  is 
behind  the  ear  and  occipital.  Patients  with 
chronic  discharging  ears  are  prone  to  ha\e 
furunculosis  of  the  canals;  it  may  also  be 
caused  by  patient  scratching  ears  after  scratch- 
ing hairy  parts  of  body.  Paint  the  canal  with 
5 per  cent  nitrate  of  silver  and  if  the  furuncle 
points,  open  it,  but  be  careful  not  to  make  a 
deep  incision  or  you  may  cause  a perichondri- 
tis. Sometimes  the  furuncles  will  be  quite  per- 
sistent. one  coming  after  another.  In  that  case, 

I find  the  mixed  vaccines  very  effective.  The 
acne  sero-bacterines  answer  the  purpose  very 
well. 

The  most  important  and  most  serious  con-  J 
ditions  you  will  meet  with  are  the  acute  mid- 
dle ear  disease,  for  the  reason  that  they  are  so 
often  neglected  and  mean  so  much  to  the  pa- 
tient. Acute  otitis  media  is  rarely  a disease  t 
per  se,  but  is  most  usually  a complication  of 
some  infection  of  the  throat  or  post-nasal 
space.  AVhv?  Because  you  have  an  open  chan-  i 
nel,  the  Eustachian  tube,  forming  a direct  j 
communication  with  the  middle  ear. 

The  most  common  causes  are  the  acute  infec-  ! 
tious  diseases,  grippe,  measles,  scarlet  fever, 
pneumonia,  acute  tonsillitis  and  sinus  diseases. 
Contributory  or  predisposing  causes  are  en- 
larged tonsils  and  adenoids  and  deflected  nasal 
septi.  Ordinarily  the  ciliated  epithelium  of 
the  Eustachian  tube  will  carry  off  the  secre- 
tions, but  when  the  tube  becomes  swollen  or 
blocked  by  large  adenoids  the  secretions  are 
dammed  back  up  into  the  middle  ear. 

Symptoms. — The  first  symptom  is  usually 
earache,  slight  rise  of  temperature  and  slight 
deafness.  In  children  the  only  sign  you  may 
have  is  restlessness  and  crying.  If  the  ear  is 
examined  at  this  time,  the  drum  will  be' found 
reddened  with  small  vessels  extending  across 
from  the  margin. 
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Some  cases  will  only  advance  to  this  stage 
and  then  clear  up.  If  there  is  no  improve- 
ment in  the  next  few  days,  there  will  be  in- 
creased deafness  and  the  drum  will  be  found 
bulging,  the  reflex  cone  of  light  absent,  and  all 
landmarks  lost.  If  allowed  to  go  on,  it  will 
open  and  discharge  on  its  own  accord,  but  in 
the  meantime  the  infection  may  travel  back 
into  the  mastoid  cells  and  you  will  have  a 
mastoiditis. 

A bulging  inflamed  ear-drum  should  invari- 
ably be  incised  at  once.  Failure  to  do  so  may 
mean  mastoiditis  and  complications  such  as 
lateral  sinus  thrombosis  and  meningitis,  possi- 
bly brain  abscess. 

The  symptoms  of  mastoiditis,  in  the  begin- 
ing,  are  the  same  as  acute  otitis  media  with 
added  tenderness  and  redness  behind  the  ear 
and  occipital  headache.  In  young  children  the 
mastoid  cells  are  not  developed  and  the  mas- 
toid antrum  only  is  involved.  The  cortex  is 
thin  and  often  the  pus  will  break  through 
and  cause  a peri-ostitis  and  sub-periosteal 
abscess.  This  will  cause  the  ear  to  stand  out 
very  noticeably  from  the  side  of  the  head. 

Treatment. — The  patient  should  be  put  to 
bed,  given  a cathartic  and,  if  necessary,  an 
opiate.  Ten  per  cent  carbolic  acid  in  glycer- 
ine should  be  instilled  in  the  ear  every  three 
hours;  sometimes  this  will  suffice.  If  the  drum 
bulges,  it  should  be  incised,  but  it  is  not  neces- 
sary to  incise  all  inflamed  ear  drums,  as  this 
is  often  a part  of  the  general  inflammation  of 
the  naso-pharynx. 

I cannot  urge  you  too  strongly  to  always  ex- 
amine the  ears  of  children  who  have  an  acute 
infectious  disease.  You  will  be  well  rewarded 
and  often  surprised  that  you  have  overlooked 
an  inflamed  ear.  For  instance,  in  a case  of 
pneumonia,  the  temperature  may  come  back  to 
normal  and  in  a few  days  have  a slight  rise.  It 
may  be  caused  by  a middle  ear  condition,  and 
suppose  you  do  not  examine  the  ears?  On 
your  next  visit  the  mother  may  tell  you  that 
the  child  is  much  better;  that  duffing  the 
night  it  went  to  sleep  and  the  next  morning 
the  ear  was  discharging. 

To  continue  with  the  treatment : — When  an 
ear  starts  to  discharge,  it  should  be  irrigated 
with  warm  boric  solution  every  three  or  four 
hours,  depending  upon  the  amount  of  flow. 
A.fter  cleansing,  instill  your  glycerine  and  car- 
bolic mixture.  After  the  discharge  lessens, 
you  may  use  mercurochrome,  2 per  cent,  or 


other  antiseptic  solution  until  discharge  ceases. 
If  a stringy  mucous  discharge  persists,  it  is 
probably  due  to  adenoids,  and  they  should  be 
removed.  If  a thick  purulent  discharge  per- 
sists more  than  ten  days,  you  will  think  seri- 
ously of  a mastoiditis,  and  this  usually  means 
an  operation,  opening  and  draining  the  mas- 
toid cells.  The  majority  of  cases  of  chronic 
running  ears  are  due  to  an  untreated  mastoidi- 
tis. The  mastoid  should  be  operated,  not  only 
for  the  cure  of  the  disease,  but  for  the  preser- 
vation of  the  hearing.  The  simple  mastoid 
operation  is  conservative  and  comparatively 
safe.  The  failure  to  operate  at  the  proper 
time  may  mean  a chronic  discharging  ear,  or 
possibly  dangerous  complications — lateral  sin- 
us thrombosis  and  meningitis.  Most  of  the 
brain  abscesses  are  of  otitis  origin,  coming 
from  a chronic  mastoiditis.  In  practically 
every  case  of  chronic  middle  ear  infection  the 
mastoid  cells  are  involved.  A person  with 
chronic  middle  ear  disease  has  been  likened 
to  carrying  around  a stick  of  dynamite, — you 
never  know  when  it  will  explode. 

The  laity,  as  a rule,  do  not  look  upon  a dis- 
charging ear  as  a serious  condition,  but  will 
come  for  treatment  on  account  of  the  foul 
odor  or  inconvenience  of  the  discharge,  not 
knowing  the  grave  danger  to  which  they  are 
being  subjected. 

Lastly,  and  in  conclusion,  allow  me  briefly 
to  summarize : 

1.  In  syringing  ears,  be  careful  of  the  tem- 
perature of  the  water;  if  too  hot  or  too  cold, 
you  will  cause  the  patient  to  become  dizzy. 

2.  Be  sure  to  examine  the  ears  of  all  chil- 
dren with  acute  infectious  diseases. 

3.  A bulging  ear-drum  should  be  incised  at 
once;  failure  to  do  so  may  mean  a mastoiditis. 

4.  A thick  purulent  discharge  continuing 
for  more  than  ten  days  is  strongly  suggestive 
of  mastoiditis. 

5.  The  simple  mastoid  operation  is  conserva- 
tive and  comparatively  safe. 

6.  The  failure  to  operate  at  the  proper  time 
may  mean  a chronic  running  ear. 


OBSERVATIONS  ON  A CASE  OF  PITUI- 
TARY TUMOR  WITH  UNILATERAL 
QUADRANT  HEMIANOPSIA.* 

By  FRANCIS  G.  SPEIDEL,  M.  D.,  Washington,  D.  C. 

Of  all  intracranial  tumors,  those  of  the 
hypophysis  most  frequently  induce  visual  dis- 

■"Read  before  the  section  on  Ophthalmology  and  Oto-laryngo-. 
logy,  Medical  Society  of  the  District  of  Columbia,  April  15,  1927. 


354 


VIRGINIA  MEDICAL  MONTHLY 


[September, 


turbances,  on  account  of  the  intimate  anatomi- 
cal relations  existing  between  the  pituitary 
gland  and  the  optic  structures.  Visual  impair- 
ment is  usually  progressive,  depending  on  the 
type  of  growth,  its  relation  to  the  optic  chiasm, 
nerves  or  tracts,  and  its  rapidity  of  growth. 
A large  proportion  of  patients  suffering  from 
this  condition  seek  medical  aid  primarily  on 
account  of  failing  vision.  Frazier1  states  that 
of  a series  of  100  cases,  failing  vision  in  eighty- 
seven  patients  was  the  outstanding  indication 
for  treatment;  that  atrophy  of  varying  de- 
grees had  occurred  in  forty-one,  and  in  half 
of  these  there  was  total  blindness  in  one  eye, 
with  deterioration  of  vision  in  the  other  eye. 

Serious  visual  defects  may  be  present,  un- 
known to  the  patient;  the  writer  has  observed 
<one  such  case  in  which  one  eye  retained  fair 
vision,  but  the  other  eye  was  totally  blind,  un- 
known to  the  patient.  Various  defects  have 
ibeen  described  as  being  associated  with  this 
condition,  such  as  lowered  visual  acuity;  de- 
fects in  the  visual  fields,  especially  hemianop- 
sias;  the  classic  bitemporal  hemianopsia;  al- 
terations in  the  fields  for  colors;  scotomata, 
central  and  paracentral;  and  alteration  in  the 
color  of  the  nerve  heads. 


Fig.  1. — Normal  Sella  and  Clinoid  Processes. 


The  roentgenographic  examination  of  the 
sella  turcica  is  an  important  diagnostic  pro- 
cedure. Camp2  states  that  “by  virtue  of  its  lo- 
cation, a pituitary  tumor  is  unable  to  produce 
an  increase  of  intracranial  pressure  until  it 
has  reached  considerable  size ; consequently, 
the  presence  of  a uniform  circular  enlargement 
of  the  sella,  with  thinning  of  the  dorsum  sellae 
and  erosion  and  distention  of  the  floor,  with- 
out evidence  of  intracranial  pressure  changes 


in  the  rest  of  the  skull,  except  in  very  advanced 
cases,  is  quite  indicative  of  intrasellar  tumor.” 
This  observation  may  account  for  the  relative 
infrequency  of  choked  disc,  but,  as  enlarge- 
ment of  the  growth  occurs  at  the  expense  of 
contiguous  structures,  we  have  the  explanation 
of  the  constant  visual  disturbances  associated 
with  this  type  of  intracranial  tumor.  Dr. 
Dandy3  has  made  the  observation  that  the 
X-ray  is  of  greater  value  in  the  diagnosis  of 
pituitary  or  suprasellar  tumors  than  anv  other 
intracranial  new  growths. 

Deterioration  of  central  or  peripheral  vision, 
with  negative,  or  nearly  negative,  ophthalmo- 
scopic findings,  is  not  unusual,  the  visual  dis- 
turbances being  out  of  all  proportion  to  any 
recognizable  pathologic  conditions  in  the  fundi. 
Benedict4  has  very  aptly  noted  that  in  other 


Fig.  2. — Erosion  of  Floor  of  Sella — Partial  Destruction  of  Dorsum 

Sellae  and  Posterior  Clinoids.  (One  eye  totally  blind.) 

forms  of  atrophy,  such  as  that  associated  with 
tabes,  the  atrophy  is  shown  by  pallor  and  ex- 
cavation of  the  nerve  heads,  and  vision  is  often 
better  than  would  be  suspected  from  ophthal- 
moscopic examination  alone,  while  in  lesions 
due  to  pressure  at  the  chiasmal  region,  the 
nerve  heads  may  remain  unchanged  for  months 
or  years,  and  at  a late  period  a yellowish,  waxy 
pallor  occurs  without  shrinkage  or  loss  of  sub- 
stance ; at  a still  later  period  true  atrophy  may 
occur. 

Dandy5  in  connection  with  his  work  on  ven- 
triculography has  noted  that  occasionally  the 
air  injection  causes  latent  field  defects  to  be- 
come manifest  ; this  occurred  in  the  case  to  be 
reported. 

Report  of  Case 

Mr.  S.,  aged  52,  salesman,  came  under  ob- 
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servation  September  5,  1925,  complaining  of 
vertigo;  onset  about  one  year  previously;  sev- 
eral years  before  he  had  had  attacks  of  head- 
ache. Had  never  had  any  nausea  or  vomiting, 
and  had  never  been  conscious  of  any  visual  dis- 
turbances. The  neurological  examination  indi- 
cated the  probability  of  an  intracranial  tumor, 


Fig.  3. — Enlarged  Sella  and  Destruction  of  Posterior  Clinoid 
Processes.  (Cellular  Structure  of  Mastoids  Overlies 
Posterior  Portion  of  Sella).  Rt.  Lower,  outer  Quadrant 
Defect. 

and  a roentgenogram  of  the  head  indicated  en- 
largement of  the  sella  turcica,  with  destruction 
of  the  posterior  clinoid  processes  (Fig.  3). 

Vision,  each  eye,  20/30.  Tracings  of  the 
visual  fields  revealed  an  absolute  right  lower 
outer  quadrant  hemianopic  defect  (Fig.  5). 
The  ophthalmoscopic  appearance  of  the  nerve 
heads  seemed  to  be  normal,  neither  atrophy  nor 
elevation  being  present  in  either.  At  this  time, 


the  patient  was  advised  of  the  probable  neces- 
sity of  an  operation.  He  decided  to  go  to 
Johns  Hopkins  Hospital  for  surgical  treat- 


Fig.  4. — Enlarged  Sella  Anterior  and  Posterior  Clinoids  Partially 
Destroyed.  (Concentric  Contraction  of  both  Visal  Fields.) 


ment,  and  the  following  abstract  is  from  the 
records  of  that  institution : 

A complete  and  exhaustive  neurological  ex- 
amination was  made,  which,  however,  failed 
to  reveal  any  definite  localizing  signs.  Roent- 
genograms showed  excavation  of  the  floor  of 
the  sella  turcica,  with  destruction  of  the  pos- 
terior clinoids.  The  eye  grounds  were  reported 
as  being  normal.  Further  studies  of  the  visual 
fields  were  undertaken;  tested  by  different  ex- 
aminers, or  at  different  times  by  the  same  ex- 
aminer. There  were  variations  in  the  findings, 
the  right  eye  showing  at  times  an  hemianopsia. 
The  visual  field  tracings  showed  the  lower 


Fig.  5. — Right  quadrant  hemianopsia ; pituitary  tumor. 
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outer  quadrant  of  the  right  eye  missing.  Fol- 
lowing the  injection  of  air  into  the  ventricles 
for  purposes  of  ventriculography,  a complete 
right  homonymous  hemianopsia  developed, 
which  persisted  to  the  time  of  the  operation. 

November  7,  1925,  operation  was  performed. 
A tumor  originating  from  the  hypophysis  was 
found,  but  this  had  extended  beyond  the  limits 
of  the  sella,  upward  toward  the  base  of  the 
brain  and  rather  far  posteriorly;  an  aneurys- 
mal dilatation  of  the  left  internal  carotid  was 
exerting  pressure  on  the  left  optic  nerve;  al- 
though only  a partial  resection  of  the  tumor 
was  done,  there  was  profuse  hemorrhage  and 
shock,  and  the  patient  failed  to  survive  the 
operation.  Post-mortem  examination  revealed 
a tremendous  tumor  of  the  pituitary,  with  de- 
struction of  adjacent  bone,  compression  of  the 
basilar  artery,  and  with  an  extension  into  the 
pons. 
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JOHN  CULLEN. 

By  WYNDHAM  B.  BLANTON,  M.  D.,  Richmond,  Va. 

The  calibre  of  many  of  the  men  who  com- 
posed the  medical  profession  of  Richmond  one 
hundred  years  ago  was  exceptional.  Their  edu- 
cation and  training,  their  habits  and  accom- 
plishments arouse  our  admiration.  Foremost 
among  the  physicians  of  that  day  was  John 
Cullen. 

Cullen  was  born  on  February  1.  1797.  in  the 
city  of  Dublin,  Ireland.  There  he  grew  up. 
and  was  educated.  His  training  was  completed 
at  Trinity  College.  Napoleon  had  meanwhile 
remade  the  map  of  Europe  and  centered  in 
Paris  much  of  the  art  and  intelligence  of  the 
world.  Young  Cullen  at  the  age  of  17  went  to 
Paris  to  further  prosecute  his  studies.  On  one 
occasion  he  felt  the  iron  hand  of  the  Emperor. 
His  uncle  lived  in  Salamanca.  Spain.  The 
nephew  set  out  to  visit  him.  but  was  arrested 
and  brought  back  to  Paris.  He  was  fortunate 
in  being  set  at  liberty.  He  made  the  most  of 
his  time  now  studying  French,  anatomy  and 


surgery.  It  was  a transition  period  in  medi- 
cine in  Paris.  As  an  American  student  wrote 
‘■They  were  always  telling  of  Hippocrates, 
Galen,  Celsus,  etc.,  as  if  not  a particle  had  been 
added  to  the  stock  of  knowledge  since  their 
time”.  Broussais?  supremacy  was  just  begin- 
ning to  be  shaken.  “Observation  and  method” 
were  displacing  theory  and  speculation.  Cor- 
virsart,  Napoleon's  physician,  had  done  a great 
service,  in  translating  the  Invention  N ovum 
(1808).  Laennec  was  busy  with  his  clinico- 
pathological  studies,  but  it  was  not  until  the 
year  after  Cullen  left  Paris  that  the  inspira-  " 
tion  of  the  stethoscope  came  to  him;  and  his 
great  work  on  auscultation  did  not  appear  for 
three  years  more.  After  the  collapse  of  Na- 
poleon, June.  1815,  Cullen  went  back  to  Eng- 
land. As  a matter  of  fact  he  took  passage  on 
the  same  ship  with  the  allied  sovereigns. 

It  was  New  York,  not  Ireland,  that  now  at- 
tracted him.  So  he  set  sail  again  and  landed 
in  America.  The  young,  son  of  Erin  found  em- 
ployment as  a chemist  working  with  what  was 
considered  in  that  day  a large  manufacturing 
company.  His  interest  in  this  science  stretched 
back  to  his  student  days  and  later  on  we  find 
him  lecturing  on  chemistry  in  Petersburg, 
Va.  For  a career,  however,  he  had  determined 
on  medicine,  and  shortly  made  his  way  to 
Philadelphia  where  he  began  study  in  the 
University  of  Pennsylvania.  Among  the  fac- 
ulty at  this  time  were  Philip  S.  Physick  and 
John  Svnor  Dorsev.  Dr.  Dorsev  became  verv 
fond  of  young  Cullen  and  took  him  as  his 
private  pupil.  It  is  said  that  but  for  the  death 
of  Dr.  Dorsey  in  1818  they  would  have  been 
associated  in  practice.  As  a tribute  to  this  af- 
fectionate relationship  years  after.  Dr.  Cullen 
named  a son.  John  Syng  Dorsey.  After 
graduation  he  served  in  the  “Almshouse”  as 
one  of  the  resident  physicians. 

About  1820  Cullen  made  a trip  to  Virginia. 
Shields  says  the  object  of  this  visit  was  to  con- 
fer with  Mr.  Jefferson  about  a position  at  the 
University  of  Virginia.  But  for  the  interven- 
tion of  sickness  he  might  have  joined  Dung- 
lison  on  the  faculty  there.  It  appears  he  at 
first  went  to  Petersburg  on  the  invitation  of 
his  friend  Dr.  Robertson  to  lecture  on  chemis- 
try. On  his  way  through  Richmond  one  of 
those  fevers  about  which  Bartlett  wrote,  and 
which  were  so  common  at  the  time,  laid  him 
low.  He  never  reached  Charlottesville.  On  his 
recovery,  his  new  made  friends  had  no  diffi 
culty  in  persuading  him  that  after  all  the  capi- 
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tal  of  Virginia  offered  splendid  opportunities 
for  a young  man  of  his  training  in  medicine. 
Richmond  was  then  a city  of  only  6,000  whites 
but  was  enjoying  the  peace  and  prosperity  that 
followed  the  Revolution.  Soon  after  Cullen's 
arrival  came  Lafayette  on  a rainy  October  day, 
and  not  long  after  this  the  great  Constitutional 

C5  c3 


From  the  original  silhouette  of  John  Cullen,  in 
possession  of  Dr.  Joseph  L.  Miller. 


Convention  was  held  on  Academy  square  near 
the  site  of  the  present  old  Medical  College 
building — a building  for  which  Cullen  him- 
self was  to  be  largely  responsible.  The  two 
famous  parsons,  Blair  and  Buchanan,  died  soon 
after  his  arrival. 

The  young  Irishman,  now  twenty-three  or 
four,  was  a fine  specimen  of  manhood,  stand- 
ing six  feet,  with  a full  red  face,  blue  eyes 
and  dark  brown  hair.  He  dressed  superbly  in 
the  style  of  the  times — high  hat,  long  tail 
frock,  velvet  vest,  silk  scarf,  and  dark  pants. 
In  the  early  days  of  his  practice  he  went  on 
horseback.  In  later  years  he  was  to  be  seen, 
often  with  his  two  boys,  riding  in  a closed  car- 
riage behind  two  fine  roans. 

He  rapidly  acquired  a large  practice  in 
Richmond.  His  business  methods  were  in  ad- 
vance of  his  time.  He  employed  a full  time 
male  secretary.  He  built  a large  house  on  the 
corner  of  Ross  and  Governor  streets,  overlook- 
ing the  Capitol  Square,  with  commodious  offices 
on  the  first  floor.  This  house  later  became  the 
original  St.  Luke’s  hosptial.  It  has  since  been 


razed  and  the  Richmond  Press  stands  on  the 
site. 

In  1838  Dr.  Cullen  was  one  of  the  group  of 
five  who  planned  and  organized  in  Richmond 
its  first  medical  school  as  the  Medical  Depart- 
ment of  Hampden-Sidney  College.  He  occu- 
pied and  ornamented  the  chair  of  the  Practice 
of  Medicine  until  his  death.  He  shared  in 
the  struggles  of  the  young  institution  against 
poverty  and  political  opposition.  The  school 
grew  and  moved  into  a fine  new  structure  in 
Academy  Square  in  1845.  He  was  active  in 
the  fight  of  1854  which  involved  the  whole- 
state  and  which  ultimately  gave  his  institu- 
tion a new  and  independent  charter.  He  was 
a founder  of  the  Medical  College  of  Virginia 
and  the  distinguished  first  professor  of  medi- 
cine. 


From  a portrait  of  John  Cullen,  in  possession  of  Dr.  Leigh, 
of  Danville,  Va. 

Dr.  Cullen  enjoyed  the  reputation  of  being 
an  orator.  His  teaching  was  primarily  from 
the  rostrum,  though  he  met  and  instructed  stu- 
dents at  the  bedside  in  the  college  infirmary 
which  was  often  crowded  with  typhoid  fever. 
He  held  his  listeners  by  his  fluent  and  rich 
Irish  brogue,  punctuated  with  a rare  admix- 
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ture  of  wit  and  satire.  The  gold  snuff  box  was 
always  in  evidence  and  the  lecture  was  never 
underway  until  he  had  gracefully  taken  snuff 
before  the  class.  Dr.  Cullen’s  contributions 
to  medical  literature  must  have  been  few.  if 
any.  Search  through  the  current  journals  of  the 
time  failed  to  disclose  his  name.  There  are 
several  bound  manuscripts  in  the  library  of  the 
College  of  Physicians  of  Philadelphia  which 
were  recently  a gift  from  the  descendants  of 
Dr.  Cullen.  They  were  given  to  this  library 
because  Dr.  Cullen  got  his  medical  education 
in  Philadelphia,  and  were  thought  by  the 
donors  to  be  his  lecture  notes.  However,  they 
bear  the  name  of  William  Cullen,  and  are  now 
considered  by  the  librarian  of  the  College  of 
Physicians  to  be  notes  taken  from  the  lectures 
of  the  great  Edinburgh  physician.  But  there 
is  no  record  of  John  Cullen  having  studied  in 
Edinburgh. 

Among  the  interesting  things  the  late  Dr. 
Charles  Shields  relates  in  a paper  about  Dr. 


John  Cullen’s  Tomb,  Hollywood  Cemetery. 

Cullen,  under  whom  he  studied,  are  the  details 
of  his  treatment  of  certain  common  diseases. 
They  reveal  in  a charming,  sometimes  shock- 


ing. way  the  therapeutics  of  the  last  century. 
He  was  described  as  a bold  therapeutist,  when 
the  lancet  was  part  of  the  armamentarium  of 
every  physician  and  Rush  had  so  popularized 
the  use  of  calomel  as  to  call  it  the  Sampson  of 
Medicine.  Shields  recalls  a case  of  tetanus 
cured  by  Dr.  Cullen’s  lancet.  Acute  pleurisy 
he  first  bled — bled  as  did  others  until  syncope 
intervened.  Four  grains  of  opium  were  then 
administered  and,  if  pain  was  a prominent 
feature,  a blister  was  applied.  For  mumps  he 
gave  a large  dose  of  calomel,  followed  by  a 
Seidlitz  powder  every  four  hours.  If  severe 
purging  then  became  alarming,  four  grains  of 
opium  turned  the  scales  in  the  other  direction. 
His  treatment  of  delirium  tremens  appears  to 
have  been  heroic  and  was  as  follows:  Calomel 
Gr.  xx.  Ext.  Colocynth  Comp.  Gr.  x,  and 
Croton  oil  mxii,  followed  by  a saline  purge,  and 
then  opium,  if  the  patient  did  not  sleep,  obey- 
ing the  popular  dictum  “that  the  patient  must 
sleep  or  he  will  die”. 

After  thirty  years  of  incessant  work  and 
practice,  Cullen  became  ill.  He  sought  advice 
in  Philadelphia.  His  disease  was  pronounced 
softening  of  the  brain.  He  demanded  to  be 
bled,  but  his  favorite  knife  could  not  stem  the 
course  of  his  malady.  He  died  in  the  52nd 
year  of  his  life.  He  was  a genial,  gentle  and 
approachable  man. 

In  Hollywood  Cemetery,  amid  the  ivy,  oaks 
and  magnolias,  on  a high  eminence,  stands  a 
tall  granite  shaft  with  this  simple  inscription: 

John  Cullen,  M.  D. 

Born  in  the  City  of  Dublin, 

Ireland, 

February  1,  1797. 

Died  December  25,  1849. 


NON-SPECIFIC  PULMONARY  INFEC- 
TIONS WITH  CHRONIC  SINUSITIS 
AS  AN  ETIOLOGICAL  FACTOR.* 

By  GRANT  PRESTON,  M.  D„  Harrisonburg,  Va. 

From  a review  of  the  literature,  it  seems 
that  prior  to  1918  little  attention  was  given  to 
the  study  of  non-specific  lung  infections. 
Whether  this  seeming  indifference  on  the  part 
of  the  profession  to  an  important  malady  was 
due  to  failure  of  our  methods  of  diagnosis  or 
to  a dearth  of  material,  I do  not  know.  It  is 
generally  believed  that  there  has  been  a great 
increaes  in  diseases  of  the  upper  respiratory 

•Read  at  the  eighth  annual  meeting  of  the  Virginia  Society 
of  Oto-Laryngology  and  Ophthalmology  in  Charlottesville,  Va,, 
April  30,  1927. 
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tract  since  the  recent  epidemic  of  influenza. 
However,  it  is  hard  to  believe  that,  with  the 
prevalence  of  sinus  disease  prior  to  that  time, 
chronic,  non-specific  lung  infections  did  not  oc- 
cur frequently.  We  know  that  sinusitis  was  of 
frequent,  if  not  constant,  occurrence  in  the 
cases  of  this  epidemic,  and  many  of  these 
which  did  not  result  in  spontaneous  recovery 
were  not  recognized  and  resulted  in  chronic 
sinusitis.  As  a result  of  this  increase  in  chronic 
sinusitis  cases,  we  undoubtedly  have  had  a pro- 
portionate increase  in  its  sequelae.  We  also 
know  that  in  the  last  decade,  partially  due  to 
the  opportunity  of  studying  large  numbers  of 
soldiers  of  the  recent  war,  great  improvement 
in  our  methods  of  diagnosis  has  been  made. 
This  is  particularly  true  of  chest  work,  where 
our  knowledge  of  turberculosis  has  been  greatly 
increased.  It  seems,  therefore,  more  logical  to 
believe  that,  although  there  have  been  more 
cases  of  chronic  non-specific  lung  infections 
due  to  sinus  disease  since  the  influenza  epi- 
demic, many  cases  occurred  prior  to  this  time 
and  were  incorrectly  diagnosed  as  tuberculosis. 

This  paper  is  written  with  the  desire  to  em- 
phasize the  necessity  of  greater  co-operation 
between  the  general  practitioner  or  chest  man 
and  the  rhinologist.  I am  attempting  to  deal 
with  this  subject  from  both  the  viewpoint  of 
the  internist  and  the  rhinologist,  for  only  in 
this  light  can  these  cases  be  recognized  early 
and  rehabilitation  be  expeditiously  carried  on. 
The  responsibility  rests  largely  on  the  rhinol- 
ogist, for  these  lung  infections  can  be  eradi- 
cated by  the  early  recognition  and  treatment 
of  sinus  lesions. 

Classification 

A proper  classification  of  chronic  non-speci- 
fic lung  infections  resulting  from  sinus  lesions 
is  difficult,  for  it  is  conceivable  to  have  any 
type  of  lung  inflammation  of  a non-specific 
nature.  Those  cases  which  are  met  with  most 
frequently,  however,  and  those  with  which  this 
paper  has  to  deal  chiefly  are,  in  the  order  of 
their  frequency  of  occurrence,  (1)  chronic 
bronchitis,  (2)  bronchiectasis,  (3)  bronchial 
asthma. 

There  are  also  certain  cases  more  remotely 
associated  with  chronic  sinusitis,  such  as  (1) 
chronic  broncho-pneumonia,  (2)  chronic  inter- 
stitial or  unresolved  pneumonia,  (3)  lung  ab- 
scess and  (4)  empyema.  While  these  will  be 
only  briefly  considered,  I trust  that  they  will 
create  discussion,  as  my  experience  with  them 


as  sequelae  to  chronic  sinus  infection  lias  been 
entirely  lacking. 

Pathological  Anatomy 

For  a thorough  understanding  of  the  etiol- 
ogy, distribution,  and  diagnosis  of  these  con- 
ditions, a clear  conception  of  the  pathological 
anatomy  involved  is  essential. 

Drs.  Dunham  and  Skavlem,  and  Drs.  Mul- 
lin  and  Ryder  have  contributed  greatly  to  this 
line  of  research,  and,  in  the  following  para- 
graphs, I wish  to  quote  freely  from  their 
studies. 

In  more  severe  cases  of  ordinary  coryza,  the 
accessory  sinuses  are  acutely  inflamed  and 
subject  to  acute  infection.  This  may  progress 
to  the  acute  purulent  stage  and  from  there  to 
the  chronic  purulent  stage.  The  latter  state 
may  be  maintained,  or  the  infection  may  par- 
tially subside  with  the  occurrence  of  hyper- 
plasia of  the  mucosa  and  the  formation  of  the 
pyogenic  membrane  found  in  chronic  hyper- 
plastic sinusitis.  This  membrane  is  thicker 
than  normal,  soggy  and  may  undergo  polypoid 
changes.  Lavage  in  case  of  the  last  type  may 
yield  no  pus,  while  the  lymphatics  continue 
to  be  clogged  with  infectious  materials,  and 
thereby  enhance  the  chances  of  absorption  and 
its  consequences.  Drs.  Mullin  and  Ryder  in- 
jected India  ink  into  the  antra  of  rabbits  and 
traced  out  the  lymphatics  involved  in  absorp- 
tion from  it.  They  found  that  the  antra  are 
drained  by  the  submaxillary,  internal  jugular 
and  deep  cervical  glands,  and  from  there  into 
the  lymphatic  ducts,  the  great  veins,  the  right 
side  of  the  heart,  into  the  lungs  and  the  bron- 
chial and  mediastinal  glands.  Some  drainage 
into  the  so-called  “tonsil  node”  at  the  angle 
of  the  jaw  may  occur,  and  this  is  of  importance 
in  those  cases  where  this  gland  remains  en- 
larged after  tonsillectomy. 

The  bronchial  glands  are  divided  into  three 
groups : 

(1)  The  peri-tracheo-bronchial  glands, 
which  are  right  and  left  in  location  and  about 
the  size  of  a large  pea.  They  are  in  close  re- 
lation with  the  trachea,  bronchi,  inferior  vena 
cava,  surface  of  the  lung,  the  recurrent  laryn- 
geal and  vagus  nerves,  and  the  azygous  veins. 

(2)  The  inter-tracheo-bronchial  glands 
number  10  or  12,  and  are  found  more  under 
the  right  than  the  left  bronchus.  They  are 
below  the  bifurcation  of  the  trachea,  behind 
the  pericardium  and  in  front  of  the  esoph- 
agus. 
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(3)  The  inter-bronehial  glands  occur  at  the 
bifurcations  of  the  larger  bronchi  and  are  com- 
pletely buried  in  the  parenchyma  of  the  lung. 
They  are  in  intimate  relation  with  the  pulmo- 
nary artery  and  yein  and  may  compress  the 
former  when  enlarged. 

The  normal  lymph  flow  in  the  lung  is  from 
the  parenchyma,  to  the  hylum.  except  a small 
portion  just  beneath  the  pleura  which  is 
drained  by  the  pleural  lymphatics. 

The  upper  lobe  of  the  right  lung  contains 
the  first  and  second  interspace  bronchial  trunks, 
each  of  which  in  turn  gives  off  an  anterior  and 
posterior  division.  In  addition  to  these,  we 
have,  on  the  left  side,  a long  branch  which  runs 
down  into  the  lingual  lip  of  the  upper  lobe. 
Just  below  the  main  stem  bronchus  to  the  up- 
per lobe,  the  trunk  to  the  middle  lobe  runs  an- 
teriorly. All  branches  to  the  lower  lobes  arise 
from  the  main  stem  bronchus,  and.  except  for 
anterior  and  posterior  divisions,  have  no  spec- 
ial classification.  This  knowledge  is  of  value 
in  locating  lesions,  as  shown  by  the  X-ray,  in 
the  parenchyma  of  the  hing. 

The  septa  of  the  lungs  are  prolongations  of 
the  connective  tissue  of  the  pleura,  extending 
down  into  the  lung  substance.  They  divide  the 
lung  into  secondary  lobules  and  are  richly  sup- 
plied with  lymphatics.  They  act  as  effective 
barriers  to  the  extension,  by  continuity,  of 
pathologic  processes  characterized  by  exuda- 
tions. Spread  of  the  exudate  through  these 
septa  occurs  only  when  cavitation  has  taken 
place.  This  localized  exudate  explains  the  lo- 
calized rales  and  “fans”  which  may  be  present 
in  any  lung  inflammation  accompanied  by  exu- 
dation. such  as  is  the  case  in  apical  catarrh,  the 
pneumonias,  infarct,  etc. 

It  seems  important  at  this  point  to  remem- 
ber, as  pointed  out  by  Drs.  Dunham  and  Skav- 
lem.  that  the  first  reaction  to  the  implantation 
of  tubercle  bacilli  in  the  lungs  of  sensitive 
human  beings  is  exudation.  If  large  doses  are 
given,  the  exudate  will  be  of  the  P.  M.  N. 
type,  due  to  the  reaction  of  the  tissues  to  the 
foreign  protein.  The  P.  M.  X.?s  give  away 
in  about  forty-eight  hours  to  the  mononuclear 
elements,  endothelial  and  giant  cells.  From 
here  reparative  changes  may  take  place,  such 
as  fibrosis  or  calcification,  or  destructive 
changes  with  caseation,  ulceration  and  cavita- 
tion may  occur.  From  this,  we  see  that  in 
tuberculosis  one  lobule  may  be  in  a state  of 
exudation,  an  older  one  caseation,  another 
cavitation,  while  in  the  same  lung  we  may  find 


fibrosis  and  calcification.  This  produces  the 
characteristic  mottling  as  found  in  X-ray 
plates  of  pulmonary  tuberculosis. 

The  conditions  mentioned  as  indirectly  re- 
lated to  chronic  sinus  infections  will  be  dis- 
cussed here  briefly,  so  that  we  can  take  up,  as 
a group,  and  in  detail,  the  ones  resulting  di- 
rectly. 

Dr.  J.  L.  Morse,  of  Boston,  states  that  chronic 
broncho-pneumonia  in  children  is  practically 
always  tuberculous. 

Unresolved  Pneumonia.  Pneumonia  can 
occur  at  any  time : in  fact,  it  is  a frequent  oc- 
currence to  elicit  a history  of  frequent  attacks 
of  pneumonia  in  the  non-specific  lung  infec- 
tions due  to  sinus  lesions.  One  of  my  cases 
had  a history  of  pneumonia  six  times  and 
empyema  twice.  It  is  my  belief,  however,  that 
these  are  acute  intercurrent  infections,  occur- 
ring in  a lung  which  readily  lends  itself  to  in- 
fections of  any  kind.  Such  a history,  however, 
should  always  lead  us  to  suspect  the  sinuses. 

Lung  Abscess.  I have  never  seen  a case  of 
lung  abscess  which  could  be  directly  laid  to 
sinus  infection.  However,  with  the  ever-pres- 
ent post-nasal  discharge  and  lung  infection,  it 
seems  plausible  to  expect  such  a condition. 
The  usual  case  of  lung  abscess  is  due  directly 
to  the  aspiration  of  foreign  materials,  fre- 
quently after  anesthesias,  which,  in  the  pres- 
ence of  lung  infection,  increases  the  possibili- 
ties of  lung  suppuration. 

The  diagnosis  of  lung  abscess  is  usually  not 
difficult  in  the  presence  of  a history  of  sudden 
onset,  cough,  expectoration  of  large  amounts 
of  foul  purulent  sputum,  together  with  the  phy- 
sical signs  and  X-ray.  Bronchoscopy  is  a great 
aid  in  the  diagnosis,  as  well  as  the  treatment, 
of  these  cases,  by  direct  drainage  of  the  abscess. 
The  physical  findings  and  symptoms  depend 
upon  whether  the  abscess  is  superficial  or  deep, 
or  whether  full  of  pus  or  empty. 

Empyema  may  be  diffuse  or  encysted,  and 
is  usually  the  result  of  an  intercurrent  infec- 
tion, such  as  the  pneumonias.  It  does  not 
differ  in  these  cases  from  the  ordinary  case  of 
pus  in  the  pleural  cavity  due  to  other  causes. 

Bronchitis , Bronchiectasis  and  Asthma  due 
to  sinus  infections  have  so  many  things  in  com- 
mon that  it  seems  wise  to  consider  them  as  a 
group. 

Etiology 

It  has  been  the  experience  of  W.  V.  Mullin 
that  the  maxillary  sinus  is  the  sinus  most  fre- 
quently affected  in  these  cases,  and  he  accounts 
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for  this  by  the  presence  of  this  sinus  early  after 
birth,  being  thus  exposed  to  infection  longer. 
He  also  suggests  that  the  difficulties  in  proper 
drainage  and  the  large  area  of  lymphatics  for 
absorption  of  bacteria  and  their  products  play 
a part.  It  is  also  the  opinion  of  this  observer 
that  hyperplastic  sinusitis  is  the  most  frequent 
cause  of  these  lung  infections.  In  my  experi- 
ence, the  maxillary  sinus  on  one  or  both  sides 
has  been  infected  and  there  has  been  present 
a purulent  infection  of  one  or  more  of  the 
other  sinuses  with  it.  Usually  the  antra,  eth- 
moids  and  sphenoids  on  one  or  both  sides  have 
been  involved.  I have  never  seen  a case  which 
could  be  traced  to  a frontal  sinusitis  alone. 

Climate  seems  to  play  a rather  large  role  in 
these  infections,  and  this  is  probably  due  to 
the  fact  that  sinus  lesions  are  more  prevalent 
in  climates  which  are  subject  to  sudden 
changes  in  temperature  and  barometric  pres- 
sure. 

Age  plays  little  or  no  part  other  than  the 
fact  that  the  young  are  more  frequently 
brought  to  our  attention.  Sex  and  heredity 
apparently  play  no  part.  The  white  race  is 
nearly  always  the  one  affected,  due  to  the  wide 
nasal  chambers  and  free  drainage  in  noses  of 
the  negroid  races.  It  has  been  stated  that  the 
under-privileged  and  rachitic  child,  who  is  liv- 
ing under  insanitary  conditions,  is  more  prone 
to  these  lung  lesions.  However,  it  has  been 
just  the  opposite  in  my  experience,  for  all  of 
my  cases,  except  one,  have  been  in  educated 
and  sanitary  homes.  Those  children  affected 
with  adenoids,  septal  deformities  and  other 
causes  of  nasal  obstruction,  seem  to  be  most 
often  found  with  lung  lesions  associated  with 
sinusitis. 

The  route  of  infection  is  probably  either  by 
inhalation  or  by  lymphatic  absorption,  or  by 
both.  Aspiration  probably  plays  the  major 
part  in  most  cases. 

The  types  of  bacteria  found  in  the  nasal  dis- 
charge and  the  sputum  are  those  found  in  the 
usual  mixed  infections  of  the  upper  respiratory 
tract.  In  the  order  of  their  frequency  and  in 
any  combination  we  find  the  pneumococcus,  mi- 
crococcus catarrhalis,  B.  influenza,  Friedland- 
er’s  bacillus,  streptococcus,  and  staphylococ- 
cus aureus  and  albus.  In  my  cases  staphylo- 
cocci and  streptococci  have  most  frequently 
been  found. 

Symptoms 

The  history  is,  usually,  that  a nasal  dis- 


charge has  been  present  from  early  life  or  even 
birth.  Snoring,  mouth  breathing  with  post- 
nasal drippage,  hawking,  snuffing  and  expec- 
toration have  been  present  for  a long  time. 
Repeated  chest  examinations  have  been  made 
and  in  spite  of  frequent  negative  sputum  ex- 
aminations, a diagnosis  of  tuberculosis  is  made. 
Many  of  these  cases  have  had  sanitorial  treat- 
ment with  little  or  no  change  in  the  lung  con- 
dition. A history  of  inaptitude  in  school,  and 
mental  sluggishness,  frequent  attacks  of 
aphonia,  rheumatism,  otitis  media,  and  pneu- 
monia can  frequently  be  elicited. 

Cough  and  expectoration  with  the  symptoms 
of  focal  infection  are  nearly  always  present. 

The  cough  may  be  periodic  or  continuous. 
It  is  worse  at  night  and  in  early  morning,  and 
particularly  troublesome  in  damp  and  cold 
weather.  It  is  usually  productive,  and  bub- 
bling in  type,  and  may  come  in  paroxysms, 
simulating  whooping-cough. 

The  sputum  may  be  slight,  but  a profuse, 
purulent  type  is  the  rule.  In  adults  the  spu- 
tum is  frequently  foul  odored,  due  to  the  bron- 
chiectasis which  is  nearly  always  present. 
Hemoptysis  is  not  uncommon. 

An  afternoon  rise  in  temperature  is  often 
present,  but  this  is  by  no  means  a constant  oc- 
currence. Fatigue  is  present  early,  and  lassi- 
tude may  give  the  impression  of  a lazy 
child.  General  malaise  and  a rapid  pulse  are 
frequent  symptoms,  while  loss  of  weight  may 
or  may  not  occur.  Asthmatic  symptoms,  either 
as  attacks  or  in  continuous  wheezing  and  short- 
ness of  breath,  may  occur,  or  even  predomi- 
nate, the  picture. 

Physical  Signs 

The  general  appearance  of  the  patient  may 
be  that  of  a well  nourished  person  of  normal 
weight.  Such  patients  are,  however,  usually 
rather  pale  and  anemic,  with  rapid  respira- 
tions and  early  fatigue  on  exertion.  The  so- 
called  “adenoid”  expression  with  the  high 
arched  palate  and  broad  nasal  bridge  may  be 
present. 

The  nasal  signs  depend  upon  which  of  the 
sinuses  are  infected  and  the  nature  of  the 
lesion.  Free  pus  may  be  seen  as  it  comes  over 
or  beneath  the  middle  turbinate,  indicating 
the  group  of  cells  involved.  The  whole  nasal 
chamber  may  be  filled  with  pus,  which  may 
vary  from  a thick,  stringy  mucopurulent  type 
to  one  of  thick  pus.  The  mucosa  of  the  nose 
may  be  in  a state  of  hypertrophy,  turgescence 
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or  atrophy  with  crust  formation.  The  dis- 
charge may  be  foul  odored,  and  polypi  are  fre- 
quently noted.  On  the  other  hand,  there  may 
be  little  or  no  pus  in  the  nasal  chambers.  The 
mucous  membrane  may  be  hypertrophied  or 
the  nose  may  be  occluded  by  a turgescent  mu- 
cosa. This  picture  is  often  present  in  the  hy- 
perplastic type  of  sinusitis  or  may  be  due  to 
the  failure  of  the  sinus  to  discharge  into  the 
nose  regularly.  Suction  will  often  bring  pus 
into  evidence  in  this  last  type  of  case,  while 
direct  inspection  of  the  antral  wall  with  the 
naso-pharyngoscope  may  reveal  the  former. 
Lavage  in  the  hyperplastic  type  may  produce 
no  pus. 

Transillumination  may  or  may  not  show 
marked  obscurations,  and  too  much  reliance 
should  not  be  placed  in  this  method  of  diag- 
nosis. 

The  X-ray  usually  shows  up  any  involve- 
ment that  might  be  present  in  the  sinus  but  a 
cloudy  sinus  does  not  always  mean  that  we  will 
find  pus  or  that  the  sinus  is  the  cause  of  the 
prevailing  chest  condition.  Dr.  Granger  has 
added  greatly  to  the  X-ray  diagnosis  of  sphe- 
noid disease  by  his  so-called  “Granger  line.” 

The  nasopharynx  may  show  some  discharge 
and  its  lymphoid  tissue  may  be  hypertrophied 
and  extend  well  down  on  its  lateral  walls,  pos- 
terior to  the  tonsil  fossa.  The  tonsils  have 
usually  been  removed  in  these  cases,  and. 
where  present,  are  usually  infected.  The 
glands  along  the  cervical  chain  are  readilv 
palpated  in  most  instances. 

The  larynx  and  trachea  show  chronic  in- 
flammatory changes  and  frequently  there  is 
much  thickening  of  the  vocal  chords. 

Chest  Signs:  The  chest  signs  depend  upon 
whether  the  case  is  one  of  simple  bronchitis 
with  apical  catarrh,  or  one  of  diffuse  purulent 
bronchitis  with  bronchiectasis,  asthma  or  em- 
physema. 

With  a slight  infiltration  of  the  apex  of  the 
lung,  a localized  area  of  persistent,  fine  rales 
may  be  found,  usually  without  alteration  in 
percussion  note  or  Amice  sounds. 

In  uncomplicated  bronchitis  there  are  usually7 
no  changes  in  the  voice  sounds  or  percussion 
note,  unless  there  is  some  thickening  of  the 
pleura.  The  breath  sounds  are  broncho-\resi- 
cular  in  type,  and  the  rales  are  usually  bron- 
chial and  vary  in  moisture,  size  and  distribu- 
tion. The  bases  of  the  lung  are  usually  most 
involved,  and  their  expansion  may  be  very 
slight. 


Bronchiectasis  merely  adds  the  signs  of  cavi- 
tation to  those  already  described  for  bronchi- 
tis. These  bronchiectases  may  be  A-ariable  as 
to  size,  shape  and  number.  The  various  stages 
of  filling  found  in  these  cavities  give  signs  of 
cavitation  in  varying  stages.  Frequently  em- 
physema may  be  so  prevalent  that  all  other 
signs  may  be  covered  by  the  tympanitic  note 
on  percussion  and  the  emphysematous  breath- 
ing. 

Asthma  adds  little  to  the  signs  of  bronchitis, 
other  than  asthmatic  breathing  during  the  at- 
tack. 

The  X-ray  usually  shows  a diffused  peri- 
bronchial infiltration  with  thickening  of  the 
trunks  throughout  both  lungs.  This  condition 
is  progressi\Telv  more  marked  from  the  apex, 
downAvard  to  the  base.  The  trunks  are  not 
usually  tortuous,  but  radiate  straight  from 
the  hiluin.  In  bronchiectasis,  fibrous  tissue, 
arranged  in  rings,  presents  a characteristic 
picture  of  so-called  “ringlets.”  There  may  be 
areas  of  consolidation,  wdiich  are  more  fre- 
quently7 located  along  the  main  stem  bronchi 
to  the  loAver  lobes,  and  the  fuzziness  from 
there  may  extend  to  the  periphery. 

Differential  Diagnosis 

Whenever  we  are  confronted  with  the  symp- 
toms of  focal  infection,  with  cough  and  expec- 
toration, which  may  be  blood  tinged,  we  are 
justified  in  suspecting  tuberculosis.  HoweA7er. 
there  are  certain  chest  conditions  due  to  sinus 
infection  which  have  the  same  appearances. 
This  is  particularly  true  of  apical  catarrah 
with  its  presence  of  a few  localized  rales  at 
one  or  both  apices,  and  in  dense  hilus  shadows 
found  in  children.  In  tuberculosis,  howeA7er, 
we  find,  on  X-ray,  the  characteristic  mottled 
appearance,  due  to  different  stages  of  the  dis- 
ease in  different  lobules,  as  discussed  under 
pathological  anatomy. 

These  non-specific  cases  are  found  to  be  in  a 
state  of  general  health  entirely  too  good  for 
all  the  chest  condition  to  be  due  to  tubercu- 
losis. With  this  large  amount  of  pathology,  a 
case  of  tuberculosis  would,  in  nearly  all  cases, 
show  the  tubercle  bacillus  in  the  sputum. 

While  in  many  cases  the  distribution  closely 
approaches  that  of  tuberculosis,  in  bronchitis, 
the  heaviest  infiltration  is  usually  at  the  base 
of  the  lung,  as  demonstrated  by  X-ray7  and 
physical  examination. 

The  presence  of  asthmatic  symptoms  should 
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lead  us  to  suspect  a non-specific  focal  infection 
as  the  etiologic  factor. 

In  children  a negative  tuberculin  test  is  of 
great  value,  but  a positive  one  is  of  no  signi- 
ficance. 

There  are  certain  cases  in  which  a sinusitis 
is  superimposed  on  tuberculosis,  and  these  add 
greatly  to  the  difficulty  of  diagnosis.  How- 
ever, sputum  analysis  and  carefully  inter- 
preted X-rays  will  usually  lead  to  a correct 
diagnosis. 

Prognosis 

The  prognosis  as  to  life  is  good  if  treat- 
ment is  instituted  early  and  the  sinus  lesion 
thoroughly  relieved.  These  cases,  however,  are 
liable  to  intercurrent  infection,  or  the  opera- 
tive measures  may  lead  to  septicemia,  pneu- 
monia, and  death.  At  the  present  writing,  one 
of  my  cases  is  critically  ill  with  pyelitis  and 
threatened  septicemia  a month  after  the  eth- 
moids  were  radically  removed.  Lung  abscess 
and  endocarditis  may  cause  an  early  death. 

Convalescence  is  of  long  standing,  particu- 
larly when  bronchiectasis  is  present,  even 
after  a thorough  removal  of  the  sinus  infec- 
tion. 

Treatment 

Prophylaxis  is  most  urgent,  for,  by  the  early 
diagnosis  and  treatment  of  sinus  lesions,  this 
condition  can  be  eradicated  to  a large  extent. 

The  general  treatment  of  these  cases  is 
largely  constructive,  and  should  follow  closely 
that  outlined  for  tuberculosis.  It  seems,  how- 
ever, that  these  cases  can  be  taken  care  of  very 
well  at  home,  and  sanitorial  treatment  is  not 
as  necessary  as  in  tuberculosis. 

Fresh  air,  sunshine,  high  caloric  diet  and 
general  hygienic  measures  are  of  importance 
as  adjuncts  to  rest,  which  is  the  most  effective 
therapeutic  measure  at  our  disposal.  Rest 
should  be  in  bed  and  consume  most  of  the 
day,  well  into  convalescence. 

A moderate  and  dry  climate  is  of  value, 
and  should  be  insisted  upon  in  many  cases  after 
thorough  surgical  attention  has  been  paid  to 
the  sinuses. 

Vaccines  are  often  of  value  and  should  be 
tried  in  all  cases.  The  cultures  are  taken  from 
both  nose  and  sputum  and  grown  immediately, 
before  cooling  has  taken  place. 

There  is  seldom  any  indication  to  control 
the  cough,  except  in  cases  where  rest  is  inter- 
fered with.  The  cough  medicine  of  choice  is 


that  which  disturbs  digestion  least  and  is  non- 
habit forming.  Potassium  iodide  is  of  value 
as  an  alterative  and  expectorant,  while  tonics, 
such  as  iron,  quinine,  and  strychnine  stimulate 
the  appetite.  Strychnine  alone  tends  to  stimu- 
late respiration  and  muscle  tone,  and  thus  com- 
bats the  lassitude.  Compound  tincture  of 
benzoin  as  an  inhalation  may  add  to  the  pa- 
tient’s comfort.  The  salicylates  are  of  some 
value  and  in  cases  of  calcium  deficiency,  the 
calcium  salts  are  adjuncts  to  diets  high  in  cal- 
cium content. 

Surgical  intervention  is  nearly  always  indi- 
cated in  these  cases,  and  should  be  directed  to 
the  eradication  of  all  infection  and  infectious 
material  from  the  nasal  sinuses.  However,  the 
aromatic  oils  and  anti-septic  solutions  as  sprays 
and  douches,  make  the  patient  more  comfort- 
able and  keep  the  nasal  chambers  clean.  These 
patients  tolerate  mercurochrome  as  a spray 
better  than  most  nasal  cases. 

Lavage  of  the  antra  may  be  tried,  but  as  a 
rule  something  more  radical  has  to  be  done  in 
these  chronic  cases.  The  intra-nasal  operation 
should  be  tried  but,  as  polyps  are  usually  pres- 
ent, it  has  been  my  experience  that  nothing 
short  of  some  procedure  such  as  the  Caldwell- 
Luc  operation  will  suffice. 

Any  septal  deformity,  obstructing  drainage 
or  interfering  with  treatment,  should  be  cor- 
rected. 

The  ethmoiditis  may  be  encysted,  and  re- 
moval of  the  middle  turbinate  and  drainage  of 
the  cells  involved  may  suffice,  but  total  exen- 
teration by  the  nasal  route  is  usually  necessary. 

The  anterior  wall  of  the  sphenoid  should 
be  removed  when  necessary,  which  is  the  case 
in  most  cases  where  the  ethmoids  are  involved. 

If  purulent  frontal  sinusitis  is  a factor,  the 
infundibulum  should  be  enlarged  by  one  of 
the  intra-nasal  operations.  If  bone  necrosis 
and  polyps  are  present,  however,  something 
comparable  to  the  modified  Killian  operation 
is  indicated. 

Due  to  the  dangers  of  lung  abscess,  cardiac 
decompensation,  and  pneumonia  in  these  chest 
conditions,  it  has  been  my  custom  to  do  all 
surgery  under  local  anaesthesia.  With  nerve 
blocking,  any  of  the  sinuses  can  be  operated 
upon  with  little  disturbance  to  the  patient, 
even  in  children.  Scopolamine  and  morphia 
before  operation  is  of  great  help  in  controlling 
the  patient. 

I have  intentionally  avoided  a detailed  enum- 
eration of  the  available  drugs  and  various 
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methods  of  treatment,  for  each  case  is  a “case 
unto  itself,”  and  all  its  aspects  should  be  con- 
sidered before  any  plan  of  procedure  is  decided 
upon. 

Conclusions 

1.  There  are  no  characteristic  symptoms, 
other  than  those  relating  to  the  sinus  lesion, 
which  differentiate  this  group  of  cases  from 
tuberculosis.  The  X-ray  is  our  most  valuable 
diagnostic  measure,  but  must  be  correlated  with 
all  clinical  and  laboratory  data  -available  to 
avoid  mistaken  diagnoses. 

2.  Cases  of  tuberculosis  which  are  in  the 
earliest  stage,  with  the  exudate  limited  to  a 
single  lobule,  cannot  often  be  distinguished 
from  slight  apical  catarrhs.  It  is  frequently 
impossible  to  differentiate  a case  of  hilus  tu- 
berculosis in  children,  where  only  dense  hilus 
shadows  without  symptoms  of  tuberculosis  oc- 
cur, from  enlarged  hilus  glands  due  to  sinus 
infection. 

3.  Cases  presenting  histories  of  repeated  at- 
tacks of  pneumonia  should  be  suspected  of 
sinus  infection  as  an  etiologic  factor. 

4.  The  treatment  is  that  for  tuberculosis, 
supplemented  by  surgical  measures  sufficiently 
radical  to  relieve  the  sinus  of  all  infection. 

5.  Wherever  feasible,  anj?  surgery  done  in 
these  cases  should  be  performed  under  local 
anaesthesia. 

6.  Early  diagnosis  and  thorough  sinus  sur- 
gery will  prevent  these  cases  from  occurring 
and  usually  relieve  the  chest  condition. 
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SOME  CONSIDERATIONS  IN  THE  DIAG- 
NOSIS, TREATMENT  AND  OUT  COME 
OF  GALL-BLADDER  DISEASE.* 

By  J.  RUSSELL  VERBRYCKE,  Jr.,  M.  D.,  Washington,  D.  C. 

This  paper  does  not  attempt  to  be  a com- 
plete dissertation  upon  the  very  fascinating 
subject  of  gall-bladder  disease,  but  will,  to 
keep  within  time  limits,  consider  some  prac- 
tical points  and  some  of  the  writer’s  ideas 
which  are  based  upon  fairly  extensive  obser- 
vation. 

If  Mrs.  Smith  comes  complaining  of  at- 
tacks of  excruciating  pains  in  the  right  hypo- 
chondrium  or  epigastrium,  referred  to  the 
shoulder  blade,  perhaps  accompanied  by 
vomiting,  and  particularly  if  we  see  her  in 
one  of  the  attacks,  we  can  all  be  sure  that  she 
has  gall-stone  colic,  even  though  the  attack 
may  be  due.  to  a plug  of  mucus  in  the  tube 
and  not  a stone. 

But  if  Mrs.  Brown  comes  complaining  of 
gas,  constipation,  headaches  or  other  symp- 
toms, and  so-called  indigestion,  perhaps  only 
if  she  eats  certain  things,  how  are  we  to  de- 
termine if  she  has  functional  dyspepsia,  gall- 
bladder disease,  or  something  else,  and  what 
shall  we  advise  her  to  do? 

Let  us  assume  that  Mrs.  Brown  has  biliary 
infection.  She  is  probably  6 to  10  years 
younger  than  Mrs.  Smith,  not  necessarily  in 
actual  age  but  in  the  course  of  disease,  since 
we  know  that  the  average  gall-bladder  before 
giving  symptoms  sufficient  to  urge  operation 
has  probably  been  diseased  and  that  the  pathol- 
ogy has  been  gradually  getting  worse  for  an 
average  of  nearly  ten  years.  If  Mrs.  Brown 
and  Mrs.  Smith  compare  notes  as  to  their 
symptoms,  which  they  surely  will  do  if  they 
know  each  other,  they  will  note  no  similarity 
unless  Mrs.  Smith  remembers  that  before  her 
terrible  agonizing  attacks  started  she  had  “in- 
digestion” somewhat  similiar  to  Mrs.  Brown’s 
for  some  years. 

If  Mrs.  Brown  is  to  have  an  early  diag- 
nosis and  treatment,  the  fact  that  the  symp- 
toms of  early  gall-bladder  disease,  while  pos- 
sibly suggestive,  are  not  usually  diagnostic, 
makes  it  necessary  that  her  physician  send  her 
to  the  gastro-enterologist  or  diagnostic  clinic 
for  objective  methods  of  diagnosis,  for  there 
are  now  methods  of  precision  available.  The 
specialist  then  makes  a complete  physical  ex- 
amination, examines  the  blood,  urine,  stomach 

*Read  by  invitation  before  the  Warren,  Rappahannock  and 
Page  Medical  Society,  at  Front  Royal,  Va.,  April  19,  1927. 
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contents,  stool,  and  traces  the  barium  meal 
through  the  entire  gastro-intestinal  tract  for 
the  purpose  of  eliminating  or  finding  other 
conditions  which  might  simulate  or  accompany 
a diseased  gall-bladder.  At  this  point  a diag- 
nosis can  be  made  only  by  exclusion,  and  un- 
til the  past  several  years  this  was  our  limit, 
but  now  we  have  the  Graham  gall-bladder 
X-ray,  one  of  the  greatest  medical  advances 
of  the  decade.  By  it  the  gall-bladder  is  made 
visible  and  its  anatomy  and  physiology  made 
clear.  You  are  all  probably  familiar  with  the 
Graham  test  by  this  time,  but  since  our  series 
at  Garfield  Hospital  is  one  of  the  largest  in 
the  country,  numbering  at  present  about  800 
cases,  it  may  be  interesting  to  present  a few  of 
the  results  and  our  conclusions.  Pictures  are 
made  five,  eight  and  twenty-four  hours  after 
the  intravenous  injection  of  sodium  tetraiodo- 
phthalein.  Normally  the  gall-bladder  shadow 
shows  fairly  large  and  distinctly  five  hours 
after  the  injection.  Three  hours  later  it  should 
be  darker  and  smaller  as  two  of  the  gall-blad- 
der functions,  of  abstraction  of  water  and  con- 
traction, are  brought  into  play.  At  the 
twenty-four  hour  period  the  shadow  should  be 
quite  dark  and  much  smaller,  as  the  contents 
are  concentrated  about  twenty  times. 

Complete  absence  of  gall-bladder  shadow  is 
considered  absolute  evidence  of  disease,  pro- 
vided the  liver  is  normally  functioning,  and 
has  so  proven  in  nearly  100  per  cent  of  the 
cases.  So,  too,  the  presence  of  stones,  which 
can  be  demonstrated  many  times  more  fre- 
quently than  by  plain  X-ray,  may  be  consid- 
ered absolutely  positive  evidence  of  disease. 

Other  findings  of  importance  are  poor  den- 
sity of  the  shadow,  caused  by  either  inadequate 
filling,  poor  absorption  of  water,  or  thick- 
walled  gall-bladder;  absence  of  change  in  size 
at  different  examinations,  showing  inelasticity ; 
deformities  of  shape;  marked  variations  in 
size  from  an  accepted  normal,  etc.  Some  of 
the  variations  from  normal  functions  are  quite 
marked,  but  others  fade  out  into  the  ques- 
tionable zone,  so  that  it  is  quite  surprising  that 
the  interpretation  of  the  films  results  in  the 
high  proportion  of  93  per  cent  to  94  per  cent 
accuracy  in  proven  cases.  Statistics  from  Bos- 
ton, St.  Louis  and  Rochester  show  approxi- 
mately like  figures.  So  far  as  I know,  there 
are  few  if  any  tests  in  medicine  which  give 
such  a degree  of  accuracy.  Think  of  it,  if 
cholecystograms  of  100  patients  were  placed 
before  any  one  experienced  in  reading  them. 


Avithout  the  patient  being  seen  or  a question 
asked,  between  90  and  100  per  cent  can  be 
diagnosed  correctly. 

During  1926  I removed  32  gall-bladders. 
There  was  only  one  error  of  the  Graham  test 
in  this  group,  97  per  cent  correct. 

To  return,  then,  to  Mrs.  Brown  who  has 
been  positively  diagnosed  as  having  biliary 
disease  by  a consideration  of  her  symptoms,  ex- 
clusion of  other  conditions,  and  a positive 
Graham  test.  There  are  certain  questions  that 
Mrs.  Brown  wants  to  ask.  Nearly  all  of  the 
patients  ask  them,  so  that  they  will  be  con- 
sidered in  order,  and  I will  give  the  answers 
that  I make. 

Mrs.  Brown:  Do  you  know  what  the  trou- 
ble is  Doctor? 

Answer:  You  have  chronic  inflammation  of 
the  gall-bladder. 

Mrs.  Brown:  Does  that  mean  gall-stones? 

Answer:  You  may  or  may  not  have  gall- 
stones. They  don’t  always  show  even  in  the 
Graham  X-ray,  but,  if  they  are  present,  they 
are  only  an  incident  in  the  course  of  gall- 
bladder disease.  They  are  not  important  in 
themselves  unless  they  produce  gall-stone  colic, 
and  even  this  can  be  produced  by  a plug  of 
mucus  or  swelling  of  the  duct  without  a stone. 

Mrs.  Brown : Does  this  mean  an  operation  ? 

Answer : I heartily  agree  with  the  epigram 
of  Dr.  Stuart  McGuire  who  says,  “Every  pa- 
tient with  gall-bladder  disease  will  eventually 
have  to  be  operated  upon  if  she  lives  long 
enough.”  It  is  rare  that  the  gall-bladder  pre- 
sents a surgical  emergency,  so  there  is  some 
latitude  as  to  the  choice  of  time.  But  if  it  has 
to  be  done  at  some  time,  it  is  far  pref- 
erable to  do  it  early,  not  only  for  the  relief 
from  symptoms  and  the  avoidance  of  the  pos- 
sibility of  complications,  but  because  early 
operation  is  safer  and  followed  by  more  per- 
fect results. 

Mrs.  Brown : What  will  happen  if  I am  not 
operated  upon? 

Answer : That  is  difficult  to  say.  You  may 
only  go  on  having  dyspepsia  or  pain  which 
should  tend  to  get  worse  and  more  continuous. 
But  there  are  very  definite  chances  that  you 
run  of  serious  complications,  such  as  inflam- 
mation of  the  pancreas,  progressive  hepatitis, 
blocked  common  duct  and  cholangitis,  any  one 
of  which  is  a very  serious  matter,  and  the 
operation  for  the  complication,  while  far  more 
serious  than  simple  operation,  is  frequently 
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only  a makeshift  to  save  life  and  not  a cura- 
tive one. 

Mrs.  Brown:  What  is  done  at  operation? 

Answer : Usually  the  gall-bladder  is  re- 
moved  entirely.  It  used  to  be  drained,  but  ex- 
perience taught  that  only  50  per  cent  of  the 
drainage  cases  remained  well. 

Mrs.  Brown : But  Doctor,  how  can  one  live 
without  a gall-bladder? 

Answer:  The  gall-bladder  is  an  organ 
which,  while  it  has  functions,  is  not  necessary 
for  either  life  or  health.  Patients  feel  just  as 
well  and  don’t  know  the  difference  whether 
they  have  a gall-bladder  or  not.  As  a mat- 
ter of  fact,  some  animals  have  gall-bladders 
and  some  do  not.  A mouse  has  no  gall-blad- 
der, the  rat  has.  The  steer  has  one  but  the 
reindeer  not.  One  of  the  functions  of  the 
gall-bladder  is  to  act  as  a temporary  reser- 
voir, but  it  holds  but  a fraction  of  the  amount 
which  is  secreted  by  the  liver.  To  hold  more 
it  has  the  power  of  concentrating,  by  the  ab- 
sorption of  about  20  parts  of  water.  An- 
other function  is  to  act  as  a pressure  regula- 
tor for  the  bile  tract,  but  experiments  have 
shown  that  while  normally  it  takes  an  aver- 
age pressure  of  approximately  400  m.m.  to 
open  the  valve  and  to  allow  the  bile  to  enter 
the  intestines,  after  the  gall-bladder  is  re- 
moved, pressure  falls  in  the  ducts  so  that  only 
about  14  °f  the  amount  is  necessary  to  open 
the  valve.  Consequently,  there  is  no  need  for 
it  as  a pressure  regulator. 

Mrs.  Brown:  Is  the  removal  of  the  gall- 
bladder a serious  operation? 

Answer : The  seriousness  of  any  operation 
depends  upon  several  factors,  such  as  the  con- 
dition of  the  patient,  the  ability  of  the  opera- 
tor, proper  preparation  for  operation,  the 
choice  of  time  for  operation,  etc.,  but  the  pa- 
tient’s chance  can  be  figured  out  from  the  law 
of  averages. 

Those  who  play  golf  know  that  there  is  a 
so-called  par  or  average  perfect  score  for  the 
course,  say,  70  strokes.  There  are  a few  golf- 
ers who  can  consistently  make  close  to  par  and 
every  once  in  a while,  with  a certain  amount 
of  luck  and  favoring  conditions,  one  of  these 
may  do  much  better  than  par  or  average  per- 
fect. So,  with  operations.  I like  to  figure  out 
par  as  based  on  average  results.  Par  for  gall- 
bladder removal  is  probably  96  out  of  100, 
that  is  4 deaths  per  100.  The  average  mor- 
tality throughout  the  country  is  probably  8 
per  cent.  Dr.  Lyon  recently  stated  that  an 


analysis  of  his  cases,  operated  upon  by  the 
best  surgeons  in  Philadelphia,  showed  a 10 
per  cent  mortality.  On  the  other  hand,  there 
are  some  operators  who  have  a record  better 
than  par.  The  mortality  at  the  Mayo  Clinic 
and  several  other  places  is  only  IV2  Per  cent. 
My  own  series  since  I have  had  a death  now 
totals  72  cases.  We  can  in  any  event  sa}r  that 
operation  for  the  relief  of  the  condition  is 
not  nearly  as  risky  as  is  the  disease  itself. 

Mrs.  Brown : A friend  of  mine  was  treated 
by  some  doctor  who  had  her  swallow  a little 
rubber  tube  and  injected  Epsom  salts.  Can’t 
I be  treated  that  way  and  be  saved  an  opera- 
tion? 

Answer:  You  refer  to  the  Lyon  biliary 
drainage.  It  was  based  upon  the  theory  that 
Epsom  salts  applied  directly  to  the  duodenum 
caused  the  muscle  at  the  outlet  of  the  bile  duct 
to  relax  and  the  gall-bladder  to  empty.  It  is 
true  that  there  is  a profuse  flow  of  bile  fol- 
lowing this  treatment,  but  it  has  not  been  con- 
clusively proven  that  the  gall-bladder  itself 
empties.  Furthermore,  even  if  it  did  empty, 
it  could  not  be  expected  to  effect  a cure,  since 
it  is  usually  the  wall  of  the  gall-bladder  that 
is  diseased,  and  drainage  of  the  bile  from  in- 
side could  not  be  expected  to  help  much.  Fur- 
thermore, if  surgical  drainage  for  several 
weeks  continuously  fail  to  cure  more  than  half 
of  the  cases,  intermittent  drainage  for  an  hour 
or  so  at  a time  could  not  be  expected  to  ac- 
complish as  much.  Practically,  it  has  worked 
out  this  way  in  my  experience.  After  trying 
out  the  medical  drainage  in  about  100  cases, 
I have  found  that,  while  there  were  a few 
quite  remarkable  reliefs,  in  a majority  opera- 
tion was  finally  required  and  both  time  and 
money  were  lost,  so  that  we  have  given  it  up 
except  as  a poor  second  choice. 

Mrs.  Brown : I am  almost  satisfied,  but  I 
must  ask  another  question.  You  say  that  I 
don’t  run  so  very  much  risk  from  the  opera- 
tion, and  that  no  other  treatment  is  advisable. 
How  much  chance  have  I of  being  well  after 
the  operation? 

Answer:  There  are  only  about  5 per  cent 
failures  from  a properly  chosen  and  well-per- 
formed gall-bladder  operation.  There  are 
some  others  who  are  not  completely  cured,  es- 
pecially those  who  have  had  the  disease  for 
a long  time  before  operation,  but  the  majority 
are  absolutely  well  after  operation.  Even  con- 
stipation, colitis  and  other  conditions  which 
the  patient  may  have  with  the  cholecystitis 
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are  relieved  in  60  per  cent  of  the  cases  without 
further  treatment. 

Mrs.  Brown  might  ask  other  questions,  such 
as  whether  a gall  stone  could  be  dissolved,  why 
a friend  of  hers  who  took  Mayer’s  Gall  Stone 
Remedy  passed  a lot  of  stones,  etc.,  but  we  will 
assume  that  she  is  satisfied  and  I hope  that  I 
have  convinced  her. 

In  conclusion,  I will  stress  some  of  the  fac- 
tors that  make  for  safer  and  better  gall-blad- 
der operations: 

1.  Early  operations. 

2.  Choice  of  time  for  the  operation,  and  the 
avoidance  of  operating  during  an  acute  infec- 
tion of  any  kind,  if  possible. 

3.  The  general  condition  of  the  patient. 

4.  The  ability  of  the  operator  to  operate 
reasonably  quickly,  without  undue  traumatism 
and  with  technical  accuracy. 

5.  A good  operating  team,  which  includes 
assistants  and  nurses  who  are  used  to  the  opera- 
tor’s methods. 

6.  A <rood  anesthetist  and  the  choice  of  the 
best  anesthetic. 

7.  Careful  preparations  for  the  operation, 
which  can  make  fairly  safe  risks  out  of  many 
otherwise  poor  risks.  I use  mixed  vaccine 
of  pneumococcus,  streptococcus,  staphylococcus 
and  colon  bacillus  as  a routine  several  days  be- 
fore the  operation,  and  feel  that  the  incidence 
of  pneumonia  and  wound  infections  are  re- 
duced to  a minimum. 

8.  Careful  and  intelligent  post-operative 
treatment  looking  toward  the  prevention  or  re- 
lief of  complications. 

9.  Certain  points  of  technique,  of  which  I 
shall  only  mention  the  closure  without  drain- 
age, as  advocated  by  Willis,  whenever  it  is  felt 
to  be  safe. 

Let  me  repeat,  in  closing,  that  gall-bladder 
disease  can  be  proven  with  a high  degree  of 
accuracy  by  the  Graham  X-ray;  that,  once 
proven,  the  thing  to  urge  is  the  operation 
early,  after  proper  preparations,  and  under  as 
ideal  conditions  as  possible. 

815  Connecticut  Avenue , Northwest. 


RECOGNITION  AND  VALUATION  OF 
CARDIAC  SYMPTOMS  AND  SIGNS 
FROM  THE  STANDPOINT  OF  THE 
GENERAL  PRACTITIONER. 

By  B.  H.  MARTIN.  M.  D.,  Richmond,  Va. 

The  ability  to  recognize  is  a gift  and  virtue 
much  to  be  coveted  and  sought  after  in  every 


phase  of  human  endeavor  and  activity.  It  is 
an  art,  if  possessed  by  the  physician,  which 
will  endow  him  with  marked  advantages  over 
his  fellows.  But  all  of  us  can,  by  careful  and 
persistent  observation  and  untiring  effort,  ac- 
quire a chronological  order  of  signs  and  symp- 
toms which  will  be  of  incalculable  help  to  us 
and  a great  advantage  to  our  patients. 

Before  enumerating  some  of  the  most  valu- 
able signs  and  symptoms  of  cardiac  derange- 
ment, I would  like  to  say  that  a physician 
should  know  his  patient  very  thoroughly  as 
to  his  physical  and  mental  relations,  and  real- 
ize that  in  this  advanced  day  of  thought  and 
instruments  of  accuracy  and  precision  the  hu- 
man equation  has  always  to  be  reckoned  with. 
There  are  a number  of  instrumental  methods 
of  examination,  among  them  the  electrocardio- 
graph and  the  roentgen  examination,  the  lat- 
ter being  the  most  valuable  procedure  we  now 
possess  for  determining  the  size  and  position  of 
the  heart.  In  examination  of  the  vast  majority 
of  patients,  the  diagnosis  can  be  made  inde- 
pendently of  instrumental  methods.  It  must 
not  be  inferred  from  this  that  graphic  records 
can  be  dispensed  with,  for  the  power  to  diag- 
nose a great  many  cases  comes  through  the  in- 
formation thus  obtained.  It  is  not  necessary 
for  the  physician  himself  to  take  records,  but 
he  must  be  familiar  with  the  interpretation  in 
order  that  he  may  appreciate  and  apply  results. 
The  value  of  all  these  things  depends  upon 
the  doctor’s  ability  to  recognize  the  very  first 
evidence  of  heart  failure  and  the  proper  meas- 
ures instituted  to  minimize  the  destructive  ef- 
fects. 

With  increased  interest  of  the  people  being 
aroused  over  tuberculosis,  cancer  and  perni- 
cious anemia,  we  overlook  the  fact  shown  by 
statistics  that  some  form  of  heart  disease  is 
more  often  put  down  as  cause  of  death  than 
any  other  single  disease.  Therefore,  it  be- 
hooves the  general  practitioner,  who  is  the  logi- 
cal man,  to  be  so  well  equipped  and  acquainted 
with  the  early  manifestations  of  carditis,  in 
any  of  its  forms,  that  we  will  be  able  to  recog- 
nize it.  In  children,  in  my  judgment,  a great 
deal  of  it  arises,  and  is  never  properly  diag- 
nosed or  treated.  The  child  grows  into  ado- 
lescence and  frequently  into  maturity,  when,  to 
our  utter  chagrin,  we  find  them  with  a bad 
cardiac  lesion,  which  shortens  their  usefulness 
and  longevity.  The  mother  will  probably  re- 
mind us  of  some  febrile  condition  in  early 
childhood  from  which  the  child  never  fully  re- 
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covered.  The  mother  will  tell  us  that  the  child 
tired  easily,  was  irritable,  whiny,  and  com- 
plained of  vague  pains  in  the  body,  and  that 
we  had  agreed  with  her  that  they  were  grow- 
ing pains,  which  we  thought  the  child  would 
out-grow.  The  best  and  safest  way  to  acquire 
this  information  is  by  regular  and  stated  ex- 
aminations of  your  clientele  and  with  a good 
system  of  well-kept  records  we  can  make  use 
of  these  facts  to  reduce  the  number  of  cardiac 
cases.  It  is  just  here  our  greatest  work  is  to 
be  done.  After  we  have  found  this  informa- 
tion, we  should  be  very  certain  of  our  position 
and  then  should  give  such  directions  as — rest 
over  long  periods,  proper  food  and  elimina- 
tion, insisting  and  demanding  cooperation  on 
the  part  of  the  mother  or  nurse.  So  often  an 
easy  going  doctor  allows  the  family  to  per- 
suade him  to  relinquish  some  of  his  directions 
and  the  patient  is  allowed  too  much  liberty. 
In  the  end,  great  harm  results  to  the  patient. 

In  listing  the  symptoms  of  cardiac  derange- 
ment, one  of  the  most  valuable  aids  will  be  a 
carefully  taken  history,  with  due  appreciation 
of  the  patient’s  statements,  aspects,  sensations, 
condition  of  other  organs,  past  history,  and  the 
field  of  cardiac  response.  The  earliest  and 
most  valuable  information  regarding  the  effi- 
ciency of  the  heart  is  revealed  by  the  patient’s 
sensation  in  response  to  effort,  and  his  con- 
sciousness of  the  unusual  manner  in  which  the 
heart  may  beat.  From  a due  appreciation  of 
the  patient’s  sensations  the  nature  of  the 
trouble  will  often  be  revealed;  moreover,  in 
many  patients  the  action  cf  the  heart  may  be- 
come abnormal  at  intermittent  periods,  so  that 
we  have  to  depend  on  the  patient’s  description 
of  his  sensation  for  the  knowledge  of  his  trou- 
ble. Heart  failure  resolves  itself  into  the  ques- 
tion of  the  amount  of  reserve  force  available 
and,  consequently,  it  is  at  this  junction  we  be- 
gin to  find  out  that  amount.  Therefore,  the 
facts  that  produce  the  first  signs  of  discomfort 
need  the  most  detailed  inquiry. 

Among  the  symptoms,  we  may  note  breath- 
lessness or  air  hunger,  sense  of  suffocation,  in- 
ability to  stop  breathing,  quiet  rapid  breath- 
ing free  from  distress,  continuous  labored 
breathing,  labored  breathing  brought  on  by 
exertion,  attacks  of  cardiac  asthma,  Cheyne- 
Stokes  respiration,  pulmonary  hemorrhage, 
acute  suffocation,  edema  of  the  lungs,  enlarged 
liver,  swollen  feet,  puffiness  around  the  ankles, 
dizziness,  vertigo,  arrhythmia,  hypertension, 
degree  of  exertion  which  can  be  undertaken, 


lividity  of  the  face  and  lips,  weakness,  sensa- 
tion of  constriction  in  the  chest,  a feeling  of 
weight  in  the  limbs,  sleeplessness,  particularly 
in  the  aged,  and  ascites.  An  opinion  or  diag- 
nosis should  never  be  based  on  the  presence  of 
one  sign  alone,  however  abnormal  that  may  be. 
Any  sign  which  is  indicative  of  heart  failure  is 
always  accompanied  by  other  symptoms.  The 
converse  is  equally  true,  that  any  sign  unac- 
companied b}r  abnormal  phenomena  may  be 
taken  to  be  of  little  or  no  importance  or  sig- 
nificance, so  far  as  the  functional  efficiency  of 
the  heart  is  concerned. 

You  have  probably  noticed  that  the  writer 
has  almost  neglected  to  refer  to  cardiac  mur- 
murs and  hypertension,  for,  in  the  past,  great 
stress  has  been  laid  on  these  symptoms  and 
they  are  of  undoubted  value.  My  aim,  how- 
ever, is  to  emphasize  the  fact  that  the  human 
organism  is  composed  of  a commonwealth  of 
countless  millions  of  cells,  vital  units,  bound 
together  in  a harmoniously  working  whole. 
Therefore,  any  disease  that  affects  the  human 
body  in  any  locality  or  organ  is  likely  to  pro- 
duce effect  on  or  derangement  of  the  others, 
by  means  of  toxins  either  of  bacterial  or  pois- 
onous origin.  Such  diseases  as  tonsillitis,  in- 
fluenza, pneumonia,  diphtheria,  scarlet  fever, 
typhoid  fever,  rheumatism,  malaria,  and  many 
others  have  a very  marked  effect  on  the  heart 
because  of  the  toxins  generated  in  these  dis- 
eases. Therefore,  it  is  the  writer’s  custom  to 
keep  the  patients  suffering  with  any  of  the 
above  diseases  in  bed,  so  as  to  restrict  their 
exercise  and  get  them  to  rightly  appreciate 
what  a proper  convalescence  means  following 
these  diseases,  therebv  decreasing  heart  lesions. 

There  is  no  profession  where  one  has  as 
many  opportunities  for  service  to  humanity  as 
the  true  physician.  The  doctor  is  with  them 
when  they  make  their  advent,  and  is  constantly 
in  attendance  and  looking  out  for  them  until 
they  pass  the  dark  shadow  of  death ; therefore, 
as  physicians  we  might  take  this  as  our  motto : 

“I  would  be  true  for  there  are  those  who  trust  me, 

I would  be  pure  for  there  are  those  who  care, 

I would  be  strong  for  there  is  much  to  suffer, 

I would  be  brave  for  there  is  much  to  dare, 

I would  be  a friend  to  all  the  poor  and  friendless, 

I would  be  giver  and  forget  the  gift, 

I would  be  humble  for  I know  my  weakness, 

I would  look  up  and  love  and  live  and  lift.” 

5510  Grove  Avenue. 
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WHY  YOUNG  PHYSICIANS  ARE  NOT 
LOCATING  IN  THE  COUNTRY.* 

By  W.  W.  KERNS,  M.  D„  Bloxom,  Va. 

Realizing  that  thei’e  are  very  few  diseases 
upon  which  I could  write  that  would  be  of 
much  interest  to  you,  I was  almost  at  a loss  as 
to  what  topic  I should  discuss,  when  Dr.  Stubbs 
asked  me  to  read  a paper  at  this  time.  But,  in 
selecting  this  subject,  “Why  Young  Physicians 
Are  Not  Locating  in  the  Country”,  and  con- 
sidering my  age  and  experience,  I feel  that  I 
can  give  you  some  real  facts  upon  which  to 
ponder.  Ten  years  ago,  I would  not  have 
dared  to  read  this  paper  before  any  Medical 
Association,  on  account  of  the  criticism  I would 
have  received.  But,  as  it  is,  I am  fast  ap- 
proaching that  age  when  I will  no  longer  be 
able  to  continue  my  work  as  a country  doctor, 
and  I feel  that  if  I can  say  or  do  anything  to 
help  the  young  physicians  who  desire  to  lo- 
cate in  the  country,  and  the  country  people  as 
a whole,  I will  be  amply  rewarded,  no  matter 
how  much  I may  be  censured. 

I have  practiced  medicine  in  the  country 
thirty  years,  have  never  changed  my  location, 
and  consider  myself  an  average  country  phy- 
sician. Starting  out  with  a horse  and  road* 
cart,  I am  now  able  to  ride  in  a Ford  coupe. 

During  the  time,  I have  sent  to  various  hos- 
pitals : 

Six  cases  of  tubular  pregnancy. 

Twenty  cases  of  strangulated  hernia. 

Forty- three  cases  of  fibroid  tumors  of  the 
uterus. 

Twenty  cases  of  cystic  tumors  of  the  uterus. 

Sixty-one  cases  of  cancer  of  internal  organs. 

Thirty-six  cases  of  some  form  of  kidney 
trouble. 

Thirty-two  cases  of  gall-stones. 

Two  hundred  and  twenty  cases  of  some  form 
of  ovarian  or  tubular  trouble. 

Three  hundred  and  twelve  cases  of  appen- 
dicitis. 

The  above  list  makes  a total  of  750  of  what 
I term  major  operative  cases,  for  which  the 
surgeon  received  from  $50  to  $500  a piece  for 
each  operation,  I will  put  it  on  an  average  of 
$100  a case,  making  a total  of  $75,000  for  this 
work. 

How  much  did  I get  out  of  these  cases? 

Called  up,  as  a usual  thing,  git  midnight, 
driving  on  an  average  of  five  miles  each  way, 
examining  the  patient,  diagnosing  the  trou- 

•Read  before  the  Walter  Reed  Medical  Society,  at  Yorktown, 
Va.,  May  26,  1927. 


ble  as  best  I could,  trying  to  soothe  and  com- 
fort the  family,  rushing  the  patient  off  to  the 
hospital  750  times  at  $5.00  a night  visit,  mak- 
ing a total  of  $3,750.00  less  750  telephone  mess- 
ages to  the  hospital  at  50  cents  each— $375.00, 
less  one-half  my  fee  (a  fair  average)  that  I 
never  receive  because,  by  the  time  the  patient 
returns  home  he  has  spent  all  he  had  and  all 
he  can  borrow,  I have  left  a grand  total  of 
$1,687.50  against  $75,000.00  that  the  surgeons 
received. 

In  addition  to  the  above,  there  are  hundreds 
of  minor  operative  cases,  such  as  tonsillecto- 
mies, eye,  nose,  ear,  throat,  rectal  and  skin 
troubles  that  my  patients  consult  me  about 
getting  my  advice  as  to  what  specialist  to  put 
themselves  under,  and  for  all  of  which  I re- 
ceive only  thanks  for  my  trouble  and  counsel ! 

If  we  country  doctors  even  hint  anything 
about  splitting  fees,  the  surgeon  and  specialist 
will  throw  up  their  hands  and  hurl  back  at 
us  “Medical  Ethics”,  and  say,  “All  you  coun- 
try doctors  do  it  to  diagnose  the  cases  and  send 
them  to  us;  we  are  the  ones  who  do  the  work, 
and  should  receive  the  pay.”  What  are  they 
sending  the  country  doctor  in  return?  May  be 
a letter  of  condolence  to  our  widows  and  or- 
phans, and  a write-up  in  the  obituary  column 
of  our  medical  journal  when  we  die. 

And.  besides  this,  in  steps  the  State  with  the 
County  Health  Unit  to  take  a whack  at  us, 
vaccinating  children  and  every  one  else  for  10 
cents,  for  which  we  get  $1.00,  using  toxin- 
antitoxin  for  50  cents  for  which  we  get  $3.00, 
using  typhoid  fever  antitoxin  from  60  cents  to 
$1.00  for  which  we  get  $5.00,  holding  tonsil 
clinics  and  charging  $10.00  for  half  doing  the 
job.  Lectures  are  given  to  midwives  by  county 
nurses,  teaching  negro  women  (unknowingly) 
how  to  produce  abortion. 

No  negro  midwife  should  be  taught  the 
anatomy  of  the  genital  organs.  I have  had 
twenty-seven  abortions  within  the  past  seven 
months.  The  majority  of  these  cases  had  con- 
sulted some  negro  granny,  who  told  them  how 
to  do  the  work. 

How  about  the  county  health  physicians? 
Do  they  get  up  at  midnight,  drive  eight  to  ten 
miles  to  relieve  the  suffering  of  some  poor 
woman  or  child?  Not  by  a long  shot. 

And  to  these  health  physicians,  we  country 
doctors  must  make  a report  every  Saturday 
for  every  thing  that  comes  under  our  obser- 
vation during  the  week — from  a tooth  ache  to 
the  delivery  of  a bouncing  baby. 
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Now  don't  think  that  we  can  get  off  by  just 
mentioning  this  baby.  We  must  give  the  exact 
moment  it  was  born,  and  full  family  history. 
Did  you  use  drops  in  its  eyes?  Failing  to  do 
this,  you  may  be  sui’e  we  will  get  a jacking 
from  headquarters  in  Richmond.  And  if  we 
should  be  called  to  this  baby  a few  days  after 
birth,  arriving  just  in  time  to  see  it  draw  its 
last  breath,  we  must  write  a death  certificate 
for  it.  o-ivinof  date  of  birth,  full  family  history, 
the  date  of  death,  and  the  exact  cause  of  same. 
Right  here  is  where  they  make  me  lie, — or  do 
some  tall  guessing,  for.  if  I fail  to  give  the 
exact  cause  of  death.  I get  another  bawling  out 
from  headquarters  in  Richmond. 

I trust  you  will  not  think  I am  sore  with 
the  surgeon,  specialist,  or  health  department, 
for  God  knows  I love  you  all.  and  why 
shouldn't  I?  We  received  our  medical  degrees, 
passed  the  state  medical  board,  and  served  our 
internship  all  alike,  but  I.  unfortunately,  lo- 
cated in  the  country. 

Today  young  doctors  are  not  locating  in  the 
country,  and  I can't  blame  them;  for.  under 
the  present  conditions,  they  are  up  against 
state  medicine  and  a decent  starvation. 

State  medicine  is  coming,  and  that — fast. 

I see  but  one  remedy,  one  way  to  induce  the 
young  physician  to  locate  in  the  country,  and 
that  is  for  the  city  surgeon  and  specialist  to 
take  him  in  partnership  with  them ! and  for 
the  state  to  let  the  Health  Unit  of  each  county 
be  composed  of  every  reputable  physician  in 
that  county,  each  to  have  his  special  woi’k  to 
do  and  receive  the  pay  alloted  to  that  work. 
This  would  assure  the  patient,  who  goes  to 
the  surgeon  and  specialist,  the  very  best  treat- 
ment and  attention,  at  a less  cost  to  the  patient: 
it  would  bring  the  physicians  in  each  county 
closer  together,  causing  them  to  co-operate  and 
have  a better  feeling  one  towards  another  and 
towards  those  who  are  at  the  head  of  the  health 
department  in  Richmond;  and  this  is  that  for 
which  we  all  should  strive. 

This  is  a day  of  preventive  medicine,  and. 
in  order  to  make  it  a success,  we  must  all  work 
hand  in  hand.  At  the  same  time,  the  country 
doctor  must  have  more  than  an  ordinary  liv- 
ing to  keep  him  there. 

I am  sure  I shall  be  severely  criticized  for 
reading  this  paper,  especially  by  the  “High 
Ups”.  To  those  who  censure,  I have  no  apolo- 
gies to  make  whatever. 

I have  not  written  this  paper  for  my  own 
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benefit,  but  for  the  good  of  those  who  are  to 
follow. 

Think  of  the  hundreds  of  country  physicians 
who  have  passed  away,  leaving  behind  home- 
less and  penniless  widows  and  orphans.  You 
knew  them  and  I knew  them.  They  were  at 
the  beck  and  call  of  every  man.  woman  and 
child  within  the  radius  of  their  practice.  Money 
or  no  money,  no  angel  in  Heaven  should  have 
a brighter  crown  than  those  noble  men;  but 
how  much  brighter  life  would  have  been  to 
them  and  their  families  had  they  been  co- 
partners with  the  surgeons  and  specialists ! 


A CONSIDERATION  OF  SUMMER 
DIARRHEA  IN  INFANCY.* 

By  HOWARD  URBACH,  M.  D.,  Richmond,  Va. 
Associate  Professor  in  Pediatrics,  Medical  College  of  Virginia. 

What  is  summer  diarrhea?  Within  the 
scope  of  this  paper,  we  shall  define  it  as  “A 
condition  in  which  there  are  seven  or  more 
loose  stools  each  twenty- four  hours  in  the 
breast  fed,  and  three  or  more  loose  stools  in 
the  bottle  fed.”  In  either  case  there  is  evi- 
dence of  indigestion. 

Classification  of  Types 
. Infections  f Shigi 

or  -j  Flexner 
Bacillary  [Amoebic 

Non-Infectious  f Acute  Intestinal  Intoxication 
or  -{  Protein 

Non-Bacillarv  [ Carbohydrate 

Infectious  or  Bacillary  Group 

This  group  is  less  frequent  in  the  infant  but 
has  a higher  mortality. 

Symptoms : These  are  sudden  onset,  occa- 
sional vomiting,  always  temperature  (100-104). 
ten  to  twenty  stools  with  marked  straining  the 
first  twenty-four  hours.  After  this,  the  stools 
increase  to  an  average  of  thirty  in  twenty- 
four  hours  (ranging  from  fifteen  to  forty- 
eight),  until  the  quiescent  period  on  or  about 
the  fifth  to  tenth  day  of  illness.  During  the 
first  twenty-four  hours  mucus  is  present.  By 
the  thirty-sixth  to  the  forty-eighth  hour,  mu- 
cus streaked  with  blood  is  present.  By  the 
fourth  or  fifth  day  we  have  mucus,  blood  and 
pus.  In  this  group  we  do  not  get  the  marked 
dehydration  as  in  some  of  the  other  forms  of 
diarrhea. 

Diagnosis:  Diagnosis  of  this  particular  type 
is  a bacteriological  procedure.  The  stool  in  all 
diarrheas,  accompanied  with  blood  and  pus. 

♦Read  before  the  Walter  Reed  Medical  Society,  at  Yorktown, 
Va..  May  26,  1927. 
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should  be  cultured.  A microscopic  examina- 
tion of  the  stools  should  be  made  at  the  bed- 
side; otherwise,  an  amoebic  infection  may  be 
overlooked. 

Treatment : Diet,  while  important,  is  ap- 
parently not  as  important  in  treating  this 
group  as  the  group  next  to  b£  considered.  We 
should  give  principally,  cooked  cereals,  zwie- 
back, fat-free  broths,  well-diluted  fruit  juices 
(orange,  lime,  lemon),  fermented  lactic  acid 
or  protein  milk. 

Medication:  B.  A.  Culture,  drams  1,  may 
be  given  in  fruit  juices.  The  following  formu- 
la is  quite  acceptable  to  most  patients, — Wa- 
ter, 1 pt.,  Orange  Juice,  2 ozs.,  Sugar  (pre- 
ferably Lactose)  to  season.  M. — Sig. : Two 
ounces  every  two  hours  with  B.  A.  Culture, 
drams  1. 

Bismuth  emetin  iodide,  grains  three — three 
times  daily  (short  of  nausea)  is  probably  the 
most  useful  of  the  drugs  for  the  amoebic  type. 

For  the  Flexner  or  Shiga  types,  Flexner’s 
serum  offers  the  greatest  hope,  30  c.c.  given 
preferably  intravenously,  and  repeated  in 
twelve  hours ; then  every  twenty-four  to  forty- 
eight  hours  until  there  is  evidence  of  improve- 
ment. In  view  of  the  fact  that  it  takes  three 
to  seven  days  for  a proper  typing  of  the  in- 
fecting organism,  I am  convinced  that  we  are 
justified  in  using  Flexner’s  serum  in  all  cases 
of  diarrhea  when  blood  appears  in  considerable 
quantity  within  thirty-six  hours  after  onset, 
even  if,  after  careful  search  at  the  bedside, 
microscopic  examination  fails  to  reveal  the 
presence  of  amoeba. 

Second  Group  or  Non-Infectious  Type 

Acute  Gastro-Intestinal  Intoxication. — 
In  this  type  the  onset  is  sudden,  with  frequent 
vomiting,  marked  tympany,  temperature  101- 
106  degrees,  severe  toxemia,  drowsiness,  twehre 
to  thirty  loose  stools  (foul  smelling,  putrefac- 
tive at  first,  then  practically  odorless)  and 
marked  dehydration. 

Treatment : Withhold  all  nourishment  for 
twenty-four  hours.  If  after  the  first  five  or 
six  stools  there  is  much  tympany  and  marked 
odor  to  stools,  a dose  of  castor  oil  is  indicated. 
During  the  first  twenty-four  hours  the  patient 
is  allowed  the  following  mixture  in  small 
quantities  frequently: — Water,  1 qt.,  Soda,  1 
teaspoon  fill,  Lactose,  1 ounce. 

This  mixture  is  quite  acceptable  to  patients. 
It  tends  to  allay  gastric  irritation,  aids  in  neu- 


tralizing acetone  bodies  already  present,  re- 
tards the  breaking  down  of  the  fat  cells,  hence 
inhibits  to  some  extent  the  formation  of  addi- 
tional acetone  bodies. 

Diet:  Very  weak  boiled  skimmed  milk  with 
cereal  diluent  formula,  increased  in  quantity 
and  quality  as  patient’s  condition  warrants. 
When  the  watery  stools  have  subsided,  and  a 
stool  with  some  body,  or  a pasty  consistency, 
is  present,  cooked  cereals,  zwieback,  or  toast 
from  stale  bread  are  allowed. 

Protein  Diarrhea. — In  this  condition  “Some 
Something”  happens  to  baby’s  metabolism 
whereby  it  is  unable  to  take  care  of  the  formula 
with  normal  percentage  of  protein.  In  this 
type  the  stools  are  not  as  frequent  as  in  other 
types  nor  are  they  as  liquid,  but  the  odor  is  of 
a distinct  putrefaction,  and  they  occasionally 
may  excoriate  the  buttock.  There  is  little  or 
no  green  color,  being  more  frequently  a brown 
color. 

Very  rarely  is  medicine  indicated.  A diet 
high  in  carbohydrate  will  take  care  of  the  in- 
fant receiving  a milk  diet  only.  This  may  be 
accomplshed  by  substituting  whey  and  adding 
sugar  sufficient  to  bring  the  mixture  up  to  8 
per  cent  carbohydrate.  Whey  made  from 
whole  milk  gives  a lower  percentage  of  pro- 
tein (0.86  per  cent),  but  a higher  percentage 
of  fat  (0.96  as  against  .04).  With  infants 
ten  to  twelve  months  of  age,  starches  are 
gradually  added. 

Carbohydrate  Diarrhea. — This  is  by  far 
the  most  frequent  type.  Here,  again,  “Some 
Something”  goes  wrong  with  baby’s  meta- 
bolism, whereby  it  is  unable  to  take  care  of 
milk  formula  with  the  usual  percentage  of  car- 
bohydrate. Presumably  a change  occurs  in  the 
intestinal  flora,  just  the  reverse  of  the  protein, 
when  a putrefactive  organism  causes  a fer- 
mentative type  of  organism.  It  is  a well-es- 
tablished fact  that  when  sugar  is  fermented 
by  the  action  of  bacteria,  either  volatile  or  non- 
volatile acids,  or  both,  are  formed — the  former, 
acetic,  butyric  and  formic;  the  latter,  lactic. 
Free  acetic  acid  has  been  recovered  from  the 
stools  of  babies  ill  with  carbohydrate  diar- 
rhea. This  acid  within  itself  is  quite  capable 
of  increasing  peristalsis  or  injuring  the  in- 
testinal mucosa. 

In  this  type  of  diarrhea  the  stools  are  liquid, 
frequent  (seven  to  ten  in  twenty-four  hours), 
and,  by  reason  of  their  acidity,  excoriate  the 
buttocks.  There  is  no  evidence  of  putrefaction, 
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but  there  is  nearly  always  a distinct  acrid  or 
fermentative  odor  with  green  color. 

If  these  statements  are  true,  it  is  reasonable 
to  assume  that  in  order  to  effect  a cure,  all  that 
is  necessary  is  to  change  the  intestinal  flora. 
This  may  be  accomplished  by  the  use  of  pro- 
tein milk.  L'ntil  the  introduction  by  American 
manufacturers  of  protein  milk  in  powder  form, 
the  preparation  of  this  food  in  many  homes 
was  impractical,  and  in  many  instances  impos- 
sible, due  to  its  difficulty  of  preparation.  With 
the  powdered  protein  milk,  the  most  ignorant 
mother  should  be  able  to  prepare  it.  Ten 
packed  level  tablespoonfuls  of  the  milk  to  one 
quart  of  water  gives  the  same  percentage  as 
the  original  formula  of  Finkelstein  (Eiweiss- 
milk) — fat.  3;  sugar  1.8;  protein  3.75.  The 
percentage  of  powered  protein  when  properly 
diluted  is  fat,  2.25;  sugar.  2;  protein,  3.16. 

Another  method  by  which  approximately  the 
same  percentage  is  obtained  is  by  the  use  of 
calcium  casefi.na.te,  using  1/3  to  2f/3  of  an 
ounce  to  the  quart  of  milk  formula,  which  is 
quite  suitable  to  those  babies  that  object  to  sour 
milk  or  regurgitate.  I find  that  the  stools  re- 
turn to  normal  more  readily  on  the  powdered 
protein  milk.  After  the  stools  do  not  exceed 
three  in  twenty-four  hours,  and  give  evidence 
of  becoming  formed  or  of  considerable  body, 
the  baby  is  ready  for  a gradual  substitution  of 
protein  milk  to  the  previous  formula. 

General  Consideration  of  Treatment 
of  Sooier  Diarrhea 

In  addition  to  treatment  mentioned  in  dis- 
cussing each  type  separately.  I desire  to  call 
attention  to  the  following,  which  at  some  time 
during  the  illness  may  be  useful,  and  at  times 
may  be  life-saving  measures,  regardless  of  the 
type. 

Colonic  Irrigation : — That  great  physician 
and  teacher,  the  late  L.  Emmett  Holt,  is 
credited  with  making  the  statement  that  “No 
case  of  summer  diarrhea  should  be  treated 
without  at  least  one  colonic  irrigation.  If  it 
does  good,  repeat  it.  If  it  does  not  do  good, 
do  not  repeat  it.”  While  the  tendency  of  re- 
cent years  has  been  toward  discontinuing,  or 
at  least  diminishing  the  number  of  colonic  ir- 
rigations, it  nevertheless  has  its  field  of  useful- 
ness. In  the  case  of  an  infant  with  a.  diarrhea 
persisting  for  several  days,  with  a sudden  or 
gradually  increasing  temperature,  tympany, 
tenesmus,  restlessness  or  irritability,  a colonic 
irrigation  of  normal  saline  or  sodium  bicar- 


[ September. 

bonate,  or  the  two  combined,  will  frequently 
result  in  a quiet,  restful  sleep. 

If  strain  or  tenesmus  is  severe,  use  1 per 
cent  tannic  acid  solution,  followed  bv  the  time- 
honored  starch  water  and  laudanum  solution. 
I have  used  1 and  2 per  cent  mercurochrome 
solution,  also  1 per  cent  silver  nitrate,  but  am 
yet  to  be  convinced  that  their  use  is  justifiable. 

With  the  infant  that  is  not  taking  much 
water,  or  shows  evidence  of  the  slightest  de- 
gree of  dehydration,  a hypotonic  normal  saline 
irrigation  may  be  of  service. 

Starvation:  During  the  first  twenty-four 
hours  of  illness,  all  food  should  be  withheld, 
regardless  of  type  of  diarrhea;  water  may  be 
given  ad  libitum , as  also  well  diluted  fruit 
juices. 

Drugs:  Most  cases  of  summer  diarrhea,  es- 
pecially the  protein  and  carbohydrate  types, 
do  not  require  the  use  of  drugs.  However,  if 
the  patient  has  twelve  or  more  stools  and  does 
not  show  evidence  of  improvement  within 
thirty-six  hours,  bismuth  with  sulphur  is 
used.  If  the  patient  is  very  uncomfortable, 
and  in  the  absence  of  tympany  or  much  fever, 
opium  in  the  form  of  paregoric  or  Dover’s 
powder  is  indicated. 

Lavage  and  Gavage:  At  times,  regardless  of 
exercising  our  better  judgment,  we  are  con- 
fronted with  the  fact  that  the  infant  refuses 
water  and  nourishment,  in  whole  or  in  part. 
Then  it  becomes  necessary  to  use  the  stomach 
tube.  Kirley  called  attention  to  the  fact  that 
a baby  who  could  not  retain  food  or  water 
when  taken  voluntarily,  would  do  so  quite  fre- 
quently when  introduced  through  the  stomach 
tube.  The  judicious  use  of  the  stomach  tube 
for  the  baby  that  vomits  water  and  nourish- 
ment, or  refuses  either,  can  frequently  tide  over 
the  patient  until  such  times  as  it  can  take  and 
retain  water  and  nourishment. 

Dehydration:  Regardless  of  intelligent  die- 
tetics and  medication,  we  sometimes  find  our- 
selves face  to  face  with  a patient  whose  life  is 
in  jeopardy  from  dehydration  due  to  excessive 
emesis,  or  draining  off  of  body  fluids  by  way 
of  the  bowels.  What  are  we  to  do  to  replace 
the  body  fluids?  How,  then,  are  we  to  replace 
the  fluids  with  the  maximum  safety  and  the 
minimum  pain?  This  may  be  done: 

1st,  Subcutaneously; 

2nd.  Intravenously: 

3rd.  By  means  of  the  anterior  longitudinal 
sinus ; 
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4th,  I ntraperitonea] ly. 

1.  The  subcutaneous  route  is  slower  of  ab- 
sorption and  more  painful. 

2.  Due  to  the  size  of  the  veins  this  method 
is  almost  impractical. 

3.  The  anterior  longitudinal  sinus  is  avail- 
able in  most  patients  from  ten  to  fourteen 
months  of  age,  but  this  method  is  somewhat 
tedious  and  is  attended  with  danger. 

4.  The  intraperitoneal  route  is  to  be  pre- 
ferred because  it  is  not  as  .painful,  or  cer- 
tainly no  more  so,  than  other  routes,  and  with 
little  if  any  more  hazards.  More  fluid  can  be 
introduced,  with  less  discomfort  and  danger 
to  the  patient.  The  intravenous  and  anterior 
longitudinal  sinus  methods  should  be  used  in 
case  it  becomes  necessary  to  add  soda  or  glu- 
cose to  the  normal  saline  solution. 

1311  Grove  Avenue. 


BURNS  OF  CORNEA.* 

By  C.  S.  DODD,  M.  D.,  Petersburg,  Va. 

In  discussing  this  subject,  we  feel  it  is  ad- 
visable to  outline  briefly  the  structure  of  the 
cornea. 

In  size,  it  is  stated  to  be  12  m.m.  in  the 
horizontal  diameter  and  11  m.m.  in  vertical 
diameter,  with  posterior  curvature  somewhat 
greater  than  the  anterior  surface;  it  is  thinnest 
in  the  center. 

The  cornea  is  situated  like  a watch  crystal 
on  the  joining  structures,  and  in  health  is 
transparent.  It  consists  of  the  following  lay- 
ers: 

1.  Anterior  layers,  consisting  of  epithelium 
of  pavement  type  with  cylindrical  cells  the 
deepest;  then  the  round,  and  next  the  last,  the 
flat  cells. 

2.  Bowman’s  membrane — which  is  a homo- 
geneous substance  connected  with  the  corneal 
lamellae  beneath.  It  is  separated  from  the  epi- 
thelium and  has  no  cells. 

3.  Stroma  or  substantia  propria — which  is 
composed  of  ground  substance  and  cell.  The 
ground  substance  is  composed  of  connective 
tissue  and  is  united  by  cement  substance  form- 
ing bundles  which  are  connected  by  laminated 
structure.  Between  the  lamellae  lie  the  cells 
or  corneal  corpuscles  which  are  of  two  types, — 
motile  and  non-motile.  The  non-motile  or 
fixed  cell  has  a large  nucleus  and  a flat  proto 
plasmic  cell  body.  The  motile  corpuscles  are 

•Read  at  the  eighth  annual  meeting  of  the  Virginia  Society 
of  Oto-Laryngology  and  Ophthalmology  in  Charlottesville,  Va., 
April  30,  1927. 


the  wandering  cells  which  are  really  white 
cells  that  have  made  their  way  into  the  cor- 
nea and  travel  along  the  lymph  chambers. 

4.  Descemet’s  membrane  is  a homogeneous 
hyaloid  structure  which  forms  the  posterior 
boundary  of  the  cornea  and  is  chemically  dif- 
ferent from  the  adjoining  structure.  It  is  very 
resistant  to  chemicals  or  structural  changes  as 
observed  in  destructive  changes  of  outer  layers 
of  the  cornea. 

5.  The  endothelium  consists  of  a single 
layer  of  flattened  cells. 

The  cornea  has  no  blood  vessels  as  these  end 
at  the  margin  of  the  cornea  and  then  form  a 
loop.  From  these  loops  the  blood-plasma 
passes  into  the  stroma  of  the  cornea. 

The  nerves  are  from  the  ciliary  and  conjunc- 
tival nerves  and  are  very  numerous  in  stroma, 
passing  over  the  Bowman’s  membrane  and  epi- 
thelium even  to  the  outer  layer ; therefore,  the 
cornea  is  exceedingly  sensitive. 

We  now  come  to  our  subject  proper  and  shall 
limit  our  remarks  to  burns  of  the  cornea  only, 
but  admit  there  is  a besetting  temptation  to 
refer  to  the  conjunctiva  and  lids  as  well. 

The  causes  of  these  burns  include  ammonia, 
acids,  alkalies,  hot  metals,  curling  irons,  and 
lime. 

The  position  of  the  cornea  makes  it  liable  to 
be  first  injured  by  these  substances,  and  our 
own  record  shows  266  cases  where  the  cornea 
alone  was  injured  as  against  630  cases  of  burns 
of  conjunctiva  and  cornea  combined. 

Symptoms:  There  are  several  symptoms 
common  to  all  burns  of  the  cornea,  namely, 
pain — slight  to  excruating, — impaired  vision, 
photophobia  and  marked  lachrymation.  The 
cornea  may  look  dull  or  opaque.  The  deeper 
the  burn,  the  more  pronounced  the  opacity.  In 
light  cases  the  opacity  is  gray.  In  severe  cases 
the  opacity  is  whitish,  or  if  a few  days  old, 
yellowish-white.  In  the  worse  cases  the  cor- 
nea may  be  porcelain  white  and  dry.  The 
cornea  may  be  insensitive.  After  a few  days 
keratitis  may  develop  with  hypopyon  and  iri- 
tis. 

Lime  Burns:  This  substance  on  entering  the 
eye  gives  rise  to  intense  irritation  and  the  lids 
close  spasmodically.  The  copious  tears  that 
flow  would  be  a most  favorable  thing  in  most 
instances,  but  in  this  case  it  is  most  unfavor- 
able, as  the  lime  is  pressed  against  the  cornea 
and  the  tears  slack  more  of  the  lime,  generat- 
ing heat  which  hastens  the  work  of  destruc- 
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tion.  The  lime  forms  calcareous  deposits  on 
the  cornea. 

Ammonia  Burns:  The  eye  is  painful  and 
smarts,  but  if  a large  amount  of  the  chemical 
enters  the  eye.  vision  may  be  lost  and  the  eye 
become  like  china. — dry,  glistening  and  insen- 
sitive. 

Curling  Irons:  These  burns  usually  affect 
the  epithelium  only,  and  healing  is  frequently 
rapid.  Pain  is  commonly  severe  at  first,  with 
marked  photophobia. 

Xitric  Acid  and  Xiiro-Sulphuric  acid  burns 
are  the  ones  I have  treated  most.  The  eye  is 
painful,  pus  soon  forms,  the  stroma  decays, 
and  often  the  eye  is  lost. 

Hot  Metals:  It  is  remarkable  how  slight  the 
injury  may  be  in  some  instances  of  burning  by 
hot  metals,  but,  of  course,  many  are  severe 
and  fatal  to  sight. 

Complications:  Symblepharon,  dense  leu- 
koma. In  severe  burns  there  is  set  up  a de- 
limiting suppuration,  and  a flat  surface  is  left 
which  leaves  the  vision  impaired,  or  staphy- 
loma, due  to  thinnning  of  corneal  substance. 
Sometimes  there  is  perforation  with  iritic  ad- 
hesions. Another  grave  complication  is  glau- 
coma. 

Prognosis:  It  is  not  the  burns  that  look  the 
worst  to  begin  with  that  necessarily  have  the 
most  unfavorable  termination,  as,  for  in- 
stance, after  a burn  from  hot  metal  the  eye 
condition  is  alarming,  but  may  in  a few  days 
clear  up  and  the  vision  return : conversely,  after 
ammonia  burns  the  cornea  is  transparent  at 
first,  but  in  a few  days  is  like  porcelain.  An 
insensitive  cornea  is  a grave  sign.  The  opacity 
is  of  vexing  concern,  and  it  is  well  to  remem- 
ber the  extent  of  the  opacity  depends  on  the 
extent  of  the  burn,  but  the  intensity  of  tiie 
opacity  depends  upon  the  depth  to  which  the 
corneal  tissue  has  been  destroyed.  Glaucoma 
is  to  be  dreaded  here  as  well  as  in  whatever 
condition  it  appears. 

Treatment : Cleanse  the  eye  of  all  foreign 
substance  and  cocainize  with  5 per  cent  solu- 
tion : or  better.  2 per  cent  solution  of  Brityn : 
use  castor  oil  or  the  like.  We  prefer  troalin — 
tion;  or  better.  2 per  cent  solution  of  Butyn; 
to  bed  in  a dark  room  and  relieve  pain. 
In  lime  burns,  remove  each  particle.  Sugar 
or  salt  solution  may  be  used  at  first,  but,  after 
all  lime  is  removed,  use  only  oil. 

Curling  Irons:  Use  the  general  directions. 

Hat  Metals:  Use  cocain  or  two  per  cent 
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solution  of  Butyn ; together  with  boric  acid 
salve  or  troalin. 

Nitric  Acid  and  Nitro-Sidphuric  Acid:  Use 
cocain  and  oil;  put  the  patient  to  bed,  watch 
for  complications. 

Symblepharon , Glaucoma , Iritis:  When 
these  conditions  occur,  each  will  have  to  receive 
appropriate  and  energetic  treatment. 

In  burns,  we  are  opposed  to  the  use  of  atro- 
pine, since  we  have  had  some  sad  experiences 
after  its  administration,  especially  with  the 
nitric  acid  burns,  so  use  cocaine  and  homatro- 
pine. 

In  treating  the  opacities,  we  use  salt  injec- 
tions into  the  conjunctiva  after  all  irritation 
has  cleared  up,  together  with  dionin.  Begin 
with  a 2 per  cent  solution  morning  and  evening 
for  twelve  days;  omit  for  four  days,  then  in- 
crease the  strength  to  5 per  cent,  and  use  as 
before ; then  7 per  cent,  and  finally  10  per  cent 
— repeating  if  found  beneficial. 


SURGERY:  SPECIAL  AND  GENERAL 
WITH  REFERENCE  TO  UROLOGY.* 

By  JACOB  S.  ROSENTHAL,  M.  D.,  Washington,  D.  C. 

Possibly  no  field  of  surgery  is  more  often 
invaded  by  the  general  surgeon  than  that  of 
urology.  So  often  is  this  the  case  that  I have 
heard  several  practitioners  make  the  statement 
that  there  was  no  real  need  of  a urological  sur- 
geon; and.  that  any  need  for  urological  surg- 
ery was  readily  met  by  the  general  surgeons. 
On  a recent  trip  of  observation,  I determined 
to  compare  the  work  of  the  two  by  observing 
the  same  operations  done  by  both  tj’pes  of 
surgeons.  Owino;  to  the  limitation  of  time  to 
a few  months,  nothing  like  a complete  com- 
parison could  be  made,  though  there  was  suffi- 
cient work  on  kidneys,  bladder  and  prostates 
to  fret  a very  rrood  idea  of  the  differences  in 
the  two  types  of  operators.  A marked  dif- 
ference was  observable  between  the  older  and 
younger  general  surgeons;  in  no  small  num- 
ber of  instances  the  older  man’s  experience  and 
good  judgment  was  sacrificed  through  a desire 
for  speed,  while  the  younger  man,  not  as  fast, 
seemed  in  many  cases  lacking  in  surgical  judg- 
ment and  a clear  knowledge  of  the  work  at 
hand. 

In  the  case  of  the  specialist,  there  was  not 
only  a marked  difference  in  the  operation  it- 
self, but  in  the  preparation  of  the  patient  as 
well.  In  every  instance  the  patient  was  sub- 

♦This  paper  is  a resume  of  impressions  grained  on  a recent 
trip  of  observation  and  study. 
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jected  to  various  laboratory  tests  and,  when 
deemed  necessary,  a more  or  less  prolnged  pre- 
operative treatment  given.  Such  care  is 
noticeable  in  the  patient  himself  before  and 
after  operation.  The  patient  is  a better  opera- 
tive risk,  and  there  is  less  chance  of  death  fol- 
lowing or  of  a stormy  period  of  convalescence. 
The  difference  in  time  alone  and  in  the  com- 
fort of  the  patient  more  than  compensates  for 
the  time  of  preparation,  to  say  nothing  of  the 
end  results  of  the  operation. 

In  kidney  cases  a most  notable  difference  was 
seen  in  the  incisions  made  by  the  general  sur- 
geon and  those  by  the  specialist.  In  the  lat- 
ter case  the  incisions  were  always  longer  and 
freer,  the  advantage  being  in  the  ease  of  han- 
dling the  organ  itself,  and  the  lessened  manipu- 
lation necessary  to  effect  whatever  surgical  pro- 
cedures that  seemed  indicated.  This  is  a de- 
cided factor  in  the  reduction  of  both  hemor- 
rhages and  infections.  In  some  cases  of  renal 
calculi,  operative  judgment  seemed  sadly  lack- 
ing. In  one  case  I saw  a general  surgeon  at- 
tempt to  operate  through  an  incision  that  was 
entirely  inadequate,  and  what  amounted  to  a 
failure  to  deliver  the  kidney.  He  then  bi- 
sected the  kidney  for  the  removal  of  several 
large  stones,  and  afterwards  closed  the  kidney 
wound  with  an  ordinary  running  suture  which 
failed  to  hold,  and  in  a short  time  the  con- 
tinued hemorrhage  made  re-operation  neces- 
sary. In  spite  of  several  transfusions  the  pa- 
tient was  dead  four  days  after  the  original 
operation.  The  worst  feature  of  this  case  lay 
in  the  fact  that  the  kidney  was  to  all  intents 
and  purposes  functionless ; and  the  proper 
thins  to  do  would  be  either  to  remove  the  kid- 
ney  or  else  let  it  alone.  This  case  is,  of  course, 
extreme,  and  it  is  unbelievable  that  any  such 
series  of  blunders  could  be  made  by  one  who 
had  any  knowledge  of  urological  surgery ; 
and  would  be  impossible  in  the  hands  of  a 
competent  urologist.  In  this  instance,  the  sur- 
geon could  not  be  described  as  an  inexperienced 
man. 

The  bladder  cases,  with  the  exception  of  a 
few  procedures,  were  left  entirely  to  the  urolo- 
gist, for  the  skill,  consideration  and  judgment, 
combined  with  the  tediousness  of  the  work  it- 
self, would  be  well  bejmnd  the  average  sur- 
geon’s desire  because  of  the  necessary  careful 
and  correct  procedures. 

In  prostatic  cases  the  urologist  seemed  more 
willing  to  use  either  the  perineal  or  supra- 


pubic approach  depending  upon  the  case  in 
hand.  As  in  the  kidney  cases,  the  pre-opera- 
tive handling  was  much  better  and  the  opera- 
tions themselves  cleaner.  The  general  surgeon 
usually  takes  less  time  than  the  urologist.  A 
marked  decrease  in  mortality  has  occurred  in 
these  cases  due  to  the  use  of  local  and  regional 
(including  spinal)  anesthesia,  and  too  much 
cannot  be  said  of  the  many  advantages  offered 
by  this  in  most  of  these  cases. 

The  hernia  operations  are  too  well  known 
to  require  much  comment.  The  urologist  takes 
bigger  bites  of  the  conjoined  tendon  and  a 
more  careful  inclusion  of  Gimbernat’s  liga- 
ment in  the  lower  suture. 

In  operations  upon  the  external  genitals,  the 
specialist  was  more  deliberate  and  careful,  the 
general  technic  and  type  of  operations  selected 
being  the  same  as  that  of  the  general  surgeon. 

In  conclusion,  it  would  seem  that  the  urolo- 
gist, while  slow,  was  more  deliberate  and  ap- 
peared to  have  the  better  of  it  in  operative 
work;  and  it  would  be  happier  if  the  general 
surgeon  could  achieve  more  of  a urological 
viewpoint  in  these  cases. 

1422  Massachusetts  Avenue. 


ADDITIONAL  REMARKS  ON  RETIRE- 
MENT. 

By  I.  S.  STONE,  M.  D„  F.  R.  C.  S„  Washington,  D.  C. 

In  a former  paper  I have  given  a brief  ac- 
count of  what  I have  found  interesting  and 
agreeable  as  a pastime  in  view  of  my  retire- 
ment a few  years  ago  (see  Virginia  Medical 
Monthly , July,  1927).  In  the  present  article 
I wish  to  consider  the  general  subject  of  retire- 
ment for  business  and  professional  men. 

One  of  the  frank  opinions  by  recent  writers 
is  that  of  Mr.  Edward  Bok,  who  strongly 
favors  retirement  before  mental  and  physical 
impairment  begins.  Mr.  Bok  has  had  a very 
active  literary  and  business  life,  and  many 
will  remember  that  he  paid  fifty  thousand  dol- 
lars for  a suggestion  of  the  best  methods  of 
preventing  war.  His  paper,  from  which  I 
quote,  will  be  found  in  the  Atlantic  Monthly , 
Vol.  126,  p.  369.  He  said  he  “wanted  to  stop 
work  and  play  for  a while.”  His  advice  ap- 
pears to  be  applicable  alike  to  business  and 
professional  men,  and  I shall  quote  liberally 
from  it. 

His  friends  thought  he  must  be  ill,  because 
he  “wanted  to  play.”  He  did  not  object  to 
dropping  with  the  “harness  on,”  but  preferred 


376 


VIRGINIA  MEDICAL  MONTHLY 


September, 


to  drop  “with  the  blinders  off.”  One  friend 
gave  him  twelve  months  to  degenerate.  An- 
other suggested  that  he  “would  have  a com- 
plete mental  collapse  in  two  years.”  But,  he 
says,  “The  great  adventure  of  life  is  some- 
thing more  than  work — and  money.  One  of 
the  most  pathetic  signs  ...  is  the  inabil- 
ity of  some  men  to  let  go.  not  only  for  their 
own  good,  but  to  give  the  man  behind  them  a 
chance.  Thev  hantj  on  because  thev  think 
themselves  indispensable  to  their  business, 
while  in  scores  of  cases  the  truth  is  exactly  the 
opposite;  the  business  would  be  distinctly 
benefited  by  their  retirement  and  the  coming 
to  the  front  of  the  younger  blood  in  affairs. 
Many  are  afraid  to  let  go.  fearing  they  would 
not  know  what  to  do.  At  fifty  or  seventy, 
they  are  slaves  to  business  with  no  inner  re- 
sources. One  may  thus  be  useless  to  himself 
and  a burden  to  himself  and  family.  Life  is 
more  than  making  money  or  the  accumulation 
of  wealth.  Those  who  miss  this  truth  miss 
the  greater  part  of  joy  and  satisfaction  that 
can  come  into  life.” 

Anyone  familiar  with  the  writings  and  the 
life-work  of  Mr.  Bok  may  easily  see  that,  al- 
though he  calls  his  fl/Ycr-retirement  activities 
“play,”  most  of  us  would  be  weary  enough 
and  would  want  to  return  to  “work”  rather 
than  follow  his  lead  in  “play.”  It  will  be  in- 
teresting to  hear  from  him  a few  years  hence, 
for  he  will  surely  report  his  experiences. 

The  question  of  retirement  comes  ruthlessly 
and  relentlessly  upon  one  who,  having  given 
his  best  years  to  professional  life,  finds  him- 
self less  efficiently  productive,  either  in  finan- 
cial returns  or  in  personal  f influence.  This 
ruthlessness  appears  the  more  distressing  and 
uncharitable  when  we  realize  that  probably 
one-half  of  his  time  and  labor  has  been  for 
the  poor  or  for  those  who  refused  to  pay  him 
for  his  skill  and  attention.  It  seems  all  the 
more  serious  to  those  who,  approaching  retire- 
ment. have  not  the  “inner  resources”  which 
Mr.  Bok  mentions. 

A retirement  age  for  physicians  has  not  yet 
been  definitely  fixed,  save  in  certain  institu- 
tions, such  as  hospitals,  but  there  is  a strong 
tendency  toward  this  measure,  which  will  de- 
velop greater  strength  in  the  future.  Dr. 
Osier’s  famous  allusion*  to  the  retirement  of 
medical  men  before  they  reach  old  age,  is  so 
well  known  that  I forbear  quoting  it,  yet  we 

•See:  “The  Fixed  Period’*  in  “Aequanimitas,**  p.  391,  espec- 
ially pp.  399-400. 


must  admit  that  he  made  good  use  of  the  psy- 
chological moment  when  he  gave  utterance  to 
his  opinion.  Since  Osier’s  day,  no  one  has 
been  bold  enough  to  express  a similar  view* 
whatever  they  may  have  thought  about  it. 

Beyond  doubt  this  question  of  the  retire- 
ment of  physicians  on  account  of  age,  is  a 
modern  one  and  has  been  brought  about  by  the 
various  movements  looking  toward  better 
medical  schools  and  hospitals  and  standardi- 
zation of  equipment  for  all  those  who  labor 
for  the  best  interests  of  the  public  and  medical 
profession,  and  the  prolongation  of  human 
life. 

A future  paper  may  refer  to  retirement 
from  the  viewpoint  of  the  hospital  and  medi- 
cal school. 

1618  Rhode  Island  Avenue , Northwest. 


Clinical  Reports 

A CASE  OF  DECOMPENSATING  RHEU- 
MATIC HEART: 

Compensation  Restored  With  a Loss  of 

Forty-five  Pounds  of  Dropsical  Fluid  in 
Twenty-four  Hospital  Days. 

By  ALEXANDER  G.  BROWN,  Jr.,  M.  D„  Richmond,  Va. 
Stuart  Circle  Hospital. 

A white  woman,  aged  fifty-six,  was  admitted 
to  the  hospital  May  20,  1927,  weighing  190 
pounds,  complaining  of  shortness  of  breath, 
swollen  legs,  arms,  abdomen,  and  face.  The 
patient  had  had  rheumatism  after  her  mar- 
riage. This  followed  attacks  of  tonsillitis. 
Seven  years  before  entering  the  hospital  she 
had  had  some  dropsy.  She  was  told  by  her 
physician  that  she  had  a “rheumatic  heart.” 
Since  last  Christmas  (1926)  she  has  had  more 
or  less  swelling  in  various  parts  of  her  body. 
She  has  been  under  the  care  of  several  physi- 
cians, but  there  has  been  a persistence  of 
dropsy.  A few  weeks  prior  to  entering  the 
hospital,  the  dropsical  symptoms  had  become 
very  difficult  and  uncomfortable. 

The  patient  was  a large  woman.  She  showed 
a swollen  body : and  there  was  a manifest  diffi- 
culty in  breathing.  She  was  pale  and  weak, 
and  quite  miserable.  Examination  of  the  heart 
disclosed  evidence  of  labored  action,  enlarge- 
ment, dilatation  and  valvular  disease.  The 
heart  was  markedly  enlarged  and  dilated,  and 
was  rapid  in  rate,  intermittent  and  irregular. 
There  were  systolic  and  diastolic  murmurs  over 
the  precordium  and  jugular  pulsations.  The 
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auricles  were  fibri Hating.  The  diagnosis  ar- 
rived  at  was  regurgitation  of  the  aortic  and 
mitral  valves,  with  dilatation  of  heart,  and 
decompensation. 

Moist  rales  were  present  at  the  bases  of  the 
lungs,  with  moisture  on  both  lungs.  There  was 
demonstrable  an  accumulation  of  dropsical 
fluid  in  both  pleural  sacs.  The  abdominal 
cavity  showed  an  accumulation  of  dropsical 
fluid.  There  was  a marked  edema  in  the  ab- 
dominal walls,  legs,  arms,  and  face.  The  liver 
was  enlarged.  The  patient  gave  a history  of 
almost  complete  suspension  of  urine  for  thirty- 
six  hours  before  entering  the  hospital.  In 
general,  the  patient  was  swollen,  cyanotic,  and 
dyspnoeic. 

Laboratory  findings  may  be  briefly  summa- 
rized. There  was  a trace  of  albumin  in  the 
urine;  one  to  three  pus  cells  and  many  epi- 
thelial cells.  The  blood  urea  was  20  mg.  per 
100  c.c.  of  blood.  Red  blood  corpuscles  counted 


grain  and  a half  digifolin  tablet  every  four 
hours  for  first  two  days,  then  one  tablet  eveiy 
six  hours.  She  was  also  given  theobromin 
sodium  salicylate  in  eight  grain  doses  every 
twelve  hours.  A mild  “saline”  water  was  given 
at  night. 

Upon  this  regimen  and  medication,  the  pa- 
tient made  steady  loss  of  fluid.  The  losses  may 
be  observed  in  following  notations : 

Weight  in  Pounds  Weight  in  Pounds 


194 — 1st  day 
190—  2nd  “ 
190—  3rd  “ 
189—  4th  “ 
188—  5th  “ 
186—  6th  “ 
184—  7th  “ 
184—  8th  “ 
180—  9th  “ 
176— 10th  “ 
173— 11th  “ 
168— 12th  “ 


164 — 13th  day 
160 — 14th  “ 
158— 15th  “ 
155— 16th  “ 
153— 17th  “ 
151— 18th  “ 
150— 19th  “ 
149— 20th  “ 
148— 21st 
147— 22nd  “ 
145— 23rd  “ 


She  was  discharged  from  hospitalization  on 
the  twenty-fourth  day  (6/15/27),  having  ap- 
parently lost  all  gross  dropsical  fluid.  Her 


3,390.000,  and  the  hemoglobin  was  66  per  cent. 
Blood  Wassermann  was  negative. 

The  patient  was  kept  in  bed  in  hospital. 
She  was  restricted  to  300  c.c.  of  fluid  intake 
daily.  She  was  given  a low  protein  diet  with 
a low  maintenance  caloric  value.  She  was  re- 
stricted in  the  use  of  salt.  She  was  given  a 


loss  of  weight  was  accompanied  by  an  increased 
urine  output.  She  left  the  hospital  much  im- 
proved. Heart  diameter  was  reduced.  The 
heart  rate  and  rhythm  were  more  normal,  and 
compensation  apparently  was  re-established. 
Lungs  were  clear,  liver  was  more  normal  in 
size  and  kidney  secretion  was  ample. 
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Comment 

Dropsy  is  always  difficult.  In  no  case  is  it 
more  difficult  than  in  heart  disease.  It  usually 
portends  terminal  conditions;  it  admonishes 
one  of  approaching  heart  failure;  it  means 
collection  of  fluid  in  tissues  and  cavities  be- 
fore death  unless  a turn  of  the  tide  is  brought 
about  by  clinical  methods.  It  has  not  only  this 
significant  meaning,  both  to  patient  and  phy- 
sician, but  also  it  brings  about  a group  of 
symptoms  which  adds  to  the  discomfort  of  an 
already  harassed  patient.  Hence,  dropsy  and 
edema  may  be  briefly  considered  as  one  large 
clinical  problem  in  the  management  of  the 
cardiopath.  There  are  three  types  of  edema. 
Inflammatory  edema  is  one  in  which  the  fluid 
saturates  the  cells,  but  does  not  shift  with 
gravity  or  position.  With  this  type,  of  course, 
we  are  not  dealing.  Then  there  is  edema  of 
the  nephritic.  In  this  type  fluid  is  suspended 
in  subcutaneous  tissue.  It  readily  moves  and 
shifts  its  position.  In  this  form  there  is  an  in- 
crease of  water  in  the  blood  and  an  increase 
of  sodium  chloride.  Lastly,  there  is  cardiac 
edema.  This  is  hypostatic.  There  is  not  that 
change  of  the  relative  amount  of  water  and 
sodium  chloride  in  the  blood.  However,  there 
are  frequently  combinations  of  the  cardiac  and 
nephritic  forms  of  edema.  This  is  due  to  the 
frequent  association  of  nephritic  disease  with 
heart  disease.  This  relation  or  association  has 
a significance  of  paramount  importance  to  the 
clinician,  because  upon  its  determination  rests 
the  line  of  therapeutic  approach. 

Recent  reports  upon  the  question  of  reliev- 
ing edema  in  nephritic  and  heart  cases  have 
afforded  encouragement.  For  instance,  the 
current  publications  of  the  past  two  years  have 
pointed  out  the  favorable  effect  of  the  use  of 
ammonium  chloride  and  novasurol  in  nephri- 
tic edema.  Of  course,  a dietary  consideration 
was  also  given,  as  low  salt,  and  low  protein 
diet,  and  a limited  water  intake,  were  com- 
bined in  the  treatment.  The  experience  of 
Keith,  Barrier  and  Whelan,  (./.  A.  M.  A .,  1925, 
xxxv,  799-806)  is  interesting  and  gives  the  re- 
sults of  a careful  observation  of  twelve  cases 
of  nephritic  edema  treated  with  ammonium 
chloride  and  novasurol.  The  latter  was  in- 
jected intramuscularly  and  intravenously  in 
doses  of  from  0.2  to  2.55  c.c.  Diuresis  was  best 
obtained  when  ammonium  chloride  had  pre- 
ceded the  administration  of  novasurol.  In  all 
the  cases  marked  diuresis  and  loss  of  edema 
was  secured.  These  observations  are  in  keep- 


ing with  our  experience  with  this  treatment. 
The  importance  of  a limited  fluid  intake  and 
a low  diet  of  salt  and  protein  is  of  equal  sig- 
nificance. In  some  of  our  cases  a mere  limit- 
ing of  water,  salt  and  protein,  has  been  fol- 
lowed by  a gradual  loss  of  edema  without 
medication.  In  these  cases  renal  function  has 
improved  and  nitrogen  retention  has  decreased 
as  the  edema  was  lost.  Edema  of  heart  disease 
in  which  we  are  interested  in  this  case  report, 
has  been  recently  well  considered  in  an  article 
by  Marvin,  J.  A.  M.  A .,  Vol.  87.  No.  25,  page 
2043.  Marvin  treated  the  subject  under  the 
title,  “The  Value  of  the  Xanthine  Diuretics  in 
Congestive  Heart  Failure”. 

Under  the  use  of  xanthine  diuretics,  seventy- 
seven  cases  of  congestive  heart  failure  were  ob- 
served. but  thirty-six  were  made  edema  free  by 
digitalis  alone,  while  of  the  remaining  forty- 
one,  thirteen  were  relieved  of  edema  by  one  or 
more  of  the  xanthine  diuretics,  five  were  im- 
proved, and  five  only  moderately  benefited. 
The  remainder  of  the  cases  were  benefited  by 
the  diuresis  secured. 

1135  West  Franklin  Street. 


TWO  CASES  OF  NEPHRITIS  APPAR- 
ENTLY CURED  BY  TONSILLEC- 
TOMY.* 

By  B.  M.  RANDOLPH.  M.  D„  Washington,  D.  C. 
Professor  of  Clinical  Medicine  in  George  Washington  University. 

In  modern  times  it  is  in  the  laboratory  that 
the  preliminary  research  is  done  which  makes 
possible  any  really  effective  advance  in  the 
treatment  of  disease.  A very  conspicuous  ex- 
ception to  this  rule  is  the  hypothesis  that  focal 
infection  is  the  cause  of  pathological  change 
in  remote  structures.  The  only  thing  that 
maintains  this  hypothesis  is  the  empirical  fact 
that  surgical  removal  of  such  foci  are  followed 
by  the  cure  of  the  signs  and  symptoms  of  dis- 
ease attributed  to  them.  The  laboratory  has 
lagged  behind  the  clinic  in  furnishing  a scien- 
tific thesis  by  which  we  can  control  our  clini- 
cal impressions.  It  is  to  be  hoped  that  the 
extensive  study  of  this  problem  which  is  going 
on  in  the  various  laboratories  of  the  world 
may  soon  open  a line  of  approach,  which  will 
supply  a more  scientific  conception  than  the 
present  clinical  guess  and  therapeutic  test. 

The  case  here  reported  is  that  of: 

A white  male,  referred  by  Dr.  Whitson,  for 
study  and  advice.  First  seen  June  25,  1921. 
Aged  38;  machinist:  married. 

•Read  before  the  George  Washington  Medical  Society,  Feb- 
ruary, 1927. 


1927] 


VIRGINIA  MEDICAL  MONTHLY 


379 


Present  illness  began  May  8,  1921,  approxi- 
mately seven  weeks  before  this  visit.  In  the 
morning  he  had  three  chills  and  a very  sore 
throat.  There  was  some  fever,  which  lasted 
three  or  four  days.  Had  severe  abdominal 
pains,  which  confined  him  to  bed  two  weeks. 
During  this  time  lie  had  some  vomiting.  He 
still  has  nausea,  which  is  worse  in  the  evening, 
and  occasional  headache. 

Blood  appeared  in  his  urine  a few  days 
after  the  onset,  and  has  persisted  since.  He 
was  examined  by  a genito-urinarv  surgeon, 
who  found  no  local  infection,  and  told  him 
that  the  blood  came  from  both  kidneys.  Ten 
days  before  the  onset  he  was  struck  in  the 
right  side  and  knocked  from  a train.  He  is 
very  constipated,  and  the  urine  is  frequent 
and  profuse. 

Family  History.  Father  died  at  60  of  pros- 
tatic cancer.  Mother  living  and  in  good 
health.  Has  eleven  brothers  and  sisters,  all 
in  good  health.  His  wife  is  healthy,  and  has 
had  no  children  or  pregnancies. 

Personal  History.  Had  a chancre  at  18 
years,  and  was  subsequently  successfully 
treated  for  lues  by  his  family  physician. 
Operations : herniotomj^  in  1908 ; appendect- 
omy in  1909 ; eye  removed  for  acute  glaucoma 
in  1913.  Had  quinsy  in  1912. 

Examination.  Anaemic  appearance.  Swell- 
ing under  eyes.  Second  right  upper  and  first 
right  lower  bicuspids  crowned.  Throat  is  not 
acutely  inflamed,  and  there  is  no  adenitis. 
Thyroid  is  full,  but  does  not  appear  patho- 
logical. Heart,  lungs  and  abdomen  negative. 
No  abnormal  reflexes  found.  Blood  pressure 
118-88.  Weight  144  lbs. 

Urine.  Acid ; specific  gravity  1.010 ; albu- 
men— a marked  positive  reaction ; numerous 
granular  and  epithelial  casts ; also  red  cells 
and  leucocytes. 

Diagnosis.  Acute  nephritis,  now  becoming 
chronic. 

He  was  advised  to  enter  the  hospital  for 
further  observation  and  treatment,  and  was 
admitted  to  George  Washingtoin  University 
Hospital  June  28,  1921. 

It  was  further  noted  that  since  April  1, 
1921,  he  had  been  having  vague  digestive  dis- 
turbances, with  a chokino;  sensation,  which 
were  relieved  by  eating.  Also,  that  on  Jan- 
uary 13,  1921,  he  passed  an  unquestioned  ex- 
amination for  life  insurance,  and  was  issued 
a policy  for  $3,000  by  a standard  life  insur- 


ance company.  Has  had  three  negative  Was- 
scrmanns  since  treatment  of  lues. 

Prior  to  his  admission  to  the  hospital,  blood 
examination  was  reported  as  follows:  Hb. 
60%;  red  cells  3,300,000;  white  cells  15,000; 
polymorphonuclears  62%  ; mononuclears  4%  ; 
lymphocytes  32%;  basophiles  1%;  eosinophiles 
1%.  Some  achromia;  moderate  anisocytosis ; 
no  other  abnormality. 

Tonsil  Culture.  Streptococcus  hemolyticus 
and  streptococcus  viridans  in  large  numbers 
and  in  about  equal  proportion. 

The  temperature  on  admission  was  99°,  and, 
except  for  a mild  and  transient  febrile  reac- 
tion following  tonsillectomy,  it  did  not  go 
higher  during  his  stay  in  the  hospital.  No 
abnormal  acceleration  of  pulse  or  respiration. 

Examination  showed  pus  in  tonsils,  and 
their  removal  was  advised  as  soon  as  the  gen- 
eral condition  should  permit. 

Treatment.  At  the  outset  he  was  placed 
on  a diet  of  800  c.c.  of  skimmed  milk,  and 
water  as  desired. 

June  30.  Diffuse  patchy  urticarial  eruption, 
itching  intensety.  He  attributes  it  to  milk. 
Milk  discontinued  and  a protein  free  mixed 
diet  substituted. 

July  3.  Much  better;  rash  almost  com- 
pletely gone;  puffiness  under  the  eyes  has  dis- 
appeared, and  there  is  no  edema  of  the  ankles. 
Sleeps  well. 

July  4.  Continues  to  improve  subjectively; 
urine  less  frequent. 

July  18.  Improvement  has  continued  and 
he  is  permitted  to  sit  up  and  walk  about  ward. 

July  26.  Tonsillectomy  under  novocaine 
anesthesia  by  Dr.  Tibbetts.  Normal  course 
and  recovery. 

Laboratory  Studies.  During  his  stay  in  the 
hospital,  nineteen  urine  examinations  were  re- 
corded. The  quantity  approximated  2,000  c.c. 
Fresh  specimens  were  always  acid.  Specific 
gravity  was  usually  about  1.010.  After  opera- 
tion 1.010  to  1.015 ; the  day  before  discharge 
1.020.  Albumen,  a faint  trace  to  a large 
amount,  present  in  all  specimens  examined 
except  one.  Amount  lessened  distinctly  after 
operation.  None  the  day  before  discharge. 
Casts,  hyaline,  granular,  or  both,  were  re- 
ported in  ten  examinations.  Red  cells,  occa- 
sional to  many,  occurred  in  five  reports. 
Occasional  red  cells  but  no  casts  on  the  day 
before  discharge. 

Blood  Chemistry.  (By  Dr.  Ralph  E.  My- 
ers). 
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June  28.  LTrea  nitrogen  21.5  mg.;  non-pro- 
tein nitrogen  61.5  mg. ; chlorides  550  mg. 

July  5.  Urea  nitrogen  24  mg.  per  100  c.c. ; 
non-protein  nitrogen  55  mg. ; chlorides  495  mg. 

July  14.  Urea  nitrogen  16;  non-protein 
nitrogen  48  mg. 

July  25.  Urea  nitrogen  21;  non-protein 
nitrogen  59  mg. 

Patient  was  discharged  improved  August  4, 
1921. 

Subsequent  office  visits  as  follows: 

September  13,  1921.  While  at  work  felt 
pain  in  right  hip.  Sometimes  it  is  referred  to 
testicle.  Weight  161%  lbs.  Normal  patellar 
reflexes.  Throat  shows  good  healing.  Appe- 
tite good ; bowels  regular : no  indigestion  or 
headache.  Hb.  80%.  Urine — acid;  sp.  gr. 
1.015;  a faint  trace  of  albumen:  very  occa- 
sional red  cells:  no  casts.  Iodide  of  iron, 
which  he  had  been  taking  since  leavino-  the 
hospital,  was  now  discontinued,  and  sodium 
iodide  was  prescribed  in  increasing  doses. 
This  was  with  the  idea  that  the  pain  com- 
plained of  might  be  a luetic  phenomenon. 

Sept.  23,  1921.  Weight  163  lbs.  Hb.  85%. 
Urine — acid;  sp.  gr.  1012:  albumen — a slight 
increase.  Symptoms  of  iodism  present,  and 
dose  reduced.  Spermatic  cord  is  thickened.  A 
suspensory  for  testicles  prescribed,  after  which 
this  symptom  disappeared. 

Sept.  30.  1921.  Weight  165  lbs.  Urine — al- 
bumen negative.  A few  red  cells,  hyaline  and 
hvalo-epithelial  casts.  Iodide  discontinued. 

Oct.  7,  1921.  Urine — acid;  sp.  gr.  1.010:  al- 
bumen and  sugar  negative:  occasional  red  cell 
and  one  epithelial  cast  seen  in  centrifuged 
specimen.  Weight  163^2  lbs.  Condition  other- 
wise unchanged. 

Oct.  21,  1921.  Pains  in  abdomen.  LTrine — 
sp.  gr.  1.025;  albumen  positive:  red  cells  more 
numerous  and  occasional  hyaline  cast. 

Nov.  25,  1921.  Urine — acid;  sp.  gr.  1.016; 
albumen  negative:  occasional  red  cell;  no 
casts.  HI).  75%.  Weight  16814  lbs.  Im- 
proved. Since  last  visit  has  arranged  for  help 
which  lessened  his  work  and  exposure. 

Dec.  1,  1921.  His  work  as  a machinist  en- 
tails his  becoming  overheated,  and  making 
sudden  changes  from  heated  shops  to  out-of- 
doors.  He  finds  he  is  much  more  sensitive  to 
chilling  than  formerly.  He  has  now  arranged 
to  take  my  advice,  and  is  leaving  for  Florida 
forthwith. 

I lost  sight  of  him  but  within  the  past  year 


Dr.  Tibbetts  told  me  that  this  patient  had  con- 
sulted him  for  a mild  acute  sinus  infection, 
and  reported  himself  as  otherwise  well.  About 
February  1,  1927.  I was  called  up  concerning 
him  by  a physician  who  had  recently  examined 
him  for  insurance,  and  who  told  me  that  his 
examination  showed  no  disability.  This  led 
to  my  looking  him  up  and  making  an  appoint- 
ment with  him  for  re-examination. 

He  reported  February  6th.  Upon  leaving 
Washington,  in  1921,  he  went  to  Florida,  as 
advised,  and  remained  there  a year  or  more. 
During  this  time  he  kept  on  a vegetarian  diet, 
except  that  he  ate  freely  of  sea-food.  He 
improved  steadily,  gaining  in  weight  and 
strength,  and  entirely  lost  the  sensitiveness  to 
chilling  that  he  had  had.  He  left  Florida  to 
accept  a position  in  an  electrical  plant  in  Erie, 
Pa.,  where  he  remained  two  years.  The  change 
of  climate,  with  long  severe  winters  did  not 
affect  him  unfavorably,  but  seemed  rather  to 
benefit  him  than  otherwise.  He  returned  to 
Washington  in  1924.  and  has  been  perfectly 
well  here  ever  since. 

He  weighs  180  pounds,  eats  everything  he 
desires,  and  looks  ruddy  and  robust.  Blood 
pressure  134  systolic:  76  diastolic.  Urine — 
Amber,  clear ; sp.  gr.  1.018 : an  extremely  faint 
trace  of  albumen  and  a very  occasional  hyaline 
cast;  otherwise  normal.  Blood — Dextrose  93 
mg.  per  100  c.c. ; urea  nitrogen  15  mg. ; chlo- 
rides 490  mg. 

He  was  declined  by  the  life  insurance  com- 
pany on  the  basis  of  the  history  of  nephritis. 

Case  IT. — In  1921,  a pupil  nurse  in  the 
George  Washington  Hospital  Training  School, 
while  on  temporary  duty  in  another  hospital, 
contracted  scarlet  fever.  The  infection  ap- 
peared to  be  a mild  one,  the  fever  and  erup- 
tion being  of  short  duration.  While  still  in 
bed,  and  on  a limited  diet,  she  abruptly  de- 
veloped acute  nephritis  with  complete  suppres- 
sion of  urine  for  nearly  24  hours.  She  re- 
covered from  the  acute  phase,  but  was  left 
with  a chronic  albuminuria  and  cylindruria, 
which  persisted  over  more  than  a year  that 
she  remained  under  my  care.  At  the  same 
time  she  had  a rather  severe  secondary  anaemia, 
the  hemoglobin  reading  as  low  as  55%.  She 
had  at  this  time  chronic  purulent  infection  of 
the  tonsils. 

I did  not  at  that  time  have  the  benefit  of  the 
knowledge  that  has  since  been  reached  as  to 
the  etiology  of  scarlet  fever.  However,  I had 
a very  definite  opinion  as  to  the  role  of  focal 
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infection  in  the  etiology  of  certain  types  of 
nephritis.  It  seemed  to  me  that  the  dreaded 
post-scarlatinal  nephritis  might  be  due  to  the 
access  of  virulence  of  the  streptococci  already 
in  the  tonsils  through  the  synergism  of  the 
scarlet  fever.  On  the  basis  of  this  hypothesis, 
it  seemed  rational  to  try  to  cut  off  the  toxin 
supply,  and,  with  this  idea  in  view,  I advised 
tonsillectomy  in  this  case.  Dr.  Breeding  re- 
moved her  tonsils  September  8,  1922. 

During  the  short  time  after  the  operation 
that  she  was  under  my  care,  the  albumen  per- 
sisted. After  a short  rest,  she  took  up  work  in 
a physician’s  office,  and  later  went  back  to  pro- 
fessional case  nursing,  and  has  continued  do- 
ing so  since.  I have  seen  her  recently,  and 
she  appears  well  and  says  she  is,  except  that 
she  cannot  stand  a great  deal  of  strain. 

Urine — Amber,  clear ; acid ; sp.  gr.  1.010 ; 
no  albumen,  casts,  or  other  pathological  find- 
ings. 

Blood — Dextrose  79  mg.  per  100  c.c.  Urea 
nitrogen  11  mg. 

Hemoglobin  75%4-;  red  calls  3,580,000; 
leucocytes  no  increase. 

These  cases  seem  to  strengthen  the  hypothe- 
sis that  there  is  an  etiological  relationship  be- 
tween focal  infection  and  certain  types  of 
renal  disease.  Of  course,  advanced  cases  of 
nephritis  cannot  be  expected  to  benefit  by  the 
surgery  of  focal  infection.  It  does,  however, 
seem  proper  in  early  cases,  where  there  is  an 
active  focus  of  infection  present  to  remove  the 
infected  focus  with  a view  to  arresting  the  pro- 
gress of  the  renal  lesion,  if  not  to  effect  a cure. 

1339  II  Street , Northwest. 


A CASE  OF  SERUM  SICKNESS  FOLLOW- 
ING DIPHTHERIA  TOXIN-ANTITOXIN. 

By  BLANTON  P.  SEWARD,  M.  D.,  Richmond.  Va. 

Associate  in  Medicine.  Medical  College  of  Virginia. 

This  case  of  serum  sickness  is  reported  be- 
cause of  the  rarity  of  occurrence  of  reactions 
following  the  injection  of  toxin-antitoxin. 
With  the  care  used  in  preparing  the  toxin-an- 
titoxin mixture,  and  the  widespread  use  of  this 
means  of  immunizing  against  diphtheria,  the 
number  of  reactions  is  almost  negligible.  In 
Richmond  3,400  children  received  the  complete 
treatment  last  year.  The  City  Health  Depart- 
ment has  no  recorded  reactions,  though  a few 
of  the  children  had  sore  arms  for  several  hours. 
Reports  from  other  cities,  where  much  larger 
series  of  children  were  given  toxin-antitoxin 
and  every  possible  means  taken  for  checking 


the  reactions,  show  very  few  cases  of  reac- 
tions. 

Park  and  Zingher  found  a large  number  of 
local  and  constitutional  reactions  when  the  old 
preparations  containing  3 to  6 L-f-  doses  of 
toxin  were  used.  In  contrast  to  this,  the  local 
effects  of  the  injection  were  sometimes  slower  in 
appearing  and  more  lasting,  though  there 
were  practically  no  constitutional  reactions  to 
the  new  type  of  mixture  which  contained  .1 
L-f-  dose  of  toxin. 

The  toxin-antitoxin  mixture  used  at  present 
contains  .1  L-f-  dose  of  toxin.  The  amount  of 
horse  serum  has  been  so  greatly  reduced  that 
there  does  not  seem  to  be  sufficient  quantity  of 
the  serum  to  cause  an  appreciable  reaction  ex- 
cept in  extremely  susceptible  persons.  The  re- 
actions are  said  to  be  due  to  the  protein  con- 
tents derived  from  the  culture  media.  Bauer 
and  Wilmer,  writing  from  Phaladelphia  in 
March,  1926,  stated  that  they  had  given  toxin- 
antitoxin  treatments  to  children  who  reacted 
positively  to  horse  serum,  some  of  them  asth- 
matics, without  getting  any  reaction  from  the 
toxin -antitoxin. 

Park  and  his  associates  found  that  reactions 
in  infants  are  negligible ; slight  and  infrequent 
in  young  children  from  six  months  to  three 
years  of  age,  the  period  when  immunization  is 
most  necessary;  rather  severe  in  perhaps  10 
per  cent  of  older  children,  and  moderate  or 
severe  in  a larger  percentage  of  adults.  Thus, 
as  an  individual  grows  older  the  chances  for 
a reaction  are  increased.  The  experience  of 
other  Public  Health  workers  accords  with  this 
report.  Park  also  stated  that  persons  showing 
pseudo-reactions  to  the  Shick  test  give  the 
most  severe  reactions  to  toxin-antitoxin  injec- 
tions, though  some  who  give  no  pseudo-reac- 
tion to  the  Shick  test  react  moderately  se- 
verely to  toxin-antitoxin.  Bauer  and  Wilmer, 
however,  state  that  pseudo-reactions  are  of  no 
significance  from  the  standpoint  of  constitu- 
tional reaction  to  toxin-antitoxin. 

In  the  case  herein  reported,  no  Shick  test 
was  made.  To  what  extent  the  first  dose  of 
toxin-antitoxin  sensitized  this  patient  we  do 
not  know.  The  arm  was  sore  for  several 
hours  after  the  injection  but  probably  not 
more  so  than  is  seen  in  other  cases.  We  do 
not  regard  a sore  arm  as  a reaction  any  more 
than  when  it  occurs  after  other  injections.  Al- 
though this  child  gives  no  history  of  asthma 
or  susceptibility  to  proteins,  she  may  react  to 
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some  of  the  protein  tests.  We  are  inclined  to 
believe  that  the  first  injection  produced  some 
sensitization,  and  the  second  brought  about 
further  sensitization  'which  manifested  itself 
in  the  manner  described.  The  local  and  con- 
stitutional effects,  followed  by  an  urticarial 
eruption  conform  to  the  type  of  severe  reac- 
tion reported  by  others.  That  the  reaction  was 
serum  sickness  rather  than  an  anaphylactic 
shock  is  evidenced  by  the  time  and  manner  of 
its  appearance. 

The  development  of  a reaction  does  not  pre- 
clude the  possibility  of  diphtheria  occurring 
later,  though  the  patient  may  receive  some  de- 
gree of  immunity  from  the  toxin- antitoxin. 
Should  it  become  necessary  at  any  time  to  ad- 
minister antitoxin  or  any  other  serum,  it  would 
probably  be  safe  to  do  so  by  beginning  with 
small  doses. 

Katherine  T.,  white,  nine  years  of  age,  was 
seen  on  February  25,  1927.  She  had  received  a 
dose,  the  second  of  diphtheria  toxin-antitoxin 
at  school  on  February  23.  A few  hours  fol- 
lowing the  injection  the  arm  became  quite  sore. 
On  the  following  day  the  arm  was  swollen 
and  more  painful,  the  pain  extending  into  the 
shoulder.  The  child  felt  too  badly  to  go  to 
school.  On  the  second  day  the  arm  was  more 
swollen  and  painful ; there  was  a languid  feel- 
ing and  nausea  at  intervals.  About  thi'ee 
o’clock  in  the  afternoon  the  sole  of  the  right 
foot  began  to  itch;  the  mother  looking  at  it 
observed  a white,  elevated  area  which  she 
thought  was  due  to  an  insect  bite.  During  the 
next  six  hours  the  child  grew  worse,  was  nau- 
seated constantly,  and  had  some  abdominal 
pains  which  w’ere  probably  due  to  a purga- 
tive given  by  the  mother  about  the  middle  of 
the  day.  An  eruption  appeared  around  the 
lips,  on  the  right  side  of  the  body  and  on  the 
le*g.  The  skin  itched  intensely.  When  speak- 
ing, she  could  not  articulate  distinctly. 

Nothing  else  of  significance  in  the  present 
or  past  history  was  obtained  except  that  she 
was  treated  about  one  year  ago  for  a “run 
down”  condition  by  a physician. 

On  examination  the  child’s  lips  were  ede- 
matous; a brilliant  red  erythematous  eruption 
surrounded  the  lips,  covered  the  entire  right 
arm  almost  to  the  wrist,  with  scattered  areas 
on  the  chest  anteriorly  and  posteriorly,  and  on 
the  abdomen  and  thigh.  On  the  right  wrist 
three  small  wheals  were  seen,  two  giant  wheals 
on  the  outer  and  inner  aspects  of  the  thigh  ex- 


tending into  the  groin,  and  several  small  ones 
on  the  ankle  and  sole  of  the  foot  were  very 
distinct. 

The  tongue  was  considerably  thickened;  the 
pharynx  showed  a mild  generalized  congestion, 
and  pus  was  expressed  from  the  tonsils.  The 
nose  showed  moderate  congestion.  The  cervi- 
cal glands  were  enlarged. 

Lungs:  a clear,  puerile  type  of  breathing 
wTas  heard.  The  heart  rate  was  130;  the  qual- 
ity of  the  sounds  was  good. 

Abdomen : there  was  moderate  generalized 
tenderness. 

Temperature,  100.2. 

The  case  was  recognized  as  one  of  serum 
sickness  following  the  injection  of  toxin-anti- 
toxin, and  treatment  was  instituted. 

During;  the  following  twelve  hours  the  con- 
dition  of  the  child  was  worse,  and  the  eruption 
spread  over  a large  part  of  the  body.  Twenty- 
four  hours  after  the  first  visit,  the  child  was 
still  very  uncomfortable,  the  greatest  discom-  1 
fort  being  due  to  the  intense  itching  of  the 
skin.  At  this  time  there  was  a generalized  red- 
ness, less  brilliant  in  color,  from  the  forehead 
to  the  feet.  The  tongue  was  less  edematous, 
and  the  child  could  speak  more  distinctly.  The 
throat  showed  less  congestion.  The  heart  rate 
was  108,  and  the  lungs  clear. 

At  the  third  visit,  forty  hours  after  the  first, 
the  skin  was  entirely  clear  except  for  a few 
scattered,  circular  rings  which  surrounded  the 
site  of  the  wheals.  The  tongue  was  normal  in 
appearance,  and  the  patient  felt  well.  Five 
days  later  the  child  was  plajdng  with  other 
children. 
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STREPTOTHRIX  CONCRETION  OF 
CANALICULUS— WITH  REPORT 
OF  CASE.* 

By  CHARLES  A.  YOUNUG,  M.  D.,  Roanoke,  Va. 

There  has  been  considerable  confusion  in  the 
classification  of  this  organism,  having  at  dif- 

•Read  before  the  eighth  annual  meeting  of  the  Virginia  Society 
Df  Oto- Laryngology  and  Ophthalmology,  at  Charlottesville,  Va., 
April  30,  1927. 
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ferent  times  been  termed  Leptothrix,  Strepto- 
thrix,  Streptothrix  forsteri  and  Nocardia. 

Jordan1  gives  the  following  classification  of 
the  pathogenic  Trichomvcetes  which  stands  in 
an  intermediate  position  between  the  bacteria 
and  the  higher  fungi : 

1 —  Leptothrix. 

2 —  Cladothrix. 

3 —  N o c a r d i a (sometimes 
termed  Streptothrix,  a 
name  also  applied  by  some 
writers  to  the  whole  group 
of  Trichomvcetes.  Accord- 

] ing  to  the  rules  of  botanic 
Trichomvcetes  \ nomenclature,  however, 
I since  the  name  Strepto- 
I thrix  was  preempted  in 
| 1839  for  a mold  belonging 

to  the  Damatiaceae,  it  is 
1 not  applicable  to  any  of 
\ the  organisms  under  con- 
\ sideration. 

4 —  Actinomyces. 

Shumwav,2  in  1921,  reported  two  cases,  and 
found  only  sixty-eight  recorded  cases  in  the 
literature.  The  first  clinical  description  of  this 
condition  was  that  of  Albrecht  Von  Graefe  in 
1854,  who  proved  that  the  concretions  were  of 
an  organic  nature. 

Twelve  additional  cases  have  since  been  re- 
ported. 

Ferdinand,3  three  cases,  all  in  the  lower 
canaliculus;  Raynant,4  three  cases,  Francke,5 
two  cases,  one  in  the  upper  and  the  other  in 
the  lower  canaliculus;  Fava,6  one  case;  Gins- 
berg7 reports  one  case ; Ostroumoff8  reports  one 
case  in  the  lower  canaliculus.  The  observation 
that  streptothrix  infection  of  the  canaliculi 
occurs  most  frequently  in  women  led  Feigen- 
baum9  to  think  that  the  organism  might  have 
been  transmitted  from  the  vagina.  Search  of 
the  vaginal  flora  in  these  cases  was,  however, 
negative.  Parker10  reports  one  case  with  in- 
volvement of  upper  canaliculus. 

Report  of  Case 

Miss  M.  B.  C.,  white,  thirty-six  years  of  age, 
referred  December  31,  1926,  complained  of 
tearing  of  left  eye  also  a growth  in  the  lower 
left  lid.  Condition  began  eight  years  ago  with 
tearing.  Some  months  later,  she  noticed  slight 
swelling  of  the  lower  left  lid,  which  has  gradu- 
ally grown  larger.  The  growth  has  never  been 
painful,  and  patient  has  never  been  able  to 
squeeze  out  the  contents.  Has  noticed  a slight- 


ly offensive  odor  of  the  tears.  Neither  the  eye 
nor  eye-lids  have  ever  been  inflamed. 

Examination  showed  the  right  eye  to  be  nor- 
mal— as  was  the  left,  with  the  exception  of  a 
firm  tumor  about  5 m.m.  in  diameter  in  the  re- 
gion of  the  lower  left  canaliculus.  The  tis- 
sues about  the  tumor  showed  no  signs  of  in- 
flammation, nor  was  there  any  tenderness  to 
pressure  in  this  region.  Pressure  over  the 
lachrymal  sac  caused  no  regurgitation.  The 
lower  lid  had  two  openings,  each  of  which  ap- 
peared to  be  a normal  punctum.  The  puncta 
were  3 m.m.  apart,  the  external  punctum  being 
directly  under  the  upper  punctum,  and  the  ac- 
cessory punctum  3 m.m.  internal  to  the  nor- 
mally placed  punctum. 

Treatment 

With  a probe  pointed  lachrymal  knife,  the 
two  puncta  were  connected  by  incising  the  in- 
tervening tissue,  leaving  a slit  3 m.m.  in  length 
through  which  the  concretion  was  removed 
piece-meal  with  a small  curette.  The  lining 
membrane  of  the  canaliculus  was  then  swabbed 
with  a 3 per  cent  solution  tincture  of  iodine. 

The  concretion  was  brownish  in  color,  granu- 
lar in  appearance,  and  had  a slightly  offensive 
odor.  Suspecting  this  to  be  a Streptothrix  in- 
fection, two  unstained  slides  were  sent  to  the 
Hygienic  Laboratory,  Washington,  D.  C. 
Their  report  follows : 

“Diagnosis — Streptothrix.  Smears  show 
long  strands  which  are  Gram  negative  and  con- 
tain rows  of  Gram  positive  granules.  What 
appears  to  be  true  branching  is  seen  in  places. 
The  findings  are  not  inconsistent  with  a Strep- 
tothrix.” 

No  cultures  were  obtained.  Patient  was  last 
seen  three  months  after  removal  of  the  concre- 
tion, at  which  time  the  left  eye  was  function- 
ally normal,  and,  with  the  exception  of  the  3 
m.m.  slit  present  in  lower  canaliculus,  the  lids 
showed  no  signs  of  the  previous  infection. 
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Sir  James  Y.  Simpson. 

Simpson  (Sir  James  Young)  [1811-70]. 
Works  of  . . . 3 a*.  8°.  Edinburgh , A. 

C . Black , 1871-2.  \\  2.  Anesthesia,  hospital- 
ism. hermaphroditism,  and  a proposal  to  stamp 
out  small-pox  and  other  contagious  diseases, 
edited  by  W.  G.  Simpson. 

For  Biography , see  Simpson  (Eva  B.)  Sir 
James  Y.  Simpson.  8°.  London  & Edin- 
burgh, 1896. 

For  Portrait , see  Richmond  & Louisville 
M.  J.  1870,  ix. 


Sir  James  Y.  Simpson  is  generally  recog- 
nized as  the  father  of  obstetric  anesthesia.  On 
January,  1847,  he  performed  a version  on  a 
patient  with  a contracted  pelvis,  under  ether 
anesthesia.  Bv  No\*ember  of  the  same  year  he 
Avas  using  ether  routinely  in  both  natural  and 
morbid  parturition.  While  Simpson  was  en- 
thusiastic over  anesthesia  he  was  not  entirely 
satisfied  with  the  anesthetic  agent.  He  experi- 
mented on  himself  and  his  friends  with  a num- 
ber of  volatile  substances,  finally  selecting 
chloroform  as  a more  suitable  agent.  In  1848 
he  was  using  chloroform  almost  exclusively,  and 
it  was  largely  due  to  his  influence  that  chloro- 
form supplanted  the  older  anesthetic  so  com- 
pletely in  obstetrics  and  even  in  surgery  in  the 
British  Isles  and  on  the  Continent.  It  should 
be  remembered  that  conditions  were  much  less 
favorable  for  the  use  of  ether  eighty  years  ago. 
Most  of  the  work  was  done  in  the  home  and 
heating  and  lighting  required  an  open  flame. 
The  operations  were  quickly  performed  and  the 
anesthetic  pushed  only  to  the  point  of  insensi- 
bility to  pain.  (See  Dabney:s  Life  and  Cam- 
paigns of  Lieut. -Gen.  Thomas  J.  Jackson,  New 
York , 1866.  p.  695).  No  Avonder  then  that  the 
superior  pleasantness,  convenience,  and  non- 


explosiveness of  chloroform  made  it  the  more 
popular  agent. 

Sir  James  Y.  Simpson  was  not  only  inter- 
ested in  inhalation  anesthesia,  but  performed 
many  experiments  on  himself,  his  pupils,  and 
on  lower  animals  in  attempts  to  produce  local 
anesthesia. 

In  1871,  one  year  after  his  father’s  death, 
Sir  W.  G.  Simpson  arranged  the  papers,  let- 
ters, controATersies  and  lecture  notes  upon 
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(Tht  riij\l  o/ trandot ion  retertvil.) 

Reproduction  of  title  page  of  Dr.  Simpson's  book, 
"Anesthesia  Hospitalism,  Hermaphroditism.” 

Anesthesia,  Hospitalism,  etc.,  in  logical  order 
and  published  them  in  a convenient  form. 
This  Amlume  contains  the  interesting  contro- 
A7ersy  between  Sir  James  and  Dr.  Jacob  Bige- 
low as  to  the  priority  claims  of  Edinburgh  and 
Boston,  besides  many  answers  to  religious  and 
other  objections  to  the  use  of  anesthetics  in 
midwifery  and  surgery.  His  letter  to  Profes- 
sor Meigs  of  Philadelphia  is  especially  elabo- 
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rate  and  painstaking.  There  is  also  a good  in- 
troductory chapter  on  the  history  of  anesthesia, 
particularly  from  the  standpoint  of  the  ob- 
stetrician. This  collection  of  papers  gives  one 
an  excellent  idea  of  the  almost  unbelievable 
opposition  of  the  profession  and  the  public 
to  such  a humane  practice. 

That  Dr.  Simpson  approached  the  subject  as 
a careful  scientist  as  well  as  controversialist  is 
shown  by  the  following  extract  from  his  first 
paper  on  anesthesia  ( Edinburgh  Monthly  J . of 
M.  Sc.  March,  1847).  “A  careful  collection  of 
cautious  and  accurate  observations  will  no 
doubt  be  required,  before  the  inhalation  of 
sulphuric  ether  is  adopted  to  any  great  extent 
in  the  practice  of  midwifery.  It  will  be  neces- 
sary to  ascertain  its  precise  effects,  both  upon 
the  action  of  the  uterus,  and  of  the  assistant 
abdominal  muscles;  its  influence,  if  any.  upon 
the  child ; whether  it  gives  a tendency  to  hemor-' 
rhage  or  other  complications;  the  contra-indi- 
cations peculiar  to  its  use;  the  most  certain 
modes  of  exhibiting  it;  the  length  of  time  it 
may  be  employed,  etc.” 

James  Young  Simpson  was  born  precipi- 
tately in  Bathgate,  Scotland,  June  7,  1811.  the 
eighth  child  of  the  village  baker.  He  entered 
school  at  four  years  and  his  aptness  and  good 
memory  was  so  remarkable  that  his  family  de- 
cided that  James  should  be  their  student  and 
that  they  would  invest  their  earnings  in  his 
education.  At  fourteen  years  he  entered  the 
Art  Classes  of  Edinburgh  University  and,  be- 
fore he  was  out  of  his  teens,  he  passed  his 
“final”  in  Medicine.  “His  extreme  youth  pre- 
vented his  taking  his  diploma  at  once  and  be- 
coming M.  D.”  His  brothers  gave  him  funds 
for  a foreign  tour,  and  he  spent  three  months 
visiting  various  hospitals  in  London  and  across 
the  Channel.  In  1838  he  became  lecturer  in 
obstetric  medicine  in  the  Extra- Academical 
School,  and  in  1839  he  succeeded  Dr.  Hamilton 
to  the  Chair  of  Midwifery.  In  1847  he  was 
appointed  one  of  her  Majesty’s  physicians  in 
Scotland,  the  first  of  a long  list  of  honors  that 
culminated  in  a baronetcy  in  1866.  “Foreign 
countries  had  showered  their  honours  on  him 
till  their  list  swelled  into  pages;  but  after  his 
name  he  usually  wrote  only  M.  D.  and  the 
D.  C.  L.  degree  he  got  from  Oxford”. 

In  appearance  he  is  usually  described  as  a 
big  little  man  with  a pleasing  voice  and  laugh- 
ing eyes.  Gerald  Massey  said  he  had  a head  of 
Jove  on  the  body  of  Bacchus.  A contemporary 
said  that  he  crowded  into  every  year  three 


times  as  much  research  as  a very  industrious 
man  could  manage,  ten  times  as  much  contro- 
versy, and  twice  as  much  practice.  His  writ- 
ings indicate  a wide  range  of  interest, — ob- 
stetrics and  gynecology,  surgery,  medicine,  pre- 
ventive medicine,  hospital  construction,  and 
archaeology.  Yet,  busy  as  he  was,  he  never 
lost  an  opportunity  to  play  with  children  and 
was  noted  for  the  apt  little  nicknames  he  gave 
his  jmung  comrades. 

>r.  p.  r. 


Correspondence 

Ephedra  and  Ephedrine  Not  New  Pharma- 
ceuticals. 

Richmond,  Va., 
August  22,  1927. 

To  the  Editor  : 

Your  editorial  upon  ephedrin  in  the  August 
issue  of  the  Monthly,  and  most  other  litera- 
ture upon  the  subject,  call  forth  the  idea  that 
that  alkaloid  had  its  first  production  but  re- 
cently, and  that  its  sole  source  is  the  plant  ma- 
huavg1  which  has  been  used  by  the  Chinese  for 
a thousand  years,  it  is- said. 

I do  not  know  how  long  the  same  or  a similar 
plant  has  been  known  and  used  in  this  coun- 
try, but,  in  view  of  the  constantly  increasing 
use  of  ephedrin  and  because  of  the  idea  that 
the  agent  is  a production  of  the  past  two  or 
three  years  only,  it  occurred  to  me  that  the 
readers  of  the  Monthly  may  be  interested  in 
some  facts  with  regard  to  ephedra  and  ephe- 
drine to  which  my  attention  was  accidentally 
directed  a few  weeks  ago.  In  looking  over 
Borland’s  Medical  Dictionary , edition  of  1911. 
I found  ephedra,  the  plant,  and  ephedrine,  the 
alkaloid,  are  described  as  follows : 

Ephedra  (ef'  ed-rah)  [Gr.  epi  upon  + edra  seat]. 
A genus  of  gnetaceous  plants.  E.  antisyphilitica.  E. 
vulgaris , and  others  are  used  in  syphilis,  rheuma- 
tism. and  diseases  of  the  bladder. 

Ephedrine  (ef'  ed-rin).  An  amorphous  medicinal 
preparation  of  ephedra.  2.  An  alkaloid  of  the  same: 
its  chlorid  is  mydriatic,  e.  homatropin,  a compound 
of  ephedrin  hydrochlorate,  1 part;  homatropin  hy- 
drochlorate, 1-100  part;  water,  10  parts:  a good 
mydriatic. 

The  claim  of  novelty  being  thus  refuted,  an 
older  work  was  sought  in  the  endeavor  to  dis- 
cover if  the  drug  were  known  before  1911.  and 
in  Merck’s  1907  Index  this  was  found : 

Ephedra  (Cay  Note;  Canutillo;  Whore-house  Tea; 
Tapote;  Teamster’s  Tea).  Lvs.  & branches  of 
Ephedra  nevadensis  S.  Wats.  (E.  antisyphilitica, 
C A.  Meyer)  Gnetaceae. — Habit.:  U.  S.  (Calif.; 
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Nevada). — Etymol.:  Fr.  Grk.  “epi,”  upon,  & “edra,” 
seat,  i.  e.,  the  plant  climbs  & grows  upon  rocks. — 
Constit.:  Ephedrin  (a  glucosidal  tannin). — Antil- 
syph.;  Astring. — Uses:  Gonorrh. — Dose  30-120  grains 
(2-8  Gm.)  in  powd.,  fid.  extr.,  or  infus. 

Ephedrine.  Alkaloid  fr.  lvs.  of  Ephedra  helvetica, 
C.  A.  Mever,  Gnetaceae. — . . . . Colorless  cryst. — Sol. 
A.,  E.,  C.,  W—  Mydriatic. 

Ephedrine  Hydrochloride  Merck  . . . Wh.  need. 
— Sol.  W.,  A. — . . . Mydr. — Uses:  One  to  two 
drops  of  10%  aqu.  solut.  in  eye,  inst.  of  atropine  or 
homatropine. — No  irritation  or  disturb,  of  accommo- 
dation. 

Then  follow  Ephedrine  (Pseudo-)  Merck, 
an  alkaloid  from  Ephedra  vulgaris;  and  its 
hydrochloride,  having  the  same  physiologic 
action  as  the  first  two.  respectively,  except  it 
is  stated  in  addition  that  the  pseudo-hydro- 
chloride produces  no  disturbance  of  refraction. 

Flushed  with  the  success  of  my  quest.  Shoe 
maker's  Materia  Medico,  and  Therapeutics , edi- 
tion of  1901.  was  consulted  and  yielded  so  rich- 
ly that  the  article  is  quoted  in  full: 

Ephedra. — Mormon  Tea.  The  stems  or  whole  herb 
of  Ephedra  antisyphilitica  (Gentianaceae)  is  used 
in  Arizona  as  a recent  infusion,  or  in  the  form  of 
fluid  extract  (dose,  4 to  7.5  c.cm.,  or  f3i-ij)  as  an 
alterative,  and  especially  in  the  treatment  of  gonor- 
rhea and  syphilis.  It  contains  a peculiar  kind  of 
tannin,  to  which  its  effects  are  probably  attributable, 
according  to  Prof.  Oscar  Loew’s  analysis;  although 
in  a Japanese  variety,  E.  vulgaris,  Professor  Nagai 
discovered  an  alkaloid,  which  he  named  Ephedrine. 

The  physiological  action  of  ephedrine  has  been 
studied  by  Professor  Bogoslowski,  who  concluded 
that  it  influences  especially  the  motor  apparatus 
of  the  heart  and  probably  also  the  cardiac  muscle. 
It  at  first  reduces  blood-pressure  temporarily  and 
accelerates  the  pulse,  but  arterial  pressure  is  finally 
elevated  and  the  pulse  retarded.  The  respiration  is 
quickened  in  the  beginning  by  small  doses,  but, 
under  the  influence  of  larger  amounts,  sooner  or 
later  becomes  slow  and  irregular.  The  pupils  are 
dilated  and  salivation  occurs.  Professor  Bogoslow- 
ski places  the  active  dose  of  the  alkaloid  at  0.10  to 
0.50  Gm.  (or  gr.  iss-vss)  for  adults.  The  best  prep- 
arations for  use  are  the  fluid  extract  and  the  ephe- 
drine hydrochlorate  (Medical  Bulletin,  Aug.,  1894). 
The  alkaloid  occurs  in  the  form  of  colorless  crystals. 
Ephedrine  hydrochlorate  is  also  colorless  and  is 
soluble  in  water. 

Ephedrine,  in  10-per-cent  solution,  is  a mydriatic, 
dilating  the  pupil  without  irritation  in  forty  to  sixty 
minutes.  Under  the  name  of  Mydrin  a combination 
of  ephedrine  and  homatropine  has  been  employed, 
and  is  esteemed  particularly  serviceable  for  diag- 
nostic purposes  on  account  of  the  transitory  char- 
acter of  its  action.  Mydrin  is  a white  powder, 
soluble  in  water.  It  is  used  in  the  strength  of  10 
per  cent. 

Therapy. — Dr.  H.  H.  Rusby  (Druggist's  Bulletin, 
1888,  p.  220),  is  satisfied  that  the  reputation  of  this 
drug  as  a remedy  in  gonorrhea  and  syphilis  has 
some  solid  foundation.  As  an  antiblenorrhagic  its 
action  is  probably  very  similar  to  that  of  astringents 
now  in  use.  As  a remedy  for  syphilis,  he  says,  its 
value  is,  probably,  solely  that  of  a depurative.  In 
the  removal  from  the  system  of  the  accumulated  pro- 
ducts of  the  disease  ephedra  will  rank  with  any 


agent  now  in  use,  with  the  single  exception  of  potas- 
sium iodide,  and  it  may  well  serve  to  alternate  or 
combine  with  that  drug.  It  is  also  considered  by 
persons  living  in  the  region  of  its  growth  to  be  a 
“sure  and  speedy  cure  for  skin  diseases.” 

Ephedra  vulgaris  has  long  had  a popular  repu- 
tation in  Russia  as  an  antirheumatic  remedy.  Clini- 
cal experiments  by  Dr.  Bechtine  in  the  service  of 
Professor  Popow  showed  it  to  be  of  value  especially 
in  acute  articular  and  muscular  rheumatism.  It 
was  also  found  to  have  some  laxative  effect  and  to 
act  as  a decided  diuretic. 

It  will  be  noted  that  the  effect  on  blood-pres- 
sure and  the  salivary  glands  tallies  with  that 
noted  in  recent  experimentation,  though  dos- 
age is  greater.  Nothing  is  said  of  the  effect  on 
the  bronchi  or  the  nasal  membranes.  Merck 
claims  to  have  been  the  first  to  isolate  the  true 
alkaloid,  which  is  levorotatory,  from  the  others, 
doing  so  in  1888.  Which  one  Nagai,  in  1887. 
produced  from  the  Japanese  plant  I do  not 
know,  nor  do  I know  how  much  farther  back 
runs  the  acquaintance  of  American  doctors, 
herbalists,  or  others  with  the  action  of  this 
valuable  herb.  I am  sure  it  would  be  inter- 
esting to  your  readers  if  some  one  who  has 
access  to  older  literature  would  trace  its  his- 
tory and  publish  it  in  the  Monthly.  Dungli- 
son's  Medical  Dictionary  of  1873  makes  no 
mention  of  it. 

The  advantages  of  ephedrin  over  epinephrin 
in  my  own  case  are  marked.  Two  drops  of  a 
iy2  per  cent  solution  will,  in  about  three 
minutes,  begin  to  reduce  turgescence  of  the 
nasal  mucous  membranes,  reduction  being  com- 
plete in  five  minutes  and  persisting  for  from 
six  to  eight  hours.  There  is  no  accompanying 
dryness,  sometimes  painful,  sometimes  suc- 
ceeded by  excessive  secretion,  and  no  sneezing, 
all  of  which,  at  times,  follow  the  local  use  of 
epinephrine. 

Mark  W.  Peyser,  M.  D. 


A Visit  to  Minneapolis  Clinics. 

June  29,  1927. 

To  the  Editor  : — It  might  be  of  some  inter- 
est to  your  readers  to  learn  a few  things,  out- 
side of  the  ordinary,  from  an  old  correspond- 
ent and  a loyal  member  of  the  Medical  Society 
of  Virginia,  whose  membership  dates  back  to 
the  year  1885. 

I am  at  present  temporarily  located  in  the 
great  metropolis  of  the  Northwest,  having  de- 
cided on  a short  vacation,  visiting  my  daugh- 
ter, who  resides  in  this  great  city  of  half  a 
million  people;  and,  during  my  stay,  decided 
to  spend  the  greater  part  of  my  vacation 
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brushing  up  on  general  medicine  and  surgery 
at  the  great  ‘ Minnesota  University,”  located 
in  this  city.  I paid  my  respects  to  Dean  Lyon, 
of  the  Medical  Department  of  the  University, 
who  did  me  the  great  honor  and  generous 
courtesy  of  extending  me  a complimentary 
ticket  to  all  of  the  clinics,  also  the  laboratories, 
where  I found  every  facility  for  doing  good 
and  skilful  work,  equally  as  tine  as  any  medi- 
cal school  that  it  has  been  my  privilege  to  at- 
tend, both  in  this  country  and  abroad. 

The  usual  daily  attendance  in  all  the  various 
departments  of  this  great  University  averages 
between  six  and  ten  thousand  students.  The 
school  is  co-educational,  with  a ratio  between 
the  two  sexes  of  about  one  to  three  in  favor 
of  the  males.  The  medical  department  has 
Sin  attendance  of  over  four  thousand  students, 
which  largely  accounts  for  the  full  supply  of 
doctors  in  this  great  Northwest,  as  every  small 
town  and  city  has  an  overflow  of  M.  D.’s. 
This  University  ranks  about  fourth  in  num- 
ber compared  with  Yale,  Harvard,  Leland 
Stanford,  etc.  The  buildings  and  fine  grounds, 
I learned,  cost  about  eight  million  dollars,  be- 
sides the  great  endowment  fund,  from  which 
to  draw.  This  great  sum  of  money  was  first 
raised  by  the  great  ore  mines  and  flour  mills, 
the  latter  giving  this  city  the  title  of  “The 
Flour  City  of  the  World.”  By  the  way.  the 
doctors  and  business  citizens  of  the  “Twin 
Cities,”  St.  Paul  and  Minneapolis,  are  begin- 
ning to  get  ready  for  the  entertaiment  of  the 
A.  M.  A.  meeting  next  year.  There  seems  to 
be  some  jealousy  and  antagonism  between  the 
“Twins.”  The  older  twin  does  not  like  to  be 
left  behind,  from  a progressive  standpoint, 
while  the  younger  twin  is  forging  ahead  and 
tantalizing  her  older  sister. 

Our  great  old  “Mother  State,”  Virginia, 
needs  better  and  more  energetic  workers,  both 
in  the  State  Legislature  and  in  the  fields, 
mines  and  harbors  of  commerce.  If  we  could 
exchange  about  two-thirds  of  our  colored 
labor  for  the  Norwegian  and  German  laborers 
and  farmers,  as  is  the  case  in  all  this  great 
Northwest,  our  labor  problems  would  be 
solved.  During  my  two  months  stay  in  this 
State  and  in  Wisconsin,  I have  not  seen  as 
many  as  half  a dozen  colored  persons.  This 
class  of  labor  is  not  efficient  enough  for  the 
people  here.  All  the  white  people,  both  men 
and  women,  do  all  of  their  house  work,  and 
they  do  all  mechanical  and  farm  work  as  well, 
using  tractors  and  the  most  modern  machinery 


for  all  farming  as  well  as  for  making  of  good 
roads  and  streets,  which  means  much  finan- 
cially to  any  high  class  school  or  university, 
or  city.  The  State  of  old  Virginia  has  just  as 
much  undeveloped  iron  and  coal  lands,  saying 
nothing  of  her  fine  harbors,  like  Hampton 
Roads,  etc.,  undeveloped  all  along  the  Atlantic 
Coast  and  the  great  Chesapeake  Bay.  If  these 
natural  advantages  were  more  thoroughly  de- 
veloped, as  suggested  by  our  young  and  popu- 
lar Governor  Byrd,  the  Old  Dominion  would 
rise  from  her  long  slumber  and  shine  forth  in 
her  latest  radiance,  out-stripping  all  of  her  sis- 
ter States  who  are  now  boasting  of  their  great 
universities  with  their  millions  of  endowments. 
So  let  us.  the  profession,  use  our  influence  to- 
ward stimulating  our  people  to  higher  ambi- 
tion in  excelling  all  other  States  in  commer- 
cial ability1'. 

I am  looking  forward  to  a fine  program  for 
our  next  State  Medical  Society  meeting  in  the 
“Cockade”  city,  especially  since  we  have  such 
a live  wire  President  and  Secretary  to  do  the 
main  work  of  the  Society.  I am  invited  to 
attend  the  Minnesota  Medical  Society  meet- 
ing in  the  city  of  Duluth  on  June  30- July  1-2. 
I hope  to  return  to  Washington  in  due  time 
for  the  Petersburg  meeting  in  October.  No 
doubt  that  meeting  will  be  well  attended  by 
both  the  “Tuckahoe”  and  the  great  South- 
Western  sections  of  the  State. 

Wishing  your  readers  much  success,  I am, 
Very  truly  yours, 

(Signed)  B.  C.  Keister,  M.  I). 


P.  S. — I beg  leave  to  add  as  a post-script  to 
rnv  communication,  that  I omitted  to  mention 
about  our  good  “young”  friend.  Dr.  Joseph  A. 
White,  whose  photograph  accompanied  the 
last  issue  of  the  Monthly. 

It  was  my  privilege  to  show  this  fine  photo- 
graph to  a number  of  the  distinguished  pro- 
fessors, who  were  near  by  in  the  University 
Library.  Many  of  these  seemed  to  know  of 
Dr.  White  and  his  great  work  as  an  ophthal- 
mologist. 


In  conclusion,  let  me  add,  this  hustling  city 
of  half  a million  people  is  about  the  size  of 
Washington,  but  has  but  few  of  our  colored 
race.  It  is  kept  cool  in  the  summer  by  the 
breezes  from  the  great  Mississippi  river  and 
the  thousands  of  lakes  which  freeze  over  in 
winter,  the  temperature  being  often  20°  below 
zero. 
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President’s  Page 

Letter  of  the  President  to  the  Members  of 

the  Medical  Society  of  Virginia. 

Dear  Members  : 

The  fifty-eighth  annual  meeting  of  the 
Medical  Society  of  Virginia  will  be  held  at 
Petersburg,  October  18-20,  1927.  There  are 
many  attractive  features  about  this  meeting 
that  should  induce  the  members  to  attend. 

First  of  all,  and  most  important,  there  is 
an  excellent  scientific  program.  The  pro- 
gram begins  with  the  night  session  on  Tues- 
day, October  18th,  and  continues  through 
Wednesday  and  Thursday.  There  will  be  no 
session  on  Friday.  The  Council  abolished  the 
session  on  Friday,  as  it  is  usually  poorly  at- 
tended and  it  seems  unjust  to  authors  to  put 
their  papers  on  Friday  when  most  of  the  doc- 
tors have  returned  home.  There  should  be  a 
full  attendance  on  the  sessions  on  Tuesday, 
Wednesday  and  Thursday,  so  that  all  papers 
should  have  a good  audience.  The  introduc- 
tion of  the  new  president  will  be  on  Thurs- 
day. 

The  new  Constitution  and  By-Laws  become 
effective  at  this  session.  This  will  introduce 
many  features  that  will  be  helpful  to  the 
Medical  Society  of  Virginia.  Among  others, 
there  will  be  an  election  not  only  of  a new 
president,  but  of  a president-elect. 

There  will  be  a meeting  of  the  Council  at 
three  o’clock  and  of  the  House  of  Delegates 
at  four  o’clock  Tuesday  afternoon,  the  first 
day.  In  this  way  much  of  the  business  can 
be  transacted  without  conflict  with  the  scien- 
tific. program. 

The  addresses  of  the  invited  guests  will  be 
attractive.  Dr.  John  M.  T.  Finney,  of  Balti- 
more, one  of  the  most  noted  and  most  beloved 
surgeons,  will  speak  on  a topic  of  interest  to 
all  medical  men.  Dr.  W.  C.  Davison,  pedia- 
trician of  Johns  Hopkins  and  who  has  recently 
been  appointed  dean  of  the  Medical  School  of 
Duke  LTniversitv,  will  give  an  address  on 
“Empyema  in  Children  Under  Two  Years  of 
Age.”  Dr.  Stewart  R.  Roberts,  of  Atlanta, 
one  of  the  best  known  authorities  on  heart 
trouble  in  this  country,  will  speak  on  “The 
Rheumatic  Heart.”  Dr.  M.  L.  Harris,  of 
Chicago,  who  has  long  been  deeply  interested 
in  the  affairs  of  the  American  Medical  Asso- 
ciation, and  who  has  for  years  been  chairman 
of  its  Judicial  Council,  will  give  an  address 


on  the  beneficial  effects  of  organized  medicine. 

There  will  be  a reception,  supper  and  dance 
following  the  evening  program  on  Wednes- 
day. The  evening  program  Wednesday  will 
consist  of  addresses  by  the  invited  guests. 

Ladies  are  especially  invited,  and  entertain- 
ments and  local  historic  tours  are  bein<r  ar- 
ranged  for  them. 

Each  county  society  should  have  represen- 
tation in  the  House  of  Delegates,  and  every 
county  society  should  organize  in  advance  of 
this  meeting  and  select  a delegate. 

There  will  be  a scientific  exhibit  under  the 
auspices  of  the  Committee  on  Scientific  Ex- 
hibit consisting  of  Dr.  Charles  Phillips,  of  the 
Medical  College  of  Virginia,  chairman;  Dr. 
H.  E.  Jordan,  of  the  University  of  Virginia, 
and  Dr.  John  S.  Horslev.  Jr.  Among  other 
features  there  will  be  an  exhibit  of  various 
pathologic  specimens  and  one  demonstrating 
the  early  stages  of  embryologic  development. 
These  exhibits  will  be  plainly  marked  and 
should  be  of  great  interest  to  all  practitioners 
and  specialists. 

The  reports  of  the  newly  appointed  com- 
mittees on  the  training  of  midwives  and  on 
the  regulation  of  technicians  for  physicians 
and  surgeons  will  be  made  at  this  meeting. 

Let  us  endeavor  to  make  the  Medical  Society 
of  Virginia  the  foremost  state  medical  asso- 
ciation in  the  United  States.  There  is  no 
reason  why  we  cannot  do  this  if  every  mem- 
ber will  consider  it  not  only  his  duty,  but  a 
privilege  to  attend  these  meetings  and  to  listen 
to  the  papers,  to  participate  in  the  discussions, 
and  to  make  any  suggestions  that  he  thinks 
are  for  the  good  of  the  cause. 

Sincerely  yours, 

J.  Shelton  Horsley,  President , 
Medical  Society  of  Virginia. 

Woman’s  Auxiliary, Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 

Health  Education  Through  Women’s  Clubs 

One  of  the  best  fields  for  educational  work 
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for  health  open  to  the  Auxiliary,  lies  in 
•women’s  clubs. 

Doctors’  wives  who  have  made  themselves 
intelligent  about  public  health  principles,  and 
informed  about  scientific  methods  of  disease 
prevention,  are  always  being  sought  for  chair- 
manships of  state  and  county  public  health 
committees  in  parent-teacher  associations  and 
women’s  clubs.  These  positions  offer  opportuni- 
ties for  health  education  which  should  be  wel- 
comed by  Auxiliary  members. 

Missouri  offers  an  example  which  illustrates 
this. 

Immediately  after  the  organization  of  the 
Missouri  State  Auxiliary,  a program  for  State 
health  work  was  planned.  The  steps  by  which 
the  program  evolved  were  as  follows : 

(1)  A study  was  made,  by  a small  group  of 
doctors’  wives,  of  state  vital  statistics,  as  they 
reflected  general  health  conditions  in  the  State. 

The  State  Health  Department  was  looked 
into — its  budget,  the  number  and  character  of 
its  divisions,  the  type  of  men  filling  the  posi- 
tions and  the  character  of  their  work  (The 
women  making  the  study  knew  literally  noth- 
ing about  the  department  or  its  workings,  did 
not  know  even  the  name  of  the  state  health 
commissioner  when  they  started). 

(2)  They  went  with  their  findings  to  the 
chairman  of  the  committee  on  health  and  pub- 
lic instruction  of  the  State  Medical  Association, 
who  was  able  to  add  materially  to  their  infor- 
mation. 

Amonor  the  things  discovered  were  that 
Missouri  had  a high  death  and  morbidity  rate 
from  such  preventable  diseases  as  typhoid,  that 
birth  statistics  were  incomplete  and  inaccu- 
rate, that  the  State  Health  Department  was  not 
adequately  financed,  and  the  like;  but  most  im- 
portant of  all,  that  the  State  Health  Depart- 
ment was  trying  to  push  the  County  Health 
Unit  idea  in  the  state  and  would  welcome  help 
from  lay  organizations  in  getting  counties  edu- 
cated to  the  need  of  full  time  county  health 
workers,  either  nurses  or  county  health  units. 

On  the  basis  of  this  information  a tentative 
program  for  State  Auxiliary  work  was 
planned.  Its  essentials  were  to  urge  county 
auxiliaries: 

(1)  To  put  on  study  programs  covering  the 
fundamentals  of  personal  and  public  hygiene; 

(2)  To  study  their  local  health  conditions; 

(3)  To  study  their  own  county  official  and 
non-official  machinery  for  disease  prevention 
and  health  promotion; 


(4)  Where  there  was  no  full  time  county 
health  department,  to  ask  the  State  Health 
Department  to  tell  them  what  the  county 

•needed  and  what  they  could  do  to  improve 
conditions,  and  then  to  do  what  the  depart- 
ment directed;  and 

(5)  To  look  to  the  County  Health  Unit  or 
(if  the  county  had  too  few  people  or  too  little 
money  to  justify  that)  to  county  health  nurses, 
as  the  solution  of  their  rural  health  problem. 

This  proposed  program  was  approved  by  the 
chairman  of  health  and  public  instruction  of 
the  State  Medical  Association,  was  accepted  by 
the  Auxiliary  State  Board,  and  was  presented 
by  the  chairman  of  health  and  public  instruc- 
tion of  the  State  Medical  Association  to  that 
Association  and  approved  by  it.  (Not  until 
all  these  steps  had  been  taken  did  the  Auxiliary 
officers  feel  free  to  go  to  work). 

This  official  program  was  later  also  heartily 
approved  by  the  State  Health  Department  and 
has  for  three  years  been  the  basis  of  State 
Auxiliary  work. 

The  State  Auxiliary  president  during  whose 
term  this  program  developed  was,  the  follow- 
ing year,  appointed  chairman  of  health  for  the 
State  Federation  of  Women’s  Clubs.  She  im- 
mediately planned  the  Federation  work  on  the 
same  program.  Clubs  all  over  the  state  were 
put  to  reading  papers  on  health  topics,  sup- 
plied by  her  when  she  was  requested  to  do  so. 
The  Federation  State  Journal  carries  her  ar- 
ticles. at  first  accompanied  by  advertisements 
for  Abram’s  Treatment,  “examination  free” 
doctors  and  dentists,  chiropractors  and  osteo- 
paths. (She  quickly  laughed  the  Abram’s 
Treatment  out  of  the  advertising  pages.  The 
other  advertisers  are  requiring  more  serious 
treatment). 

Two  years  of  steady  plugging  have  started 
club  women  all  over  the  state  to  thinking  about 
their  local  health  conditions  and  studying 
health  topics.  The  idea  of  looking  to  the  State 
Health  Department  for  guidance  is  taking 
hold.  The  county  health  nurse  and  County 
Health  Unit  idea  is  growing  rapidly. 

Further,  the  present  president  of  the  State 
Auxiliary  has  accepted  a similar  position  with 
the  State  Parent-Teacher  Association  and  has 
been  able  to  carry  these  same  ideas,  especially 
that  of  the  County  Health  Unit,  over  into  that 
organization. 

Results  in  actual  accomplishments  are  be- 
ginning to  appear. 

A few  months  ago,  at  the  request  of  the  State 
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Health  Department,  a baby  hunt  (a  birth  regis- 
tration drive)  was  put  on  in  Missouri  by  these 
three  or<ranizaions  (the  Auxiliary,  the  Federa- 
tion and  the  Parent-Teacher  Association)  * 
■working-  together,  which  resulted  in  an  inten- 
sive state-wide  educational  campaign  in  the 
county  and  city  newspapers,  and  in  the  dis- 
covery of  many  unregistered  babies.  This 
united  effort  to  help  get  Missouri  into  the 
Federal  birth  registration  area  is  a significant 
thin",  made  possible  by  the  influence  exerted 
in  the  Federation  and  the  Parent-Teacher  As- 
sociations by  Auxiliary  workers. 

This  is  but  a first  step  toward  tying  together 
the  health  work  done  by  these  and  similar  or- 
ganizations and  directing  that  work  away  from 
the  less  essential  to  the  vital  and  fundamental. 
— ( Bulletin  of  Woman's  Auxiliary . A.  M.  A.) 

As  we  look  forward  from  year  to  year  to 
the  meeting  of  the  State  Woman’s  Auxiliary 
to  the  Medical  Ssociety  of  Virginia,  there  is 
a feeling  of  much  pleasure  at  renewing  the 
personal  friendships  of  the  years,  passed.  The 
meeting  and  associating  with  the  doctors'  wives 
of  our  own  great  State  has  formed  ties  of 
friendship  that  cannot  be  easily  broken. 

Attendance  upon  state  conventions  has  al- 
ways been  looked  forward  to  by  the  wife  as 
well  as  the  doctor.  Since  the  organization  of 
the  Woman’s  Auxiliary  they  are  doubly  so.  In 
the  few  years  of  their  existence,  they  have 
taken  a definite  place,  not  only  in  terms  of  fel- 
lowship. co-operation  and  loyalty,  but  in  serv- 
ice to  their  communities  and  the  State.  They 
are  a happy  combination  of  work  and  play, 
and — who  will  deny  that  the  wife  needs  the 
play  time  and  relaxation  as  well  as  the  doc- 
tor himself?  For  as  they  come  together  at 
this  time,  to  mix  and  mingle  in  social  hours 
and  in  business  meetings,  reporting  on  the 
work  of  the  year  and  perfecting  plans  for  the 
future,  they  are  of  mutual  encouragement  and 
inspiration  to  each  other. 

Those  who  are  not  members  of  the  auxiliary 
are  cordially  invited  to  attend  and,  if  your 
county  medical  society  has  not  an  auxiliary, 
it  is  earnestly  hoped  that  you  will  come  to  this 
meeting,  get  the  vision,  and  be  inspired  to  go 
home  and  organize  for  the  benefit  of  your 
county,  your  doctor  and  his  profession. 

‘‘Mates  for  your  husbands,  staunch  and  true 
As  their  work  you  help  them  do, 

Never  do  you  falter,  never  bend. 

Stand  you  firmly  to  the  end.” 


The  President  of  each  County  Medical  So- 
ciety, which  has  not  an  Auxiliary,  is  asked  to 
appoint  one  or  more  leading  women  in  his 
county  to  attend  the  meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Virginia 
in  Petersburg.  October  18th-20th.  with  the  view 
of  forming  an  auxiliary  to  his  county  society. 


TheTruth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  let- 
ter of  June  25th,  the  following  have  been  accepted: 
Lederle  Antitoxin  Laboratories 
Erysipelas  Streptococcus  Antitoxin  (Lederle), 
Unconcentrated. 

NEW  AND  NON-OFFICIAL  REMEDIES 
Crotalus  Antitoxin. — -An  antitoxic  serum  prepared 
by  immunizing  animals  against  the  venom  of  snakes 
of  the  crotalus  family.  Evidence  has  accumulated 
to  show  that  the  venom  of  certain  snakes  may  be 
neutralized  by  the  employment  of  a serum  obtained 
from  animals  that  have  been  injected  with  venom 
from  a snake  of  the  same  family.  Crotalus  antitoxin 
is  used  to  neutralize  the  venom  injected  by  the  bite 
of  members  of  the  crotalus  family.  The  serum  is 
administered  intramuscularly,  subcutaneously  and  in 
certain  cases  it  may  be  administered  intravenously. 

Antivenin  (Nearctic  Crotalidae)  — North  American 
Anti-Snake-Bite  Serum. — An  antitoxic  serum  pre- 
pared by  injecting  horses  with  venoms  from  serpents 
of  the  North  American  species  of  the  family 
Crotalidae  (Rattle  Snake,  75  per  cent;  Copperhead, 
12%  per  cent;  and  Water  Moccasin,  12%  per  cent). 
It  is  claimed  to  have  neutralizing  effect  against  the 
venom  of  the  species  represented.  The  serum  is 
marketed  in  syringes  containing  10  c.c.  (a  single 
dose).  H.  K.  Mulford  Co.,  Philadelphia.  (Jour. 
A.  M.  A.,  July  2,  1927,  p.  29). 

Erysipelas  Streptococcus  Antitoxin  (Lederle)  Un- 
concentrated.— An  erysipelas  streptococcus  antitoxin 
(New  and  Non-official  Remedies,  1927,  p.  337),  pre- 
pared by  immunizing  horses  by  subcutaneous  in- 
jections of  the  toxic  filtrate  obtained  from  broth  cul- 
tures of  the  erysipelas  streptococcus,  or  by  intraven- 
ous injection  of  cultures  of  the  erysipelas  streptococ- 
cus obtained  from  typical  cases  of  erysipelas.  It 
is  administered  in  early  cases  of  moderate  severity 
in  dosage  of  12  c c.  intramuscularly;  in  severely 
toxic  and  late  cases,  36  c.c.  to  48  c.c.  intramuscu- 
larly, or  24  c.c.  to  36  c.c.  intravenously.  This  pro- 
duct is  marketed  in  syringes  containing  12  c.c. 
Lederle  Antitoxin  Laboratories,  New  York.  (Jour. 
A.  M.  A..  July  30,  1927,  p.  373). 

PROPAGANDA  FOR  REFORM 
Ergosterol. — The  present  evidence  indicates  that 
ergosterol  is  the  precursor  of  vitamin  D,  that  is, 
the  parent  substance  from  which  vitamin  D is 
formed.  It  is  probable  that  the  activity  of  choles- 
terol produced  by  irradiation,  is  due  to  the  pres- 
ence of  ergosterol  in  cholesterol.  The  biologic  tests 
with  irradiated  ergosterol  have  been  astounding.  A 
daily  dose  of  0.0001  mg.  of  irradiated  ergosterol  has 
cured  and  prevented  rickets  in  rats  kept  on  a rachi- 
togenic  diet.  Irridiated  ergosterol  is  the  most  po- 
tent antirachitic  substance  known,  5 mg.  being 
equivalent  to  approximately  1 liter  of  a good  cod 
liver  oil.  (Jour.  A.  M.  A.,  June  18,  1927,  p.  1969). 

Absorption  of  Vitamin  D Through  the  Skin. — The 
antirachitic  factor,  now  commonly  designated  as 
vitamin  D,  which  seems  to  be  essential  for  the 
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proper  development  and  maintenance  of  the  skeletal 
structures,  apparently  is  not  produced  within  the 
living  body  of  man.  The  necessary  supply  is  ordi- 
narily derived  either  through  the  ingestion  of  anti- 
rachitic foods  or  through  exposure  of  the  skin  to 
sunlight  or  untraviolet  rays.  The  last  mentioned 
method  is  somewhat  uncertain  with  respect  to  pre- 
cise dosage.  The  alimentary  path  of  introduction 
of  the  vitamin  is  usually  the  most  convenient  method 
for  antirachitic  therapy.  Sometimes,  though  rarely, 
there  may  be  barriers  to  its  use;  hence  alternative 
procedures  have  been  looked  for.  It  has  been  found 
that  the  subcutaneous  administration  of  cod-liver 
oil  may  lead  to  curative  results  attributable  to  the 
fat-soluble  vitamins.  It  has  now  been  found  that 
vitamin  D as  it  is  secured  in  irradiated  sterols  can 
be  absorbed  from  the  uninjured  skin.  The  possi- 
bility of  antirachitic  therapy  by  inunction  is  thus 
presented.  (Jour.  A.  M.  A.,  June  18,  1927,  p.  1970). 

The  “Cass  Treatment”  Trickery. — The  “Cass  Treat- 
ment for  Rheumatism’’  was  a particularly  bold  piece 
of  Chicago  mail-order  quackery,  conducted  under 
the  name  “Cass  Laboratories.”  The  Cass  Labora- 
tories were  not  laboratories;  its  alleged  president, 
“Harvey  L.  Cass”,  who  was  featured  throughout  the 
advertising,  did  not  exist,  but  the  concern  was  run 
by  one  H.  L.  Cassel,  in  association  with  his  brother- 
in-law,  one  Joseph  V.  Creevy.  The  “treatment”  con- 
sisted of  baking  soda  tablets,  of  other  tablets  con- 
taining aspirin  and  cinchophen,  and  of  some  flav- 
ored epsom  salt,  as  was  shown  by  an  analysis  made 
by  the  A.  M.  A.  Chemical  Laboratory.  In  October, 

1926,  the  Post  Office  Department  called  on  the  Cass 
Laboratories  to  show  cause  why  a fraud  order  should 
not  be  issued  against  it.  In  February,  1927,  Cassel 
submitted  an  affidavit  to  the  Post  Office  Department, 
declaring  that  he  was  authorized  and  empowered  to 
execute  it  on  behalf  of  the  Cass  Laboratories,  and 
swearing:  “That  the  business  heretofore  conducted 
under  the  name  Cass  Laboratories  has  been  dis- 
continued and  abandoned  and  will  not  be  resumed 
at  any  time  in  the  future”.  The  facts  were  that 
for  a month  or  more  before  Cassel  made  this  sworn 
statement,  the  name  “Cass  Laboratories”  had  been 
abandoned  and  the  rheumatic  public  was  receiving 
the  same  line  of  quackery  under  a new  trade  name: 
“H.  L.  Cass  Corporation”.  It  is  to  be  hoped  that 
in  due  time  the  Post  Office  authorities  will  issue  a 
fraud  order  not  only  against  the  company  itself, 
but  against  those  conducting  it.  (Jour.  A.  M.  A., 
June  18,  1927,  p.  1983). 

Kerosene. — Kerosene  is  a weak  antiseptic  and 
parasiticide  and  irritant  to  the  skin.  Therefore: 
It  can  be  used  for  parasitic  affections  of  the  scalp. 
It  is  of  some  use  for  seborrheic  dermatitis  of  the 
scalp  and,  if  it  has  any  effect  in  preventing  the  out- 
fall of  hair,  it  is  presumably  due  to  its  irritating^— 
stimulating — effect  on  the  skin.  But  it  does  all 
these  things  in  a crude,  disagreeable  way.  All  of 
them  can  be  done  more  efficiently  and  much  more 
accurately  with  drugs  of  definite  composition.  Its 
vogue  as  a hair  tonic  and  hair  restorer  is  largely 
due  to  that  popular  feeling,  which  has  come  down 
through  the  milleniums  from  our  barbarous  ances- 
tors, that  the  efficiency  of  drugs  is  in  proportion  to 
their  disagreeableness.  (Jour.  A.  M.  A.,  June  25, 

1927,  p.  2048). 

Disgusting  Medical  Advertising. — The  medical  pro- 
fession is  now  being  circularized  with  an  illustra- 
tion advertising  presumably  “Proveinase-Midy.” 
The  circular  shows  a disproportionate  naked  Her- 
cules and  a depressed  naked  female,  whom  the 
Hercules  seems  about  to  energize  with  Proveinase.” 
The  name  Midy  has  meant  little  that  is  inspiring 
to  the  American  medical  profession.  Santal-Midy 
is  sandal  oil  capsules  that  have  been  exploited 
largely  by  way  of  posters  in  public  toilets.  The  ad- 


vertising of  “Proveinase”  merits  contempt  and  re- 
sentment. (Jour.  A.  M.  A.,  July  2,  1927,  p.  32). 

National  Medical  Bureau,  Inc. — Physicians  have 
been  circularized  by  the  “National  Medical  Bureau, 
Inc.”  The  letterhead  of  this  concern  carries  with 
it  the  idea  that  it  is  a nation-wide  organization, 
having  offices  in  New  York  City,  Chicago  and  Los 
Angeles,  with  a “Division  Office”  at  South  Bend,  Ind. 
The  circular  letter  which  the  “Bureau”  sends  to  a 
physician  states  that  it  is  about  to  appoint  a phy- 
sician in  his  locality  to  care  for  its  members.  It 
explains  that  the  appointee  would  receive  remunera- 
tion for  his  services  and  he  is  told  that  if  selected, 
he  would  automatically  be  made  the  family  physi- 
cian in  more  than  500  homes  of  the  city.  Investiga- 
tion showed  that  all  correspondence  was  handled 
from  South  Bend,  Ind.,  by  one  A.  M.  Nadel,  who  did 
not  divulge  the  names  of  the  incorporators.  The 
Indiana  Department  of  State  declared  that  it  had 
no  record  of  the  National  Medical  Bureau,  Inc. 
(Jour.  A.  M.  A.,  July  2,  1927,  p.  49). 

“Apoc-actin”  and  “Pasconia”  Merrell. — The  Wm.  S. 
Merrell  Co.  suggests  to  a physician  that  he  consult 
the  firm’s  catalogue  for  “the  particular  kind  of  reme- 
dial agents  for  the  different  pathologic  conditions 
met  in  daily  practice.”  As  an  illustration  of  the 
advice  that  may  be  had  from  a perusal  of  the  cata- 
logue, three  products  are  mentioned:  “Apocactin,” 
“a  combination  of  drugs  you  don’t  often  encounter,” 
which  is  stated  to  contain  Hawthorn,  Cactus,  Apocy- 
num,  Avena  Sativa  and  Collinsonia;  Fibrogen,  a 
blood  coagulant  which  has  not  been  admitted  to 
New  and  Nonofficial  Remedies;  Pasconia,  “a  sedative 
and  stabilizer  in  the  erratic  action  of  the  ‘nervous 
heart’,”  which  is  stated  to  contain  Passiflora  In- 
carnata,  Avena  Sativa,  and  Collinsonia.  The  drugs 
that  make  up  “Apocactin”  and  “Pasconia”  are  not 
to  be  found,  either  in  Useful  Drugs  or  in  the  United 
States  Pharmacopeia.  Some  are  not  even  included 
in  the  National  Formulary,  which  aims  to  include 
preparations  of  drugs  which  are  supposed  to  have 
any  usefulness  at  all.  All  belong  to  that  larger 
and  ever-growing  collection  of  drugs  that  have  been 
discarded  because  they  were  found  to  be  inert  or 
inferior  to  other  drugs  having  the  same  action.  The 
following  is  the  estimate  of  the  Council  on  Phar- 
macy and  Chemistry  as  given  in  the  Epitome  of  the 
U.  S.  Pharmacopeia  and  National  Formulary  for 
those  drugs  constituents  of  “Apocactin”  and  “Pas- 
conia,” which  are  included  in  the  National  formu- 
lary: Passiflora  (passion  flower),  “Exploited  by 

manufacturers  of  proprietary  medicines  for  the 
treatment  of  insomnia,  but  probably  inert.”  Avena 
Sativa  (oat)  “A  constituent  of  certain  nostrums; 
has  no  place  in  the  materia  medica.”  Apocynum 
(Canadian  hemp)  “Cardiac  tonic  of  digitalis  group 
unreliable  as  to  rate  of  absorption.”  (Jour.  A.  M. 
A.,  July  2,  1927,  p.  50). 

Two  Obesity  Fakes  Dodge  Fraud  Orders. — The 
Post  Office  Department  called  on  the  Hall  Chemical 
Company,  which  sells  the  obesity  preparation,  Hall’s 
Tablets  Triturates — to  show  cause  why  a fraud  order 
should  not  be  issued  against  it.  The  proprietor 
of  the  company  submitted  an  affidavit  declaring  that 
the  sale  through  the  mails  of  Hall’s  Tablets  Tritu- 
rates had  been  abandoned.  Similarly  the  firm  which 
exploits  “Slends,”  a chewing  gum  coated  with  a 
mixture  containing  sugar  and  phenolphthalein,  when 
asked  why  a fraud  order  should  not  be  issued  for 
selling  Slends  through  the  mails  submitted  an  affida- 
vit declaring  that  the  business  of  selling  Slends 
throhgh  the  mails  had  been  discontinued.  There  is, 
of  course,  nothing  in  the  action  of  either  firm  to 
prevent  the  sale  of  the  products  in  question  through 
the  drug  stores.  (Jour.  A.  M.  A.,  July  9,  1927,  p. 
138). 
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Editorial 

Calcium  Carbonate — Sodium  Bicarbonate — 

Magnesium  Hydroxide. 

Practitioners  have  frequent  use  for  alkalies. 
Any  observations  that  seem  to  improve  our 
knowledge  of  this  class  of  remedies  should  be 
carefully  weighed.  In  gastric  disturbances, 
in  gastric  and  duodenal  ulceration,  so-called 
antacids  have  been  long  employed.  Probably 
too  freely  have  physicians  and  laity  used  alka- 
lies after  meals  in  order  to  allay  disturbing 
and  unpleasant  gastric  symptoms.  Probably, 
also,  have  treatments  for  gastric  ulcer  em- 
ployed too  large  amounts  of  sodium  bicarbon- 
ate and  calcined  magnesia.  Probably  again, 
the  laity  have  fallen  into  the  too  free  use  of 
soda  for  the  purpose  of  relieving  “heart  burn,” 
“sour  stomach,”  “dyspepsia,”  and  other  so- 
called  stomach  troubles. 

In  view  of  this  status,  it  may  be  well  to 
comment  upon  any  careful  observations  that 
may  be  in  current  publications  pertaining  to 
this  subject. 

Loevenhart  and  Crandall  ( J . A.  M.  A .,  vol. 
88.  No.  20,  page  1557),  draw  attention  to  cal- 
cium carbonate  in  the  treatment  of  the  gastric 
hyperacidity  syndrome,  and,  in  doing  so,  pre- 
sent some  salient  reasons  for  preferring  use 
of  this  drug  over  sodium  bicarbonate,  magne- 
sium hydroxide  and  carbonate.  They  give  the 
following  specifications  as  composing  an  ideal 
antacid : 

1.  Insolubility. 

2.  Non  irritating  to  stomach  or  intestine. 


3.  Neutral  in  aqueous  solution  and,  yet 

capable  of  neutralizing  acid. 

4.  Acid-base  equilibrium  not  affected  by  it. 

5.  Alkalinization  of  urine,  with  attendant 

phosphatic  crystallization,  is  avoided. 

6.  Diarrhea  and  constipation  not  produced. 

7.  Mineralization  of  blood  uninfluenced. 

Sodium  bicarbonate  is  soluble,  it  is  irritat- 
ing in  high  concentration,  and  may  produce 
alkalosis.  Urine  is  alkalined  by  it;  this  may 
produce  precipitation  of  phosphates  in  crystal- 
line form.  Renal  colic  has  occurred  in  persons 
addicted  to  excessive  “soda-taking.”  This  is 
one  of  the  dangers  noted  in  the  Sippy  treat- 
ment for  gastric  ulcer.  The  use  of  sodium 
bicarbonate,  alone,  for  hyperchlorhydria,  is 
attended  by  only  a temporary  fall  of  acid  level 
and  is  followed  by  a higher  acid  than  before 
it  was  taken.  Sodium  bicarbonate,  alone,  is 
not  an  ideal  antacid;  in  combination  with  cal- 
cined magnesia,  it  is  considered  to  be  better 
than  alone. 

Magnesium  hydroxide  and  carbonate  are 
less  soluble  than  sodium  bicarbonate,  but  the 
irritation  of  intestines  and  cathartic  action 
of  magesium  make  for  unpleasant  effects 
upon  the  patient.  These  authors  feel  that  the 
catharsis  as  experienced  in  the  Sippy  treat- 
ment is  not  desirable.  This  is  a matter  for 
discussion. 

In  calcium  carbonate,  alone,  these  workers 
find  an  ideal  antacid.  They7  give  these  rea- 
sons ; 

(1)  When  suspended  in  water  it  is  neutral. 

(2)  It  neutralizes  gastric  acid,  forming  cal- 
cium chloride  and  carbon  dioxide. 

(3)  It  can  be  given  almost  ad  libitum. 

(4)  It  does  not  affect  the  bowels,  except 
when  given  in  very  large  amounts  it  makes 
bulky  stools. 

(5)  It  tends  to  protect  ulcerated  surfaces 
from  irritation. 

Massive  Collapse  of  the  Lung. 

This  unusual  condition  of  the  lung  has  re- 
cently been  brought  forward  in  publications 
and  additional  cases  have  been  reported. 
Sante’s  paper  (J.  A.  M.  A.,  vol.  88,  No.  20), 
calls  attention  to  this  subject  and  presents  a 
suggestion  of  promise  in  the  treatment. 

Sir  John  Rose  Bradford  has  prepared  a 
general  discussion  of  the  subject.  Sir  John’s 
monograph  in  Oxford  Loose  Leaf  Medicine 
(2:127,  1920).  treats  the  condition,  based  upon 
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his  observations  up  to  and  after  the  war. 
Other  authors  have  given  the  subject  consid- 
eration. Pasteur  in  1890  first  published  ob- 
servations on  massive  collapse  of  the  lung, 
after  studying  thirty-four  cases,  following 
post-diphtheritic  paralysis  of  the  diaphragm. 
Bradford’s  reported  sixteen  eases,  in  1914,  as 
a complication  of  2.000  abdominal  operations. 
Sante  notes  other  observers,  but  especially 
calls  attention  to  the  roentgen-rav  observations 
of  Holmes  and  Ritvo,  noting  the  belief  of  these 
observers,  that  the  condition  has  been  “passed 
up”  as  being-  due  to  pneumonia.  Scott’s  paper, 
January,  1925,  added  four  cases. 

The  association  of  roentgen-rav  examination 
with  physical  examination  more  accurately 
establishes  this  unusual  condition,  which  may 
complicate  abdominal  operations  or  may  oc- 
cur without  such  immediate  cause.  There  may 
be  sudden  onset,  characterized  by  pain  in  the 
chest  region,  shortness  of  breath,  rapidity  of 
pulse  rate  and  cvanosis.  At  first,  sputum  is 
scant;  later,  it  is  profuse  and  purulent,  but  it 
is  not  bloody,  or  like  “prune  juice.”  There  is 
slight  fever,  if  any.  at  first;  later,  the  tem- 
perature may  go  as  high  as  102°  F. 

There  may  be  a different  assortment  of 
symptoms  in  some  cases  and  the  pulmonary 
symptoms  may  assume  less  prominence  and 
are  discoverable  only  on  careful  physical  ex- 
amination. 

Massive  atelectatic  collapse  of  the  lung  de- 
fines itself.  Microscopicallv,  the  bronchioles 
and  alveoli  are  collapsed  and  atelectatic;  func- 
tion less;  here  and  there,  a small  group  of  air 
cells  may  be  inflated.  The  lunar  occupies  a 
smaller  area,  but  is  not  separated  from  the 
chest  wall ; the  chest  wall  being  depressed,  the 
heart  and  mediastinal  structures  are  dragged 
over  to  the  affected  side,  and  the  diaphragm 
is  drawn  upward  by  the  affection. 

Roentgenographicallv  there  is  some  diffi- 
culty in  diagnosing  this  condition  from  pneu- 
monia, but  the  narrowing  of  chest  on  the  in- 
volved side,  the  approximation  of  the  inter- 
snnces,  the  elevation  of  the  diaphragm,  and 
displacement  of  heart  and  mediastinal  struc- 
tures toward  the  affected  side,  afford  points 
of  differentiation.  The  cause  of  massive  atelec- 
tatic collapse  of  the  lung  is  not  definitely 
known,  although  it  is  a definite  clinical  entity", 
occurring  probably  more  often  than  it  has 
been  recognized.  As  it  is  more  carefully  ob- 


served, the  causes  and  associations  of  it  may 
be  more  thoroughly  understood.  It  seems 
quite  probable,  according  to  Sante,  that  some 
injury  to  the  vagus  may  be  the  cause  of 
temporary  collapse  of  bronchioles,  which  af- 
fords an  approximation  of  the  wall  of  the 
bronchioles.  Apposition  and  cohesion  of  col- 
lapsed walls  brings  about  therein  an  atelectatic 
state  in  bronchioles  and  alveoli. 

Sante  suggests  that  rolling  the  patient  back 
and  forth  on  the  involved  side  is  a potent 
remedy:  that  bronchoscopic  removal  of  mucus 
is  more  risky  and  more  difficult. 

Trachoma. 

A round  table  dismission  of  any  disease 
problem  is  helpful.  In  the  search  for  etiolo- 
gic  influences  of  public  health  problems,  such 
a consideration  is  particularly  advantageous. 
One  may  obtain  this  angle  on  the  question  of 
trachoma,  in  perusing  a paper  by  Royer  (./. 
A.  M.  A .,  August  14,  1926),  and  the  discussion 
thereon.  It  is  profitable  in  the  interest  of  gen- 
eral information  to  take  up  a new  hypothesis, 
as  Royer  has  done,  and  to  work  it  in  with 
what  has  heretofore  been  tentatively  accepted 
as  probably  the  basic  factors  operating  in  the 
widespread  incidence  of  disease.  As  late  as 
1925,  a general  “round  up  on  the  question  of 
the  contagiousness  and  transmissibilitv  of  tra- 
choma was  undertaken  bv  responsible  bodies 
of  investigators.  The  results  of  these  studies 
have  not  been  altogether  conclusive  as  noted 
by  Royer.  Confusion  is  found  in  the  question 
of  cause.  Is  the  disease  bacterial  or  parasitic 
in  origin?  Is  it  a food  deficiency  disease?  Is 
it  caused  by  both  factors,  poor  nutrition  and 
bacterial  folliculosis? 

Pathological,  Symptoms:  Trachoma  is  a 
folliculosis  of  conjunctival  tissue.  The  dis- 
ease is  first  observed  in  the  lining  of  the  upper 
lid.  There  is  thickening  and  marked  subepi- 
thelial  inflammation.  This  increases  and 
spreads ; it  may  involve  both  lids. 

Subepithelial  lymphoid  structures  multiply. 
Surface  epithelium  becomes  thin  and  papillae 
project  above  the  surface.  Later  the  meibo- 
mian glands  become  involved.  Multiplication 
and  overgrowth  of  folliculous  tissues,  over- 
crowding epethelimn,  results  in  a separation 
of  this  layer  and  a discharge  through  these 
openings  of  material  from  broken  down  folli- 
cles. About  these,  granulations  of  raspberry 
like  masses  are  formed.  Itching,  winking  ro- 
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tation  of  the  eve.  and  eye  pains  are  sympto- 
matically prominent. 

In  the  late  stages  of  fibrosis  and  scarring, 
deformities  of  the  lids  and  lashes  make  for 
distress  of  various  sorts  and  bring  about  dis- 
tortions. The  disease  is  slow  in  progress,  in- 
volving years. 

Geographic  Distribution. 

It  is  a disease  of  widespread  incidence.  In 
Egypt,  Palestine,  China,  Russia,  Hungary, 
Poland,  the  Balkans,  Japan,  Mexico,  trachoma 
is  a serious  medical  problem.  In  the  United 
States,  it  is  likewise  found.  Incidences  of 
trachoma  in  mountain  people,  native  white, 
in  the  Appalachian  country  of  eastern  Ken- 
tucky, West  Virginia.  Virginia,  Tennessee 
and  North  and  South  Carolina,  is  high. 
American  Indians  show  22  per  cent  of  tra- 
choma in  59.000  examined  in  1912,  but  now  12 
per  cent  is  thought  to  be  a fair  estimation  of 
its  incidence  among  Indians. 


News  Notes 


To  The  Component  Organizations  of  the 
Medical  Society  of  Virginia! 

A special  meeting  of  the  House  of  Delegates 
of  the  Medical  Society  of  Virginia  is  called  by 
the  President  for  4 P.  M.,  Tuesday,  October 
18th,  in  the  High  School  Building,  Petersburg, 
Va. 

Reports  of  Special  and  Standing  Committees 
will  be  called  for  at  this  meeting.  The  pur- 
pose of  this  meeting  is  to  expedite  the  scien- 
tific program. 

All  component  organizations  will  please  elect 
their  delegates  and  instruct  them  to  be  at 
Petersburg  for  the  above  named  meeting. 


Petersburg  Meeting,  Medical  Society  of  Vir- 
ginia. 

Petersburg  doctors  have  been  busy  prepar- 
ing for  our  fifty-eighth  annual  meeting  and  it 
is  needless  to  say  that  everything  will  be  in 
“apple-pie”  order  when  the  Medical  Society 
of  Virginia  meets  there.  October  18,  19  and  20. 
The  letter  by  our  president,  Dr.  J.  Shelton 
Horsley,  of  Richmond,  in  this  issue,  brings  out 
many  points  of  interest  with  regard  to  the 
meeting.  Programs  will  be  issued  toward  the 
end  of  this  month.  In  addition  to  the  regular 
sessions  of  the  society,  there  will  be  a meet- 
ing of  the  Pediatric  Society,  organized  at  the 
Norfolk  meeting,  and  also  of  the  Virginia 
Hospital  Association,  recently  organized  in 
Roanoke. 


Each  component  society  is  urged  to  be  repre- 
sented in  the  House  of  Delegates,  the  business 
body  of  the  Society.  This  year  there  may  be 
one  delegate  for  each  fifty  members  in  a society 
or  major  fraction  thereof,  provided  that  each 
society  has  at  least  one  delegate.  Societies 
composed  of  more  than  one  county  will  be  en- 
titled to  one  delegate  for  each  county  included 
in  such  society. 

There  will  be  the  usual  golf  tournament  on 
Tuesday,  a reception,  buffet  supper  and  dance 
on  Wednesday  evening — the  one  on  which  we 
will  have  papers  by  our  invited  guests — and 
entertainment  for  the  ladies. 

Those  attending  should  make  hotel  reserva- 
tions in  advance,  and  the  chairman  of  Hotel 
Committee.  Dr.  E.  L.  McGill,  will  attend  to 
these  upon  request.  The  Petersburg  Hotel 
offers  single  rooms  from  $2.00  to  $3.50.  the 
Jefferson  and  the  Savoy  Hotels  at  $1.50  to 
$2.50,  and  the  Chesterfield  at  $1.50  to  $2.00. 

Members  of  the  Rotary,  Kiwanis  and  Lions 
Clubs  and  other  civic  organizations  will  pla- 
card their  cars,  “Welcome  Medical  Society 
of  Virginia,”  and  members  will  be  given  free 
transportation  to  any  point  in  the  city  by  hail- 
ing one  so  marked. 

The  ladies  have  planned  a most  attractive 
program  from  a luncheon  to  the  executive 
board  of  the  Auxiliary  on  Tuesday,  to  a thea- 
ter party  on  Thursday  evening,  and  all  doc- 
tors are  urged  to  bring  their  wives  and  daugh- 
ters. The  full  program  for  the  ladies  will 
appear  in  the  State  Society’s  program. 

The  following  chairmen  of  the  various  local 
committees  will  gladly  furnish  any  informa- 
tion requested : 

General  Chairman — Dr.  J.  Bolling  Jones. 

Reception  and  Automobiles — Dr.  L.  S. 
Early. 

Badges,  Printing  and  Publicity — Dr. 
Wright  Clarkson. 

Golf — Dr.  W.  P.  Hoy. 

Finance — Dr.  William  F.  Drewry. 

Entertainment — Dr.  Mason  Romaine. 

Commercial  and  Scientific  Exhibits — Dr. 
Win.  C.  Powell. 

Hotels  and  Meeting  Hall — Dr.  E.  L.  Mc- 
Gill. 

Ladies — Mrs.  E.  J.  Nixon. 

Much  Work  to  be  Done, 

Now  that  the  play  season  of  the  year  is 
about  over,  we  are  all  returning  home  with  the 
feeling  that  “there’s  no  place  like  home,”  and 
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;ilso  with  the  thought  that  there  is  much  work 
for  each  of  us  to  do. 

One  of  the  urgent  needs  of  all  members  of 
the  Medical  Society  of  Virginia  is  to  lend 
their  cooperation  to  make  our  Society  one  of 
the  best.  Our  component  societies  need  to  be 
more  active,  and  we  can  help  in  putting  this 
over  by  regular  attendance  and  taking  a part 
in  the  discussions  at  the  meetings.  It  is  human 
nature  to  be  much  more  interested  in  anything 
in  which  we  put  our  money  and  time.  By 
the  way.  we  hope  this  may  be  a reminder  to 
those  who  have  not  paid  their  annual  dues 
that  "now  is  the  accepted  time.” 

Component  societies  which  have  not  elected 
delegates  to  the  Petersburg  meeting-  are  re- 
quested  to  attend  to  this  promptly  and  urge 
their  delegates  to  attend  and  take  an  active 
part  in  the  business  sessions.  Each  delegate 
should  be  instructed  to  make  a report  on  the 
State  Society  meeting  at  a meeting  of  his  com- 
ponent society,  shortly  thereafter. 

Go  after  the  eligible  doctors  in  your  section 
and  get  them  to  join  and  attend  your  meet- 
ings, and  let’s  make  next  year  the  best  in  our 
history. 

Additional  Licensees  of  the  Virginia  State 

Board  of  Medical  Examiners. 

In  addition  to  the  list  of  licensees  who  were 
granted  certiticates  from  the  Board  for  having- 
taken  the  full  examinations,  publish  in  the 
August  Monthly,  the  following  were  granted 
licenses  to  practice  in  Virginia  by  reciprocity: 

Dr.  Samuel  A.  Anderson,  Richmond,  Va. 

Dr.  Ernest  B.  Bowery,  Johnson  City,  Tenn. 

Dr.  Wm.  C.  Brice,  Stonega,  Va. 

Dr.  E.  S.  Claytor,  Jr.,  Philadelphia,  Penn. 

Dr.  Hugh  W.  Clement,  Toms  Creek,  Va. 

Dr.  D.  Linwood  Fleshmen,  Hemphill,  W. 
Va. 

Dr.  Herbert  L.  Freeland,  Richmond,  Va. 

Dr.  Win.  Hollister,  Washington,  D.  C. 

Dr.  Jay  S.  Liebman.  Newark.  N.  J. 

Dr.  C.  Herbert  Marshall,  Jr.,  Washington, 
I).  C. 

Dr.  Ivan  B.  McEaehin,  Morgantown,  W.  Va. 

Dr.  Andrew  Pugh.  Portsmouth,  Va. 

Dr.  Herbert  L.  Shinn,  Norfolk,  Va. 

Dr.  Harold  C.  Thornton,  Birmingham,  Ala., 
and 

Dr.  C.  L.  Woodbridge,  Montreat.  N.  C.,  on 
practical  examination. 

The  Augusta  County  Medical  Association 

Held  its  regular  tri-monthly  meeting  at 


Crafton  Park,  Staunton,  August  3rd,  followed 
by  a dinner.  The  principal  order  of  business 
at  this  meeting  was  the  election  of  officers, 
which  was  as  follows:  President,  Dr.  J.  F. 
Fulton,  of  Staunton;  vice-presidents.  Dr.  Guy 
R.  Fisher  and  Dr.  Franklin  Hanger,  of  Staun- 
ton, and  Dr.  R.  S.  Griffith,  of  Basic  City.  Dr. 
W.  F.  Hartman,  of  Staunton,  R.  F.  D.  7,  was 
re-elected  secretary,  and  Dr.  T.  M.  Parkins,  of 
Saunton,  treasurer. 

The  Warren,  Rappahannock  and  Page  Medi- 
cal Society 

Held  its  regular  meeting  at  Flint  Hill, 
August  9th,  with  Dr.  E.  L.  Grubbs,  of  Front 
Royal,  presiding.  Dr.  D.  M.  Kipps,  of  the 
same  place,  was  at  the  secretary’s  desk.  Sev- 
eral interesting  papers  on  “Gastro-enteric  Dis- 
eases of  Infancy  and  Childhood”  were  read 
and  discussed  by  members.  The  following 
delegates  and  alternates  were  elected  to  repre- 
sent this  society  at  the  Petersburg  meeting  of 
the  State  Society : Dr.  L.  F.  Hansbrough, 
with  Dr  Giles  Cook  as  alternate,  from  War- 
ren County;  Dr.  E.  R.  Browning,  with  Dr. 
James  G.  Brown  as  alternate  from  Rappahan- 
nock Countv,  and  Dr.  George  H.  Long  with 
Dr.  B.  C.  Shuler,  as  alternate,  from  Page 
County. 

Arlington  County  Medical  Society. 

At  the  meeting  of  this  Society,  on  August 
the  11th,  Dr.  W.  Calhoun  Stirling,  of  Wash- 
ington, D.  C.,  read  a paper  on  “Pyelitis : Its 
Prevalence  and  Treatment,”  and  Dr.  Edmind 
J.  H organ,  also  of  Washington,  reported  a 
case  of  “Thrombo-angitis  Obliterans.”  At  the 
business  session.  Dr.  R.  N.  Sutton,  Clarendon, 
was  elected  delegate,  and  Dr.  W.  C.  Welburn, 
Ballston,  alternate  to  represent  this  societv  at 
the  Petersburg  meeting  of  the  Medical  Society 
of  Virginia. 

Dr.  II.  A.  Hornthal,  Potomac,  is  president, 
and  Dr.  B.  H.  Swain,  Ballston,  secretary- 
treasurer  of  this  society. 

The  Patrick-Henry  Medical  Society, 

At  a meeting  held  recently,  elected  Dr.  R. 
R.  Lee,  Martinsville,  president,  and  re-elected 
Dr.  H.  G.  Hammond,  also  of  Martinsville, 
secretary-treasurer.  Dr.  J.  T.  Shelburne,  of 
Critz,  and  Dr.  J.  L.  Blanton,  of  Fieldale,  were 
elected  delegates  to  the  Petersburg  meeting  of 
the  State  Society.  Mrs.  J.  M.  Shackelford, 
Martinsville,  was  appointed  to  attend  the 
State  Society  meeting,  with  a view  to  getting 
ideas  for  organizing  a Woman’s  Auxiliary  to 


396 


VIRGINIA  MEDICAL  MONTHLY 


[September, 


this  local  society.  Dr.  E.  B.  Noland,  Bassetts, 
was  recently  elected  a new  member.  The  so- 
ciety' meets  quarterly. 

Belgium  Makes  Ne\v  Child  Labor  Restric- 
tions. 

In  April  of  this  year  Belgium  passed  a law 
prohibiting  the  employment  of  children  under 
sixteen  in  theatrical  establishments,  music 
halls,  places  of  night  amusement,  and  similar 
establishments.  In  exceptional  cases  exemp- 
tions may  be  permitted  by  the  minister  of 
labor  and  social  welfare  for  employment  in 
theatrical  establishments.  This  law  also  pro- 
hibits children  under  sixteen  from  offering 
any  articles  for  sale  in  such  places  of  amuse- 
ment, in  public  establishments,  and  in  the 
streets. 

Dr.  Harry  D.  Law, 

Nitro,  W.  Ya.,  of  the  class  of  ’IT,  Medical 
College  of  Virginia,  went  abroad  with  the 
members  of  the  American  Legion,  early  in 
September.  While  abroad,  he  expects  to  take 
a post-graduate  course  in  Vienna. 

Dr.  and  Mrs.  G.  A.  Ezekiel, 

Richmond.  Ya.,  are  home  again  after  a yisit 
to  Baltimore  and  a motor  trip  through  the 
Valley  of  Virginia.  While  away.  Dr.  Ezekiel 
also  attended  an  encampment  at  Camp  Meade, 
Md. 

Superintendent  of  West  Virginia  Hospital. 

Dr.  James  W.  Hartigan,  Morgantown.  W. 
Ya.,  was  recently  appointed  bv  the  goyernor 
as  superintendent  of  the  Weston.  W.  V.,  State 
Hospital,  to  succeed  Dr.  Mortimer  D.  Cure. 
He  has  already  entered  upon  his  duties  there. 
Dr.  Ray  A.  Moore 

And  family,  Phenix.  Ya..  haye  been  spend- 
ing the  summer  in  Boston,  where  Dr.  Moore 
has  been  doing  post-graduate  work.  They 
motored  up  the  latter  part  of  May  by  way 
of  the  Valley  of  Virginia.  Harrisburg.  Pa., 
Niagara  Falls,  and  Albany. 

Dr.  Moore  expects  to  return  to  Virginia 
about  the  first  of  October  and  will  locate  in 
Farmyille.  Va.,  on  his  return. 

Vacation  for  Children  Who  Cannot  Go  to 

the  Country. 

New  York  City  has  300  vacation  play- 
grounds this  summer — an  increase  of  100  over 
the  number  conducted  last  year.  Besides  the 
regular  vacation  playgrounds  of  the  board  of 
education,  this  number  includes  supervised 
open-air  playgrounds  established  in  school 
athletic  fields,  playground  annexes  organized 
in  co-operation  with  various  institutions  and 


settlement  houses,  and  twenty-five  summer 
playschools  for  all-day  care  of  children.  The 
playschools  are  conducted  between  the  hours 
of  9 A.  M.  and  5 P.  M.,  at  various  institutions 
daily,  during  the  vacation  period.  The  pupils 
of  these  schools  are  children  who  are  suffering 
from  curable  physical  ailments,  including  mal- 
nutrition, and  children  whose  parents  are  ab- 
sent from  home  all  day.  Food,  medical  atten- 
tion. and  nursing  are  supplied  by  various  city 
departments  and  nursing  committees,  and  a 
limited  number  of  teachers  are  furnished  by 
the  board  of  education. 

The  Child  Study  Association  of  America 
conducts  playschools  as  a special  project  to 
prove  not  only  that  the  city  child  who  cannot 
go  to  the  country  in  summer  can  have  both  an 
enjoyable  and  a profitable  vacation  but  that 
existing  institutions  such  as  schools,  hospitals 
and  settlements  can  be  used  to  this  end. 

Dr.  Mallory  S.  Andrews, 

Who  has  spent  the  past  A’ear  at  Johns  Hop- 
kins Hospital.  Baltimore,  has  returned  to 
Norfolk,  Va..  and  is  now  resident  house  sur- 
geon at  St.  Vincent's  Hospital,  that  place. 
Dr.  Andrews  is  an  alumnus  of  the  University 
of  Virginia  in  the  class  of  ’25. 

The  American  Association  of  Obstetricians. 
Gynecologists  and  Abdominal  Surgeons 
Will  hold  its  annual  meeting  at  Asheville, 
N.  C.,  September  15-17.  under  the  presidency 
of  Dr.  John  Osborn  Polak,  of  New  York.  Dr. 
James  E.  Davis,  of  Detroit.  Mich.,  is  secre- 
tary. 

Mr.  WTortlev  F.  Rudd. 

Dean  of  the  School  of  Pharmacy  of  the 
Medical  College  of  Virginia,  was  elected  a 
member  of  the  executive  committee  of  the 
American  Association  of  Colleges  of  Phar-  i 
maev,  at  its  meeting  in  St.  Louis,  Mo.,  in 
August. 

Dr.  Guy  Hinsdale 

Has  returned  to  his  home  at  Hot  Springs, 
Va,,  after  spending  the  summer  at  Ivenne- 
bunkport.  Maine. 

Dr.  and  Mrs.  E.  B.  Nuckols 

And  their  two  children,  of  Cumberland, 
Va.,  have  returned  home  after  spending  their 
vacation  at  Virginia  Beach,  Ya. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hos- 
pital, 

Roanoke.  Va..  announces  that,  at  their  staff 
meeting  on  September  19th.  they  will  have  as 
invited  guests  Dr.  Wm.  Thornwall  Davis,  of 
Washington,  D.  C.,  who  will  speak  on  “Glau- 
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coma,”  and  Dr.  Samuel  Iglauer,  of  Cincinnati, 
O.,  whose  subject  will  be  “Iodized  Oil  in  the 
Diagnosis  of  Broncho-Pulmonary  Conditions.” 
The  latter  paper  will  be  illustrated  with 
lantern  slides. 

East  River  Pier  School  in  New  York  City. 

The  board  of  education  and  the  board  of 
health  have  united  in  establishing  on  East 
River  Pier,  New  York  City,  a school  for  chil- 
dren suffering  from  malnutrition  and  incipi- 
ent or  arrested  tuberculosis.  Although  the 
pupils  take  the  regular  work  for  their  par- 
ticular grades,  the}7  have  much  individual  at- 
tention. All  are  examined  once  a term  by  the 
physician,  and  an  effort  is  made  to  see  that 
each  child  who  needs  it  receives  health  care. 
Three  warm  nourishing  meals  are  served 
daily.  Pupils  suffering  from  malnutrition  are 
returned  to  regular  schools  on  reaching  normal 
condition,  but  children  assigned  because  of 
disease  are  released  only  on  order  of  the  physi- 
cian in  charge. 

Dr.  H.  C.  Grant 

Announces  his  removal  from  Norfolk,  Va., 
to  Smithfiekl,  Va.,  where  he  will  continue  the 
practice  of  his  profession. 

Dr.  and  Mrs.  E.  C.  Levy, 

Tampa,  Fla.,  spent  their  vacation  this  year 
at  Chimney  Rock,  N.  C.  They  motored  up, 
stopping  at  several  places.  Dr.  Levy  was 
formerly  in  charge  of  the  health  department 
in  Richmond,  Va.,  and  now  holds  a similar 
position  in  Tampa,  Fla. 

The  American  College  of  Surgeons 

Will  hold  the  seventeenth  Clinical  Congress 
in  Detroit,  October  3-7.  Headquarters  will 
be  at  the  Book-Cadillac  and  Statler  Hotels, 
and  the  meetings  will  be  held  at  the  Statler 
Hotel  and  Orchestra  Hall.  The  Hospital 
Standardization  Conference  will  extend  from 
Monday  morning  to  Thursday  afternoon  and 
will  include  a discussion  of  hospital  and  nurs- 
ing problems  and  hospital  demonstrations. 
Monday  evening’s  program  will  include  an 
address  of  welcome  by  the  local  chairman,  the 
address  of  the  retiring  president,  the  inau- 
gural address  of  the  new  president,  and  the 
John  B.  Murphy  oration.  Clinics  in  general 
surgery  will  be  held  in  the  Detroit  hospitals 
each  morning  from  Tuesday  to  Friday,  and 
in  Eye,  Ear,  Nose  and  Throat  work  the  same 
afternoons.  Clinics  will  also  be  held  at  Uni- 
versity Hospital,  Ann  Arbor,  Tuesday  to 
Thursday.  On  Tuesday  and  Wednesday 
mornings  and  afternoons,  and  on  Thursday 


morning,  clinical  demonstrations  will  be  held 
at  the  Statler  Hotel  (mornings)  and  Orches- 
tra Hall  (afternoons).  On  Thursday  after- 
noon the  annual  meeting  of  the  Governors 
and  Fellows  will  be  followed  by  a cancer  sym- 
posium. On  Friday  afternoon  there  will  be 
a symposium  on  traumatic  surgery,  to  be  par- 
ticipated in  by  leaders  in  industry,  labor,  in- 
demnity organizations,  and  the  medical  pro- 
fession. On  Tuesday  evening  the  program 
will  take  the  form  of  a celebration  of  the 
Lister  Centennial.  On  Thursday  evening 
there  will  be  a large  Community  Health  meet- 
ing in  the  Masonic  Temple,  and  on  Friday 
evening  the  Annual  Convocation  of  the  Col- 
lege. 

Other  outstanding  features  will  be  the  ex- 
hibits. In  addition  to  the  commercial  ex- 
hibits there  will  be  a replica  of  the  Lister  ex- 
hibit at  the  Wellcome  Museum  of  Natural 
History,  London,  including  Lister’s  operating 
rooms  and  hospital  wards.  The  Departments 
of  Hospital  Activities,  of  Literary  Research, 
and  of  Clinical  Research  of  the  College  will 
also  present  exhibits.  Among  the  foreign 
guests  will  be  Sir  John  Bland  Sutton,  Eng- 
land ; J.  M.  Munro  Kerr,  Scotland ; Gordon 
Craig,  Australia;  Gustaf  E.  Essen-Moller, 
Sweden ; S.  A.  Gammeltoft,  Denmark.  The 
retiring  President  is  W.  W.  Chipman,  Mon- 
treal, and  the  President  to  be  inaugurated, 
George  David  Stewart,  New  York.  The 
Lister  oration  will  be  delivered  by  W.  W. 
Keen,  Philadelphia.  The  chairman  of  the  De- 
troit Committee  on  Arrangements  is  Alexan- 
der W.  Blain. 

Dr.  R.  A.  Bennett, 

Bedford,  Va.,  has  been  elected  chairman  of 
the  Bedford  County  Democratic  Committee. 
Dr.  and  Mrs.  Victor  C.  Vaughan, 

Of  Detroit,  Mich.,  celebrated  their  golden 
wedding  anniversary  in  August.  Dr.  War- 
ren Vaughan,  Richmond,  V a.,  was  with  his 
parents  on  this  occasion. 

More  Playgrounds  for  Great  Britain. 

An  appeal  signed  by  the  Duke  of  York, 
president  of  the  National  Playing  Fields  As- 
sociation of  Great  Britain,  calls  for  £1,000,000 
and  many  acres  of  land  for  recreational  pur- 
poses, “to  provide  the  whole  community  with 
adequate  playing  fields,  especially  the  4,000,000 
boys  and  girls  of  elementarv-school  age.”  In 
response  to  the  appeal,  the  king  has  given  six 
acres  of  the  Royal  Paddocks  of  Hampton 
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Court  for  a playground,  which  will  be  known 
as  the  Kings  Fields,  and  the  Carnegie  Fund 
trustees  have  made  a grant  of  £200,000. 

The  Virginia  Hospital  Association. 

A number  of  hospital  representatives  met  at 
The  Patrick  Henn'  Hotel  in  Roanoke.  Va., 
July  21st,  1927,  and  discussed  the  advisability 
of  a hospital  association  in  Virginia.  Dr.  J. 
M.  Shackelford,  of  Martinsville,  was  elected 
president  of  the  temporary  organization  and 
Dr.  A.  P.  Jones,  of  Roanoke,  Secretary.  The 
next  meting  to  complete  the  organization  will 
be  held  in  Petersburg  during  the  State  Society 
meeting. 

The  following  members  were  present  at  the 
Roanoke  meeting: 

Dr.  F.  H.  Smith,  Abingdon, 

Dr.  E.  L.  Lawrence,  Roanoke, 

Dr.  T.  J.  Hughes,  Roanoke, 

Dr.  J.  B.  Williams,  Richmond, 

Dr.  S.  S.  Gale,  Roanoke, 

Mr.  M.  H.  Coleman,  Richmond, 

Dr.  W.  C.  Akers,  Stuart, 

Dr.  A.  P.  Jones,  Roanoke, 

Dr.  J.  M.  Shackelford,  Martinsville. 

Married. 

Dr.  IVvatt  Sanford  Beazlev,  Jr.,  and  Miss 
Ruth  Randolph  Walker,  both  of  Richmond, 
Va.,  September  3. 

Dr.  Staige  Davis  Blackford.  University,  Va.. 
and  Miss  Lydia  Harper  Fishburne.  of  Chariot 
tesville,  Va.,  in  New  York,  August  20.  I)r. 
Blackford  is  returning  to  the  University  this 
Fall,  after  having  been  at  the  Massachusetts 
General  Hospital.  Boston,  for  the  past  two 
years. 

Dr.  Palmer  A.  Shelburne,  of  the  class  of 
’27,  Medical  College  of  Virginia,  now  at  the 
U.  S.  Marine  Hospital.  Baltimore.  Md..  and 
Miss  Ruth  Elfreth  Friend.  Richmond.  Va.. 
August  27. 

“The  Country  Doctor.” 

The  Pathe  Exchange.  Inc.,  announces  that 
this  picture  will  shortly  be  shown  at  leading 
theatres  throughout  the  United  States  and  ;s 
dedicated  to  the  doctors  of  America.  This 
picture  features  Rudolph  Schildkraut.  the 
famous  character  actor,  and  critics  state  that 
the  production  will  go  down  in  motion  picture 
history  as  an  outstanding  feature  production. 
The  Southern  Medical  Association 

Is  to  hold  its  twenty-first  annual  meeting  in 
Memphis,  Tenn.,  November  14-17,  1927,  under 
the  presidency  of  Dr.  J.  Shelton  Horsley,  of 
Richmond,  Va.  An  interesting  meeting,  scien- 
tifically and  socially  is  being  prepared.  Mem- 
phis has  a modern  and  complete  convention 


auditorium  and  it  is  stated  that  the  greater 
part  of  the  convention  activities  will  be  held 
under  this  one  roof.  Information  as  to  details 
may  be  obtained  from  the  secretary-manager 
of  the  Association,  Mr.  C.  P.  Loranz,  Empire 
Building,  Birmingham.  Ala. 

Erratum. 

In  our  August  issue,  we  incorrectly  stated 
that  Dr.  H.  D.  Howe  is  chairman  of  the  cor ■- 
mittee,  recently  appointed  by  Dr.  Horsley, 
president  of  the  Medical  Society  of  Virginia, 
to  investigate  matters  concerning  the  trainin'' 
of  midwives  in  Virginia.  The  chairman  of 
this  committee  is  Dr.  Greer  Baughman,  of 
Richmond.  Dr.  Howe  is.  however,  a member 
of  the  committee. 

Motion-Picture  Censorship  in  Hungary. 

Laws  enacted  in  Hungary  in  1924  and  1925 
provide  for  censorship  of  all  motion  pictures 
by  a special  national  board,  and  only  those 
films  passed  upon  may  be  produced  in  public. 
In  approving  a film,  the  board  must  state 
whether  it  is  suitable  to  be  presented  before 
persons  under  eighteen  years  of  age.  and  when 
a film  has  been  rated  as  unfit  for  children  the 
theaters  showing  it  must  display  above  the 
entrance  a sign  to  that  effect.  In  addition,  a 
statement  with  regard  to  its  character  must  be 
made  in  the  preliminary  announcements  of  the 
film. 

Children  under  five  years  of  age  may  not 
be  admitted  to  theaters  unless  accompanied  bv 
adults. 

Dr.  John  P.  Haller, 

For  sometime  past  located  at  Pocahontas, 
Va.,  has  moved  to  Langhorne  Place,  Salem, 
Va. 

The  American  Roentgen  Ray  Society 

Will  hold  its  annual  meeting  in  Montreal. 
Canada.  September  20-23.  under  the  presidency 
of  Dr.  A.  H.  Pirie.  of  that  city.  The  Mount 
Royal  Hotel  will  be  headquarters  for  this 
meeting.  Dr.  Charles  L.  Martin,  of  Dallas, 
Texas,  is  secretary  of  the  Society. 

Dr.  Ward  C.  Curtis, 

Who  was  last  year  connected  with  the  sta  ft' 
of  Central  State  Hospital,  Petersburg.  Va.. 
has  moved  to  San  Angelo,  Texas,  for  the  prac- 
tice of  his  profession.  Upon  graduating  from 
the  Medical  College  of  Virginia  in  1920,  Dr. 
Curtis  interned  for  a year  at  St.  Vincent's  Hos- 
pital, Norfolk.  Since  that  time  he  has  taken 
post-graduate  Avork  in  Chicago.  Ncav  York  and 
Philadelphia,  and  practiced  for  a year  at  Rem- 
ington. Va. 
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Dr.  A.  W.  Kelly, 

Of  the  class  of  ’26,  Medical  College  of  Vir- 
ginia. after  a year’s  internship  at  Mercy  Hos- 
pital, Baltimore,  Md.,  has  located  at  1412 
Light  Street,  that  city. 

Former  Illinois  Doctors,  Attention! 

Doctors  who  lived  formerly  in  Illinois,  or 
who  are  descendants  of  pioneer  physicians  of 
the  “Illinois  country”  will  hear  with  interest 
that  Volume  One  of  the  “History  of  Medical 
Practice  in  the  State  of  Illinois”  is  ready  for 
delivery. 

The  History  has  been  written  under  the  su- 
pervision of  a committee  appointed  by  the 
Illinois  State  Medical  Society  as  a commem- 
oration of  its  seventy-fifth  anniversary  but 
more  especially  to  make  a living  tribute  to 
those  valiant  men  of  the  medical  profession 
who  played  so  able  a part  in  the  exploration, 
settlement  and  development  of  the  Illinois 
country. 

This  History  of  medical  practice  in  the  State 
of  Illinois,  embodies  in  the  course  of  its  narra- 
tion, an  interesting  and  illustrated  digest  of 
the  early  efforts  of  Avhite  settlers  in  Illinois, 
with  specific  allusion  to  the  share  in  these 
tasks,  performed  by  medical  men.  Included 
are  portraits  of  rare  interest,  reproductions  of 
historic  documents,  excerpts  from  diaries,  per- 
sonal letters,  human  reminiscences  of  days 
fraught  with  peril,  filled  with  hope,  and  not 
devoid  of  humor,  through  a period  of  about 
250  years.  Attics,  family  albums,  safe  deposit 
vaults,  and  state  records  have 'been  ransacked 
to  produce  the  material  needed  for  this  chroni- 
cle, which  is  a miniature  encyclopedia  of  scien- 
tific advance  in  the  Illinois  country,  which 
formerly  included  the  territory  of  about  six  of 
the  Central  States. 

The  edition  is  limited.  It  will  not  be  re- 
printed. A place  in  every  physician’s  library 
is  merited  by  this  volume,  both  as  a tribute  to 
the  men  who  blazed  the  trail  for  modern  scien- 
tific medicine  and  as  an  ever-present  remind- 
er and  authority  as  to  the  great  advances 
being  made  in  medicine  every  day.  Volume 
One  is  now  ready.  Volume  Two  will  follow 
soon.  Future  years  will  bring  other  volumes 
so  that  this  History  will  be  an  ever  virile  monu- 
ment to  the  men  and  incidents  whom  it  would 
honor.  Orders  may  be  sent  to  Committee  on 
Medical  History,  Illinois  State  Medical  So- 
ciety.— Medical  & Dental  Arts  Building,  185 


North  Wabash  Avenue,  Chicago,  Illinois, — 
Charles  J.  Whalen,  M.  D.,  Chairman. 

Dr.  J.  A.  Newcome, 

Of  the  class  of  ’25,  Medical  College  of  Vir- 
ginia, has  moved  from  Rossmore,  W.  Va.,  to 
Hurricane,  W.  Va. 

Restoring  Belroi,  Home  of  Walter  Reed. 

“Belroi,”  the  birthplace  of  Walter  Reed, 
was  purchased  last  winter  by  the  Walter  Reed 
Commission  of  the  Medical  Society  of  Vir- 
ginia and  the  work  of  restoration  of  the  house, 
which  was  in  a wretched  state  of  decay,  is 
nearing  completion.  There  remains  to  be 
erected  a fence  around  the  property  and  also 
the  re-building  of  the  log  kitchen.  As  no 
money  was  given  by  the  Society  for  repair 
work,  the  Commission  is  making  an  appeal  for 
$3,000.00,  with  which  to  pay  for  this  work. 

That  we  may  not  fail  in  putting  over  this 
memorial,  the  Commission  is  asking  for  indi- 
vidual subscriptions  with  which  to  meet  the 
indebtedness.  Checks  should  be  made  payable 
to  “Walter  Reed  Memorial  Commission”  and 
sent  to  Dr.  Clarence  Porter  Jones,  Secretary- 
Treasurer,  Newport  News  Va. 

The  American  Public  Health  Association 

Is  to  hold  its  annual  meeting  in  Cincinnati, 
Ohio,  October  17-21,  and  an  interesting  pro- 
gram has  been  prepared.  Railroads  will  grant 
the  usual  reduced  rates  to  members  and  fel- 
lows going  to  Cincinnati.  Any  information 
with  regard  to  railroad  certificates  and  other 
matters  pertaining  to  the  meeting  may  be  ob- 
tained from  Homer  N.  Calver,  Executive  Sec- 
retary, 370  Seventh  Avenue,  New  York  City. 
Children  of  Lepers  Given  Normal  Surround- 
ings. 

In  1925  a plan  for  saving  the  uninfected 
children  of  the  Culion  leper  colony  in  the 
Philippines  was  instituted  bv  the  office  of  the 
public-welfare  commissioner  at  Manila.  In 
order  to  prevent  these  children  from  contract- 
ing leprosy  from  their  parents  they  are  re- 
moved from  the  colony  and  placed  in  institu- 
tions or  private  homes.  By  January,  1926, 
285  children  under  fifteen  years  of  age  had 
been  removed.  The  youngest  children  are 
cared  for  in  a public  nursery  near  Culion,  and 
if  it  is  not  possible  to  place  the  older  ones 
with  relatives  or  friends  they  are  put  in  insti- 
tutions where  their  care  can  be  supervised  by 
the  office  of  the  commissioner.  Periodical 
health  examinations  are  given  to  detect  any 
early  signs  of  leprosy  which  may  appear. 
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School  training  is  provided,  and  as  far  as  pos- 
sible the  children  are  being  prepared  for 
happy,  useful  lives.  They  are  encouraged  to 
correspond  with  their  parents,  who  are  ad- 
vised by  monthly  reports  from  the  institu- 
tions of  their  progress.  This  correspondence 
is  deemed  safe,  since  all  letters  sent  from  the 
leper  colony  are  thoroughly  disinfected. 

The  discovery  of  a cure  for  leprosy  makes 
possible  the  hope  that  the  children  may  even- 
tually be  restored  to  their  parents. 

Dr.  William  S.  Snyder,  Jr., 

Of  St.  Louis,  Mo.,  has  been  critically  ill  at 
Mercy  Hospital.  Baltimore,  Md.,  for  some 
time.  Dr.  Snyder  was  married  to  Dr.  Grace 
B.  Rollins,  of  Richmond.  Ya.,  June  25th. 

Dr.  and  Mrs.  D.  B.  Stuart, 

Of  Dublin.  Ya..  have  moved  into  their  new 
home  on  Maple  Avenue,  that  place,  and  state 
that  it  was  built  with  “the  latch  string  hang- 
ing on  the  outside”  for  their  friends. 

Dr.  Blanton  P.  Seward 

Returned  to  his  home  in  Richmond.  Ya., 
early  in  August,  after  a visit  of  several  weeks 
at  Mayo  Clinic,  Rochester.  Minn. 

The  Inter-State  Post-Graduate  Assembly  of 
North  America 

Will  be  held  in  Kansas  City.  Mo.,  October 
17th  to  20th.  inclusive,  and  pre-assembly  clinics 
will  be  held  on  October  14th  and  15th.  Dr. 
William  B.  Peck,  Freeport.  111.,  is  managing 
director  of  the  Assembly,  and  Dr.  G.  W.  Crile, 
of  Cleveland.  Ohio,  is  chairman  of  the  Pro- 
gram Committee. 

Dr.  and  Mrs.  Don  Preston  Peters, 

Lynchburg.  Ya..  motored  to  Rochester, 
Minn.,  last  month,  where  Dr.  Peters  expected 
to  attend  the  Mayo  Clinic. 

Dr.  J.  Blair  Fitts, 

Richmond,  recently  suffered  some  bruises  and 
cuts  about  the  head  in  an  automobile  collision 
near  this  city. 


Bolsheviki  Higher  Mathematics. 

Each  year  has  365  days 

If  you  sleep  8 hours  a day,  it  equals 122  days 

This  leaves  243  days 

If  you  rest  8 hours  a day 122  days 

This  leaves  121  days 

There  are  52  Sundays  52  days 

This  leaves  69  days 

If  you  have  Saturday  half-holiday 26  days 

This  leaves  43  days 

If  you  have  m hours  for  lunch 28  days 

This  leaves  15  days 

Two  weeks  vacation  14  days 

This  leaves  1 day 

This  being  Labor  Day,  no  one  works 1 day 


—The  Medical  World. 


Dr.  Charles  W.  Putney, 

After  a post-graduate  course  in  Philadelphia, 
announces  the  opening  of  his  offices  in  the  Pro- 
fessional Building,  Staunton,  Ya.,  for  the  prac- 
tice of  surgery  and  gynecology. 

Consolidation  of  Two  Well  Known  Drug 

Firms. 

The  consolidation  of  Merck  and  Company, 
of  New  York,  N.  Y.,  and  the  Powers- Weight- 
man-Rosengarten  Company,  of  Philadelphia. 
July  1st.  brought  together  two  of  the  oldest 
chemical  establishments  in  the  United  States. 
The  name  of  Merck  has  been  identified  with 
the  chemical  industry  since  the  seventeenth 
century,  and  Powers-Weightman-Rosengarten 
Company  date  back  to  1818.  Mr.  George  W. 
Merck,  son  of  the  founder  of  Merck  and  Com- 
pany, is  president,  and  Mr.  Frederic  Rosen- 
garten  is  chairman  of  the  board  of  directors. 
The  main  office  of  the  new  company  is  at 
Rahway,  N.  J..  and  there  are  branch  offices  in 
Philadelphia,  New  York.  St.  Louis  and  Mon- 
treal. The  works  are  at  Philadelphia  and 
Rahway.  We  extend  our  good  wishes  to  the 
consolidated  firm. 

The  American  Hospital  .Association 

Will  hold  its  annual  meeting  in  Minneapo- 
lis, Minn.,  October  10th  to  14th.  under  the 
presidency  of  Dr.  Richard  G.  Brodrick,  of 
Oakland.  Calif.  Headquarters  tor  this  meet- 
ing will  be  the  Municipal  Building  which 
seems  especially  planned  for  these  large  con- 
ventions. There  will  be  a large  number  of 
exhibitors  and  an  excellent  program  has  been 
arranged.  The  Pre-Convent.ion  Number  of 
The  Bulletin  of  the  American  Hospital  A s- 
sociation,  issued  during  the  summer,  gave  a 
number  of  attractive  pictures  of  the  convention 
city  and  gave  many  interesting  facts  about  the 
Association.  Additional  information  about  the 
meeting  mav  be  obtained  from  the  executive 
secretary.  Dr.  William  H.  Walsh.  18  East  Di- 
vision Street.  Chicago.  111. 

The  U.  S.  Civil  Service  Commission, 

Washington.  D.  C.,  announces  an  open  com- 
petitive examination  for  Assistant  Chemist, 
for  the  Departmental  Service  in  Washington. 
D.  C..  and  positions  requiring  similar  quali- 
fications for  duty  in  the  field.  Applications 
must  be  on  file  with  the  above  named  Com- 
mission not  later  than  September  27.  1927. 

Applications  for  bacteriologist  must  be  on 
file  with  the  Commission  in  Washington.  D.  C.. 
not  later  than  October  4. 
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Dr.  George  Hankins, 

Williamsburg,  Va.,  is  out  again  after  un- 
dergoing an  operation  for  appendicitis  at  Bux- 
ton Hospital  in  Newport  News,  Va. 

New  Hospital  Building  Under  Construction. 

Work  has  been  begun  on  the  new  building 
for  the  Mary  Washington  Hospital  of  Fred- 
ericksburg, which  is  to  be  erected  at  a cost  of 
about  $85,000.  The  new  building  is  being 
erected  on  the  site  of  the  old  hospital  and 
during  the  period  of  construction  the  hospital 
is  being  housed  at  the  Maury  Hotel.  It  is  ex- 
pected to  have  the  new  building  ready  about 
next  May. 

The  Southwestern  Virginia  Medical  Society 

Will  hold  its  semi-annual  meeting  in  Bris- 
tol, September  22nd  and  23rd,  unde;-  the  presi- 
dency of  Dr.  Z.  V.  Sherrill,  of  Marion.  Dr. 
E.  G.  Gill,  Roanoke,  is  secretary-treasurer. 
There  will  be  a symposium  on  “Pulmonary 
Tuberculosis”  and  many  interesting  volunteer 
papers  as  well. 

Dr.  C.  O.  Foree, 

Recently  of  Pocahontas,  Va..  has  moved  to 
Athens,  Tenn. 

Boy  Scouts  of  the  Kingdom  of  Siam. 

The  eighth  annual  report  of  the  Boy  Scouts’ 
Organization  in  the  Kingdom  of  Siam  for  the 
year  2466  (reckoned  from  the  birth  of  Buddha 
and  equivalent  to  1924  A.  D.),  recently  re- 
ceived by  the  Children’s  Bureau,  gives  an  in- 
teresting account  of  scout  activities  in  Siam. 
At  that  time  the  organization  had  a member- 
ship of  32,544. 

Dr.  I Keith  Briggs, 

South  Boston,  Va.,  left  early  in  September 
for  Chicago,  where  he  will  take  up  post-grad- 
uate work  in  surgery.  He  will  also  attend  the 
Mayo  Clinic  while  away. 

Dr.  and  Mrs.  R.  H.  Rowe 

And  family  have  recently  returned  to  their 
home  at  Exeter,  Va.,  after  a vacation  spent  at 
their  former  home,  Hickory,  N.  C.  Dr.  Rowe 
has  been  for  the  past  several  years  physician 
for  the  Stonega  Coke  and  Coal  Company,  at 
Exeter,  Va. 

Dr.  R.  L.  Hudgins, 

Farmville,  Va.,  is  spending  several  months 
in  New  York  City,  where  he  is  taking  post- 
graduate work  in  obstetrics  and  diseases  of 
children. 

Dr.  Richard  H.  Meade, 

Of  Richmond,  Va.,  former  medical  mission- 
ary to  China,  has  been  appointed  assistant 


professor  in  surgery  and  gynecology  at  the 
University  of  Virginia,  effective  this  fall.  He 
studied  medicine  at  the  University  of  Virginia 
and  Harvard  University  Medical  School,  grad- 
uating from  the  last  named.  He  later  entered 
the  mission  field  and  was  stationed  at  St. 
James  Hospital,  Anking,  China,  for  three 
years. 

Attention! 

If  you  are  interested  in  one  of  the  best  small 
town  and  country  practices  in  Virginia,  write 
to  Dr.  Ray  A.  Moore,  Harvard  Medical 
School,  Boston,  Mass. — (Adv.) 


Obituary 

Dr.  Sparrell  Simmons  Gale. 

On  the  19th  of  August  the  city  of  Roanoke 
and  Southwest  Virginia  were  shocked  and  sad- 
dened by  the  news  of  the  death  of  S.  S.  Gale, 
beloved  physician,  prominent  surgeon,  loyal 
citizen,  true  friend  and  Christian  gentleman. 
Dr.  Gale  was  prominent  in  medical  societies, 
having  been  president  of  the  Roanoke  Academy 
of  Medicine,  The  Southwest  Virginia  Medical 
Society,  The  Tri-State  Medical  Society.  At 
the  time  of  his  death  he  was  Chief  Surgeon  of 
the  Norfolk  & Western  Rail  way.  He  leaves 
behind  a large  host  of  friends  and  patients 
who  loved  him  sincerely : 

Speak  not  of  him  as  dead. 

This  friend  of  yours  and  mine, 

Nor  stand  with  drooping  head 
And  for  his  presence  pine; 

He  has  but  burst  his  mortal  shell 
And  gone  on  home,  loved  ones  to  tell 
That  all  the  world  is  going  well 
And  everything  is  fine. 

’Tis  true,  we  loved  him  well, 

This  friend,  both  tried  and  true, 

And  you  can  comfort  me 

And  I can  comfort  you 

With  thoughts  of  how  he’s  gone  before 

To'  some  far-distant  blissful  shore, 

Where  with  those  other  friends  of  yore 
Old  friendships  he'll  renew. 

Think  not  of  him  then,  dead, 

But  think  of  him  as  free 
From  earth,  and  garbed  instead 
In  robes  of  purity; 

Not  fettered  now  by  time  and  space, 

But  moving  on  with  time  apace. 

With  other  mortals,  saved  by  grace, 

In  Immortality. 

G.  M.  Maxwell. 


Dr.  Gale  was  born  in  Salem,  Va..  July  20, 
1876.  Upon  completion  of  his  academic  edu- 
cation, he  studied  medicine  at  the  College  of 


402 


VIRGINIA  MEDICAL  MONTHLY 


[September, 


Physicians  and  Surgeons  of  New  Y'ork  City, 
from  which  he  graduated  in  1901.  He  had 
been  a member  of  the  Medical  Society  of  Vir- 
ginia since  1903  in  which  he  served  one  term 
as  a member  of  its  executive  council.  His 
wife  and  three  children  survive  him. 

Dr.  Scott  William  Brewer, 

Beloved  physician  of  Rockingham  County, 
died  at  his  home  at  Singer  Glen,  Va.,  June  6, 
death  being  due  to  angina  pectoris.  Dr. 
Brewer  was  born  in  Rockingham  County, 
sixty-eight  years  ago,  and  after  attending 
Randolph- Macon  College  and  the  University 
of  Virginia,  studied  medicine  at  the  Medical 
College  of  Virginia,  receiving  his  degree  from 
that  school  in  1885.  • Later  he  took  a post- 
graduate course  in  New  Y~ork.  Dr.  Brewer 
was  active  in  his  local  medical  society,  was 
for  some  time  a member  of  the  Rockingham 
County  Board  of  Health,  was  a member  of 
the  Medical  Society  of  Virginia,  and  an  Odd 
Fellow.  His  wife  and  a son  survive  him. 

Dr.  E.  W.  Walker, 

Appalachia.  Va..  was  drowned  in  Powell's 
River,  a few  miles  below  Big  Stone  Gap,  while 
fishing,  on  August  the  19th.  The  boat  capsized 
and  Dr.  Walker  attempted  to  save  one  of  the 
men.  but  both  were  drowned.  His  body  was 
taken  to  his  old  home.  Manchester,  Ivy.,  for 
burial.  Dr.  Walker  was  36  years  of  age  and 
graduated  from  the  University  of  Louisville, 
School  of  Medicine  in  1915.  He  had  been  for 
some  years  a member  of  the  Wise  County 
Medical  Society  and  the  Medical  Society  of 
Virginia.  Plis  wife  and  four  children  sur- 
vive him. 

Dr.  George  W.  Stark, 

A prominent  physician  of  Albemarle  County, 
Va.,  died  suddenly.  August  15th,  while  on  his 
way  to  see  a patient.  He  was  born  in  Essex 
County,  Va.,  73  years  ago  and  graduated  in 
medicine,  from  the  Washington  University, 
Baltimore,  in  1877.  He  had  been  a member 
of  the  Medical  Society  of  Virginia  since  1885. 
His  wife  and  a daughter  survive  him. 

Dr.  William  Thomas  Swanson, 

Of  Callands.  Va..  died  August  5th  at  a hos- 
pital in  Danville.  Va.,  death  being  due  to  pneu- 
monia. though  he  had  not  been  in  robust  health 
for  a year.  Dr.  Swanson  was  73  years  of  age 
and  graduated  from  the  College  of  Physicians 
and  Surgeons  of  Baltimore  in  1877.  He  was 
a member  of  the  Pittsylvania  County  and  Dan- 
ville Medical  Society  and  was  at  one  time  a 


member  of  the  Medical  Society  of  Virginia. 
His  wife  died  a number  of  years  ago  and  he 
had  no  children. 

Dr.  William  T.  Erwin, 

Senior  assistant  surgeon  at  the  National 
Soldiers  Home,  Hampton,  Va.,  died  suddenly, 
August  25th.  while  walking  through  the 
grounds.  He  was  55  years  of  age  and  a gradu- 
ate of  Chattanooga  Medical  College  of  the 
class  of  ’97.  He  had  been  connected  with  the 
National  Soldiers  Home  in  this  State  for  the 
past  six  years.  His  body  was  taken  to  his 
former  home  in  Tennessee  for  interment.  His 
wife  and  two  sons  survive  him. 

Dr.  Robert  Porter, 

Of  Roanoke,  Va,,  died  at  his  home  in  that 
place,  August  14th.  at  the  age  of  37  years.  He 
was  formerly  of  Rural  Retreat,  Va.,  and 
studied  medicine  at  Vanderbilt  University, 
Nashville,  Tenn.,  from  which  he  graduated  in 
1907.  His  wife  and  a son  survive  him. 

Dr.  Leonard  Wood, 

Governor  General  of  the  Philippine  Islands, 
died  at  Peter  Bent  Brigham  Hospital.  Boston,  u 
August  7th.  at  the  age  of  66  years.  He  gradu-  | 
ated  from  Harvard  University  Medical  School  j 
in  1884  and  was  appointed  assistant  surgeon 
in  the  medical  corps  of  the  U.  S-  army  in  1886. 

He  achieved  distinction  as  a line  officer  as  well. 
Following  the  Spanish- American  War.  he  was 
appointed  military  governor  of  Cuba  and  { 
greatly  assisted  the  special  commission  ap- 
pointed to  investigate  the  transmission  of  yel- 
low fever.  He  was  active  in  his  work  for  his 
country  and  was  honored  in  many  ways. 

Dr.  H.  Edwin  Lewis, 

Managing  editor  of  American  Medicine , died 
August  6th.  at  his  home  in  Ossining.  N.  Y., 
at  the  age  of  52  years.  Always  of  a literary 
turn  of  mind,  he  became  editor  of  the  Vermont 
Medical  Monthly,  shortly  before  his  graduation 
from  the  University  of  Vermont  in  1897.  He 
later  moved  to  New  Y'ork  and  was  for  two 
years  editor  of  the  International  Journal  of 
Surgeri /,  before  taking  over  the  management 
of  American  Medicine  in  1908.  His  literary 
ability  won  for  him  many  honors,  one  of  them 
beinff  the  presidency  of  the  American  Medical 
Editors’  Association. 

Mrs.  Josephine  Macrum  Harris, 

Wife  of  Dr.  William  Lett  Harris,  of  Nor- 
folk. Va.,  died  at  the  home  of  her  sister  in 
Oakmont.  Pa.,  August  the  18th.  The  inter- 
ment was  made  at  Oakmont. 
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DISSATISFACTION  WITH  PRESENT 
METHODS  OF  TREATMENT  OF 
PEPTIC  ULCER.* 

By  A.  M.  WILLIS,  M.  D„  Richmond,  Va. 

Numerous  facts  tend  to  show  that  peptic 
ulcer  is  merely  a local  manifestation  of  a sys- 
temic disorder.  As  ignorant  as  we  are  con- 
cerning the  etiology  of  ulcer,  specific  therapy 
is  impossible  and  we  are  faced  with  the  neces- 
sity of  resorting  to  symptomatic  treatment. 
Such  being  the  case,  we  should  carefully  se- 
lect those  measures  which  have  been  found  by 
experience  best  fitted  to  afford  relief  from  the 
local  disturbance,  without  causing  the  patient 
to  fall  victim,  at  the  same  time,  to  an  even 
worse  fate.  Can  we  accomplish  this  best  by 
surgical  or  by  medical  means?  This  question, 
so  fruitful  of  discord  among:  the  two  branches 
of  our  profession,  seems  as  far  from  settle- 
ment as  in  the  early  days  of  abdominal  surg- 
ery; and  it  may  be  of  profit  to  review  briefly 
the  present  status  of  our  knowledge  concern- 
ing what  may  be  effected  by  the  resort  to  surg- 
ery or  by  subjecting  the  patient  to  medical 
treatment. 

In  the  order  of  their  severity,  the  commoner 
surgical  procedures  for  the  relief  of  ulcer  are 
gastro-enterostomy,  pyloroplasty,  pylorectomy, 
and  sub-total  resection  of  the  stomach.  Gas- 
tro-enterostomy was  the  first  of  these  opera- 
tions to  be  extensively  employed,  and  it  is  in- 
teresting to  note  the  increasing  opposition  to 
this  procedure. 

Lewisohn  seriously  questions  the  efficacy  of 
gastro-enterostomy.  He  states  this  operation 
has  been  employed  for  over  thirty  years,  and 
if  it  had  proved  entirely  satisfactory  in  that 
length  of  time,  there  would  not  be  the  gradual 
increase  in  the  number  of  surgeons  advocating 
more  radical  measures, — a trend  which  points 
strongly  to  the  conclusion  that  failures  follow- 
ing gastro-enterostomy  are  very  frequent. 
Lewisohn  believes  that  the  generally  accepted 
figure  of  5 per  cent  for  the  incidence  of  secon- 
dary ulceration  after  gastro-enterostomy  is  en- 
tirely too  low,  due  to  imperfect  analysis. 

*Read  by  invitation  before  the  Warren,  Rappahannock  and 
Page  Medical  Society,  at  Front  Royal,  Va.,  April  19,  1927. 


Many  surgeons  are  unaware  of  the  ultimate 
fate  of  a large  proportion  of  their  patients, 
considering  “only  the  few  patients  who  come 
back  to  their  clinic  for  re-operation.”  He 
states  a perfect  follow-up  system  is  necessary 
before  positive  conclusions  can  be  drawn ; 
communication  by  letter  is  most  unsatisfac- 
tory ; the  patients  should  be  seen  and  examined 
at  frequent  intervals. 

By  a follow-up  system  which  certainly  seems 
to  approximate  his  ideal  in  its  efficiencjq 
Lewisohn  has  ascertained  the  results  following 
gastro-enterostomy  performed  by  himself  and 
his  associates  at  Mt.  Sinai  during  the  years 
1915-20.  He  found  that  gastro-enterostomy, 
with  or  without  exclusion,  effected  a perfect 
cure  in  less  than  50  per  cent  of  their  cases. 
Even  more  disheartening  was  his  experience 
as  regards  secondary  ulceration ; this  was 
noted  in  over  34  per  cent  of  his  cases. 

Mr.  Arthur  F.  Hurst,  Physician  to  Guy’s 
Hospital,  in  an  address  delivered  at  the  Hos- 
pital Saint-Michel,  Paris,  makes  the  following 
observations  in  the  discussion  of  the  treatment 
of  duodenal  ulcer : “I  advise  operation  very 
rarely— only  when  secondary  pyloric  obstruc- 
tion is  present  or  when  repeated  relapses  oc- 
cur in  spite  of  every  precaution.  I am  further 
persuaded  in  this  course  because,  as  the  years 
pass,  the  number  of  patients  I see  who  are 
suffering  from  relapses  or  unpleasant  or  even 
dangerous  sequels  of  gastro-enterostomy  steadi- 
ly increases.  The  result  of  the  operation  may 
be  unsatisfactory  from  the  beginning;  more 
commonly  only  after  months  and  sometimes 
even  years  do  these  sequels  appear.  It  is  a 
remarkable  fact  that  during  the  last  two  3^ears 
the  number  of  private  patients  who  have  con- 
sulted me  for  symptoms  which  have  followed 
a gastro-enterostomy  performed  for  various 
reasons  by  various  surgeons,  many  of  whom 
may  be  ranked  among  the  most  skilful  and 
experienced  in  Great  Britain,  is  approxi- 
mately the  same  as  the  number  of  those  suf- 
fering from  gastric  and  duodenal  ulcer.” 

It  is  a point  of  some  interest  that  the  sur- 
geons who  now  condemn  the  operation  of 
gastro-enterostomy  almost  without  exception 
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have  a more  radical  procedure  which  the}’  wish 
to  substitute  in  the  treatment  of  peptic  ulcer. 
As  Lewisohn  points  out,  there  is  a growing 
tendency  among  surgeons  both  abroad  and  in 
this  country  to  abandon  gastro-enterostomy  in 
favor  of  sub-total  gastric  resection ; and,  in  two 
recent  papers,  excellent  reasons  are  advanced 
for  preferring  the  latter  operation.  It  is  un- 
likely that  the  operation  of  sub-total  gastrec- 
tomy will  become  widely  popular.  Naturally, 
one  is  not  justified  in  making  the  positive 
claim  that  serious  or  fatal  results  will  follow 
the  removal  of  the  acid-secretinor  cells  of  the 
stomach,  but  the  available*  evidence  is  such  as 
to  make  us  seriously  ponder  this  possibility. 
This  is  especially  true  when  we  realize  that 
sub-total  gastrectomy  for  duodenal,  gastric  and 
gastro-jejunal  ulcer  has  only  been  practiced  in 
very  recent  years.  I am  aware  of  no  con- 
siderable series  of  cases  in  which  this  opera- 
tion has  been  done  that  have  been  studied  over 
any  period  of  time. 

If  we  frankly  and  honestly  face  the  facts, 
we  must  acknowledge  that  surgical  treatment 
of  peptic  ulcer  is  radical  and  that  it  fails  in 
a considerable  proportion  of  cases  to  give  the 
desired  results.  What  has  medical  therapy  to 
offer?  Is  it  exer  possible  to  accomplish  an 
actual  “cure”  of  an  established  ulcer  by  merely 
medical  means,  or  is  the  best  we  can  hope  for 
under  this  form  of  therapy  temporary  relief? 

That  peptic  ulcer  may  heal  spontaneously  is 
now  established  beyond  a shadow  of  a doubt. 
Thus,  Hart  has  found  that  from  8 per  cent 
to  13  per  cent  of  all  adult  bodies  coming  to 
autopsy  show  open  idceration  or  the  scars  of 
healed  peptic  ulcers;  and  Stewart,  detailing 
the  necropsy  findings  at  the  Leeds  General  In- 
firmary for  the  years  1910-22,  inclusive,  states 
that  “healing  of  gastric  and  duodenal  ulcer  is 
a common  event.” 

In  a paper  read  recently  before  the  Medical 
Society  of  Virginia,  a colleague  of  mine  ably 
advocated  the  surgical  treatment  of  peptic 
ulcer,  because  he  believed  that  “When  one  un- 
dertakes a cure  of  peptic  ulcer  by  medical 
management,  the  patient  should  be  informed 
that  he  may  possibly  develop  cancer,  he  may 
bleed  to  death,  or  he  may  have  a fatal  per- 
foration.” How  frequently  one  encounters 
similar  statements  in  discussions  of  ulcer  ther- 
apy; in  the  hands  of  the  medical  man.  the 
patient's  future  is  dark  and  uncertain;  if,  how- 
ever, his  judgment  is  so  discriminating  as  to 
lead  him  to  entrust  his  fate  to  us,  he  is  as- 


sured of  immediate  and  permanent  relief. 
Certainly,  it  would  be  to  the  material  benefit 
of  all  of  those  who  practice  surgery  to  become 
convinced  of  this,  but  honesty  impels  us  to 
recognize  that  many  unfortunate  occurrences 
may  be  seen  following  the  operative  treatment 
of  uncomplicated  peptic  ulcer  about  as  fre- 
quently as  after  medical  treatment,  although 
there  can  be  no  question  as  to  the  skill  of  the 
operator. 

First,  there  is  a primary  operative  mor- 
tality variously  estimated  at  from  2 per  cent 
to  10  per  cent,  the  nxxmber  of  deaths  from 
this  cause  far  exceeding  all  those  ai-isin<r  from 
dxxodenal  cancer,  hemorrhage,  or  perforation. 
Recuri’ence  of  the  symptoms  from  a failui’e  to 
cxxi-e  the  xxlcer  may  be  seen  jixst  as  often  after 
gastro-enterostomy  as  after  medical  treat- 
ixient,  if  cai'e  is  taken  to  follow  the  patient 
for  a sufficiently  long  period  and  to  rely 
upon  a personal  interview  and  a cai’e- 
ful  examination  from  time  to  time.  Gas- 
tro-jejunal ulceration,  a condition  infinitely  I 
worse  than  that  associated  with  the  original 
ulcer,  ixiay  arise  in  a considerable  proportion 
of  patients  subjected  to  gastro-enterostomy.  j 
Clairmont  found  this  complication  in  28  per 
cent;  Haberer  in  20  per  cent;  Karl  Meyer,  at 
Cook  County  Hospital,  in  25  per  cent;  and 
DeTakats  in  18  per  cent.  Lewisohn  encoun- 
tered it  in  over  34  per  cent.  By  post-morteixi 
examinations,  Stewart  found  this  complica- 
tion present  in  18  per  cent  of  a small  series  of 
cases.  Nor  are  hemorrhage  and  perforation 
disasters  encountered  only  in  patients  denied  * 
the  benefits  of  surgery;  both  have  been  re- 
ported as  causes  of  death  after  operative 
treatment  of  an  xxlcer.  It  is  indeed  seldoixx 
that  temporary  l’elief  fails  to  occur  in  any 
xxlcer  patient  subjected  to  hospitalization;  after 
surgery,  are  we  to  attribute  all  of  this  relief  to 
the  scalpel,  or  is  a part  of  it  to  be  ascribed 
to  the  pre-  and  post-operative  rest  in  bed, 
regxxlation  of  diet,  and  alkali  administration  ? 
Sxib-total  gastric  resectioix  may  afford  relief 
fronx  the  xxlcer  symptoms,  but  it  deprives  the 
patient  of  an  agent  considered  essential  for  the 
normal  fxxnctioniixg  of  the  digestive  processes: 
and  a complete  removal  of  the  acid-secreting 
cells  may,  according  to  some,  eventually  lead 
to  the  development  of  a sxxrelv  fatal  disease. 
With  oxxr  little  knowledge  of  the  etiology  of 
peptic  xxlcer,  one  cannot  forbear  comparing 
gastric  resection  for  the  relief  of  dxxodenal 
ulcer  to  x’esection  of  the  sigixioid  for  henxor- 
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rhoicls,  or  amputation  of  a leg  for  the  cure  of 
a syphilitic  ulcer, — in  other  words,  the  appli- 
cation of  capital  punishment  for  a misde- 
meanor. 

We  must  remember  that  peptic  ulcer  in  its 
life  cycle  is  prone  to  short  or  long  periods  of 
remissions.  This  fact  is  responsible  for  much 
of  the  confusion  over  the  so-called  cures  fol- 
lowing surgical  therapy,  medical  therapy  or 
no  therapy.  Knowing  this  and  nothing  of  the 
etiology  of  the  disease,  there  is  some  question 
whether  any  of  these  patients  should  ever  be 
pronounced  permanently  cured. 

In  my  experience  perforation  and  hemor- 
rhage are  the  more  serious  and  the  commoner 
complications  of  peptic  ulcer  and  occur  most 
frequently  in  patients  with  a short  and  atypi- 
cal history,  and  in  cases  where  the  diagno- 
sis had  not  been  previously  made. 

Gastro- jejunal  ulcer  is  also  not  an  uncom- 
mon complication  in  my  experience,  and  where 
it  does  not  result  in  perforation  its  cycle  re- 
sembles that  of  ordinary  duodenal  ulcer,  with 
its  remissions  and  exacerbations. 

Aside  from  obviously  surgical  conditions, 
such  as  obstruction,  hemorrhage  and  perfo- 
ration, the  chief  complaint  of  the  patient  with 
peptic  ulcer  is  pain.  Apparently,  so  impressed 
have  we  been  by  this  that  we  have  come  to  re- 
gard relief  from  pain  as  indicative  of  the  pa- 
tient's cure;  but.  as  a matter  of  fact,  the  dis- 
appearance of  this  symptom,  pain,  is  abso- 
lutely valueless  so  far  as  carrying  proof  of 
permanent  relief.  This  temporary  cessation 
of  pain  in  the  average  ulcer  patient  may  be 
brought  about  not  alone  bv  surgical  operation, 
but  just  as  certainly  by  appropriate  medical 
treatment;  indeed,  it  has  been  reported  many 
times  in  the  absence  of  any  intentional  treat- 
ment whatsover. 

Experience  indicates  that  in  chronic  ulcer  of 
the  stomach,  because  of  the  possibility  of  can- 
cer transformation,  in  duodenal  ulcer  with 
pyloric  stenosis , in  some  cases  of  hemorrhage , 
and,  obviously,  after  perforation  of  any  ulcer , 
surgery  is  clearly  indicated . 

From  visits  to  the  various  surgical  clinics, 
from  a study  of  the  current  literature  and 
from  my  own  clinical  experience  the  conclu- 
sion is  inescapable  that  there  is  justly  an  in- 
creasing dissatisfaction  with  the  present  sur- 
gical methods  in  the  treament  of  uncompli- 
cated peptic  ulcer. 

Unfortunately,  the  close  co-operation  be- 
tween surgeon  and  internist  that  has  so  often 


been  invoked  in  papers  on  this  subject  is  far 
from  a reality.  It  is  too  apparent  that  many 
of  the  views  expressed  are  partisan.  Until 
more  knowledge  is  gained  as  to  the  nature  of 
peptic  ulcer,  progress  in  treatment  is  only 
possible  through  an  agreement  as  to  princi- 
ples of  management  and  close  adherence  to 
these  principles  by  all  concerned. 


THE  GENERAL  PRACTITIONER  AND 
THE  SMALL  HOSPITAL." 

By  PHILIP  S.  SMITH,  M.  D.,  F.  A.  C.  P„  Abingdon.  Va. 

The  general  medical  practitioner  is  as  old 
as  human  needs.  Mankind  has  never  been 
willing  to  suffer  and  die  without  the  appeas- 
ing influence  and  attendance  of  the  healer, 
doctor,  surgeon,  or  medical  adviser  of  some 
kind.  The  service  may  have  been  rendered  by 
the  priest  or  barber,  but  it  satisfied  even  though 
it  failed  to  cure,  for  nothing  better  was  avail- 
able. 

The  hospital  is  a comparatively  modern  in- 
novation. While  surgical  procedures  (circum- 
cision) were  practiced  in  the  days  of  Moses, 
and  lithotomy,  trephining  and  other  body  cavi- 
ties opened  by  the  early  Egyptians  and  their 
contemporaries,  the  successful,  organized  in- 
stitutional care  of  the  sick  awaited  the  epoch- 
making  contributions  to  medicine  of  Lister, 
Pasteur,  Koch,  Crawford  Long,  of  Georgia, 
and  others,  during  the  last  century. 

With  the  advent  of  the  hospital  there  gradu- 
ally developed  doctors  of  different  types,  de- 
pending largely  upon  the  character  of  the 
work  undertaken  by  each.  From  this  evolu- 
tion the  so-called  hospital  doctor  and  general 
practitioner,  as  distinct  medical  workers,  fi- 
nally emerged. 

It  is  axiomatic  to  state  that  the  physician 
in  general  practice  has  his  problems,  both 
numerous  and  trying.  It  is  not  so  generally 
admitted,  but  it  is  equally  true,  that  the  hos- 
pital doctor  has  his  burdens,  in  many  respects 
of  a different  character,  but  quite  as  harassing. 
The  foregoing  statement  will  probably  be 
questioned  by  some  who  have  no  intimate 
knowledge  of  hospital  problems. 

To  indicate  that  the  two  groups  of  doctors 
mentioned  have  at  least  three  problems  in 
common,  and  some  practical  suggestions  with 
the  hope  of  provoking  consideration  of  a mu- 

*Read  by  invitation  before  the  Clinch  Valley  Medical  Society 
it  Norton,  Va.,  April  29,  1927. 
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tn ally  helpful  plan,  is  the  purpose  of  this  pa- 
per. 

The  first  of  these  mutually  applicable  re- 
sponsibilites  is  the  fact  that  both  intra-mural 
and  extra-mural  physicians  serve  the  sick.  As 
a corollary  to  this  statement,  physicians,  in 
turn,  must  be  paid  an  adequate  monetary  con- 
sideration by  the  patient.  This  constitutes  the 
second  problem  of  the  medical  profession  gen- 
erally.  Third : To  render  efficient  service  to 
the  patient,  the  doctor,  regardless  of  the  char- 
acter of  his  practice,  must  make  provision  for 
keeping  abreast  with  the  advances  and  ever- 
broadening  scope  of  medical  knowledge. 

Let  us  now  for  the  moment  consider  the  pe- 
culiar problems  of  the  general  practitioner.  In 
recent  years  our  medical  journals  have  been  so 
replete  with  articles  reflecting  the  trials  and 
difficulties  of  rural  and  small  town  practice 
that  it  would  be  superfluous  to  do  more  than 
refer  to  them  in  passing.  The  long  hours,  the 
impossibility  of  arranging  the  daily  program 
of  work  in  an  orderly  fashion,  the  insufficient 
opportunities  to  study  and  read,  the  phvsi- 
callv  exhausting  travels  in  automobiles  and  on 
horseback,  the  difficulty  in  providing  proper 
education  for  the  children  in  nearby  schools, 
the  lack  of  helpful  contact  and  exchange  of 
medical  ideas  with  fellow  practitioners,  the 
inability  to  leave  one’s  clientele  for  post- 
graduate study,  and  the  miserably  inadequate 
remuneration  for  his  services, — all  these  and 
many  more  disadvantages  have  been  discussed 
frequently  in  our  medical  societies  and  jour- 
nals. And  there  is  none  to  refute  them,  nor 
can  they  meet  with  anything  but  the  most 
sympathetic  consideration  of  their  fellow 
practitioners  in  offices  and  hospitals. 

Other  handicaps  of  the  general  physician 
have  recently  arisen,  and  in  the  minds  of  some 
constitute  problems  even  more  serious  than 
those  enumerated.  For  example,  there  has 
been  spirited  discussion  of  the  invasion  of  the 
field  of  general  medicine  by  the  State  Board 
of  Health.  By  many  doctors  such  activities 
are  regarded  as  an  unjustifiable  encroachment. 
Where  such  State  supported  medical  service  is 
rendered  gratis  to  those  in  financial  position 
to  pay,  there  is  little  ground  for  rebuttal  to 
the  argument  of  the  local  doctor.  On  the 
other  hand,  we  freely  admit  our  personal  ob- 
ligation to  the  public  we  serve  in  the  matter 
of  preventive  medicine,  even  though  its  ob- 
jective and  successful  attainment  diminish  our 
incomes  proportionately  as  the  morbidity  and 


mortality  rates  are  reduced.  Can  we,  there- 
fore, consistently  fail  to  adhere  also  to  the 
principle  of  the  State’s  obligation,  in  a gen- 
eral, systematic  manner,  to  prevent  and  relieve 
sickness,  especially  of  the  contagious  type, 
among  the  indigent? 

The  general  practitioner  is  doubtless  cor- 
rect. too,  in  stating  that  his  influence  and  in- 
come have  suffered  by  reason  of  the  so-called 
“specialist”  and  hospital  doctor.  Once  the 
sole  medical  adviser  of  the  family,  lie  is  now 
confronted  almost  daily  with  the  fact  that  he 
is  no  longer  so.  Not  only  are  his  patients  seek- 
ing other  sources  of  medical  advice,  but,  in 
many  instances,  the  patient  returns  and  pub- 
licly minimizes  the  skill  and  ability  of  his 
family  physician.  Is  there  wonder  that  on 
the  programs  of  our  medical  society  meetings  i 
there  appear  such  subjects  as  “The  Passing  of 
the  Family  Physician?”  Such  papers  pre- 
sented by  the  men  in  rural  and  small  town 
practice  ' reflect  their  pessimism  rather  than 
their  sober  judgment. 

Competition  has  developed  with  unscrupu- 
lous individuals,  without  training  even  in  the 
fundamentals  of  medicine,  who  pose  as 
“specialists.”  Many  such  are  swelling  the 
ranks  of  the  numerous  varieties  of  modern 
cults;  their  rapidly  increasing  number  attests 
their  financial  success.  Even  the  graduate 
from  an  accredited  medical  school  who  prac- 
tices a specialty  with  no  real  preparation  is 
unworthy  of  the  confidence  and  respect  of  his] 
fellowman.  They  are  conscienceless  parasite- 
of  a suffering,  groping  humanity.  However 
few  will  deny  that  the  field  of  medicine  ha- 
been  so  greatly  enriched  and  broadened  during 
the  past  fifty  years  that  none  of  11s  can  en 
compass  more  than  a small  part  of  the  scien 
tific  and  practical  knowledge  of  diagnosis  an< 
therapy.  Hence,  there  is  an  admitted  need  0 
the  honest  man  who  has  received  specialized 
intensive  training  in  some  particular  phase  0 
medicine.  Undoubtedly,  he  is  better  prepare' 
than  the  average  doctor  to  recognize  and  trea 
the  more  obscure  and  difficult  pathologic  cor 
ditions  in  his  particular  specialty.  Furthei 
more,  it  will  not  be  denied  that  the  patient  I 
interests  are  of  primary  importance  and  tin 
he  is  entitled  to  such  consultation,  if  his  coi 
dition  warrants  it.  But,  the  patient’s  welfai 
is  much  better  promoted  if  he  be  referred  1 
his  family  physician  to  the  specialist,  whij 
needed,  rather  than  by  haphazard,  indepem 
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ent  action  on  the  patient’s  part  in  selecting 
such  a consultant. 

Noav  let  us  consider  the  problems  confront- 
ing the  hospital  and  hospital  worker.  I have 
in  mind  particularly  the  small  hospital  of  less 
than  forty  beds  without  endowment  or  State 
aid, — hospitals  whose  entire  income  depends 
upon  earnings  from  its  patients. 

There  are  at  present  approximately  6,946 
listed  hospitals  in  the  United  States  having  a 
total  capacity  of  859,445  beds.  Exclusive  of 
Federal  and  State  institutions,  there  are  460.- 
908  beds,  or  one  bed  to  every  260  inhabitants.3 
The  ratio  is  far  in  excess  of  that  which  pre- 
vails in  Clinch  Valley  and  other  similar  com- 
munities. Including  Bluefield,  you  have  in  this 
Valley  ten  hospitals  of  approximately  275  beds 
serving  a population  of  about  200,000;  this 
represents  one  bed  to  every  728  inhabitants. 
Most  of  these  institutions  have  come  into  exist - 
jence  during  the  past  ten  years  and.  reflect  the 
i fact  that  sick  people  in  ever  increasing  num- 
bers are  going,  or  being  sent,  to  hospitals. 

Dr.  W.  S.  Rankin,  Director  of  the  Hospital 
| Section  of  the  Duke  Endowment,  has  recently 
published  a valuable  paper  entitled.  “The 
Needs  of  Rural  Medicine  in  the  Carolinas.”2 
After  demonstrating  the  fact  that  the  distri- 
I button  of  medical  personnel  and  hospital  fa- 
jcilities  is  rapidly  gravitating  into  the  larger 
cities,  lie  discusses  the  medical  needs  of  the 
typical  rural  county  as  follows:  “The  county 
we  have  in  mind  is  one  of  80,000  population, 
j 500  or  600  square  miles  in  area,  with  no  town 
larger  than  5,000  or  6,000  people,  a county 
typical  of  the  South.  With  an  average  amount 
i of  illness  per  thousand  people,  that  county 
would  have  constantly  ill  25  persons  per 
thousand,  or  a total  of  750  cases  of  bedridden 
illness.  Of  these  750  physically  incapacitated, 
ten  per  cent  of  them,  that  is,  75,  are  so  seri- 
ously ill  as  to  need  hospital  care;  and  of  the 
75,  one-third  of  them  can  receive  hospital  care 
only  at  the  expense  of  others;  that  is  to  say, 
there  are  25  charity  hospital  cases.”  These 
figures,  he  states,  do  not  include  the  still  larger 
group  of  people,  physically  impaired  from  10 
to  50  per  cent  in  efficiency  as  wage  earners, 
and  yet  not  bedridden.  Many  of  this  type 
need  hospitalization. 

That  the  hospital  has  come  to  stay  and  serve 
a definite  need  in  our  body  politic  cannot  be 
lenied.  Nor  will  the  sick  public  now  tolerate 
the  inconvenience  and  expense  of  being  trans- 

!•  J.  A.  M.  A.  Vol.  <SS,  Mar.  12.  I'. '27. 
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ported  long  distances  to  the  large  city  hos- 
pitals in  any  but  exceptional  cases.  The  aver- 
age individual  utilizes  his  local  lawyers, 
churches,  schools,  etc.,  and  he  expects  compet- 
ent hospital  service  to  be  afforded  in  his  com- 
munity. Such  small  hospitals  as  we  have  in 
Holston  and  Clinch  Valleys  are  intended  to 
supply  this  demand,  but  their  management, 
both  from  the  financial  and  professional  stand- 
points, is  becoming  increasingly  more  burden- 
some. Some  of  the  problems  connected  with 
the  conduct  of  small  hospitals  must  be  reviewed 
very  briefly. 

The  question  of  hospital  finance  is  inter- 
woven very  intimately  with  the  professional 
care  of  the  patients,  for  the  more  efficient  the 
professional  service  the  greater  the  cost  of 
operation.  For  instance,  in  the  institution 
with  which  I am  connected  we  have  seen,  in 
spite  of  every  effort  to  avoid  waste,  the  cost 
per  diem  per  patient  increase  more  than  20 
per  cent  since  1920, — and  this  in  the  face  of  a 
74  per  cent  increase  in  the  number  of  patients 
admitted.  This  has  not  resulted  from  a rise 
in  the  price  of  food,  fuel,  hospital  supplies, 
etc.,  but  is  rather  an  expression  of  the  ever- 
enlarging  requirements  of  the  organizations 
concerned  with  hospital  standardization.  Un- 
less these  suggestions  are  complied  with,  the 
hospital  loses  its  standing  and  recognition. 
Furthermore,  the  patient,  himself,  is  con- 
stantly demanding  more  conveniences  and  ex- 
pensive service. 

The  recent  “Hospital  Number”  of  the 
Journal  of  the  American.  Medical  Association 
illustrates  the  point  in  mind.  In  addition  to 
the  long  list  of  “essentials  in  a hospital  ap- 
proved for  intern  service,”  including  number 
of  beds,  character  of  staff,  clinical  laboratory, 
X-ray  facilities,  hospital  records,  medical  li- 
brary, anesthesia,  dietitians,  and  various  spe- 
cialized professional  services,  a statement  is 
appended  that  after  January  1.  1928,  a recog- 
nized hospital  must  show  records  of  necrop- 
sies in  at  least  10  per  cent  of  all  deaths.  None 
will  deny  the  value  of  autopsies,  but  many 
will  rise  to  inquire  how  they  can  be  obtained 
frequently  from  the  family  of  the  deceased  pa- 
tient in  a small  Southern  hospital. 

The  problem  of  financing  the  patient  with- 
out funds  constitutes  a constant  source  of  em- 
barrassment to  the  hospital.  The  father  of  a 
large  family  who  develops  peritonitis,  and 
who  is  deposited  at  the  hospital  door  admitting 
that  he  has  nothing  of  this  world’s  goods,  but 
only  a fearful  “misery”  in  his  belly,  cannot 
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be  declined.  Nor  can  these  patients  with  sur- 
gical emergencies  be  transported  safely  to  the 
distant  State  supported  hospitals.  The  State 
treasury  which  cares  for  the  indigent  tuber- 
culous. insane  and  epileptic  patients,  should 
make  more  general  financial  provision  for  such 
acutely  ill  unfortunates  without  hospital 
means. 

Our  sister  profession,  nursing,  is  also,  un- 
intentionally, contributing  its  share  to  the 
growing  burdens  of  the  hospital.  The  appli- 
cant to  the  training  school  is  required  to  be 
of  a certain  age  and  to  have  at  least  tAvo  years 
of  previous  high  school  education.  When  ad- 
mitted she  is  supplied  Avith  uniforms,  books, 
laundry,  room  and  board;  is  taught  gratis  her 
profession  and  given  usually  a monthly  allow- 
ance  for  necessary  expenses.  Less  time  to 
nursing  patients  and  increasing  hours  deA'oted 
to  recreation  and  class-work  are  being  en- 
forced. Full-time  registered  instructresses  are 
urged  as  necessary  in  addition  to  the  teach- 
ing given  by  the  staff  of  doctors  and  gradu- 
ate nurses  already  employed.  The  curriculum 
imposed  is  rapidly  approaching  that  of  a 
medical  school  Avith  the  result  that,  in  some 
instances,  poor  doctors  are  being  graduated 
instead  of  competently  trained  nurses  to  care 
for  the  sick  in  a practical  manner.  The  lat- 
ter type  of  nurse  is  noAv  in  great  demand. 

Full-time  dietitians  are  recommended.  Most 
of  the  smaller  hospitals  are  required  to  affili- 
ate Avith  the  larger  ones  to  give  specialized 
training  in  certain  subjects  to  pupil  nurses ; 
such  a policy  encourages  prospective  nurses  of 
the  better  type  to  go  elseAvhere  than  to  their 
local  hospitals  for  training.  Many  such  do 
not  return  after  graduating  to  their  communi- 
ties for  the  practice  of  their  profession. 
Revenue  to  the  hospital  has  been  curtailed  as 
the  result  of  limiting  its  pupil  nurses  to  a 
maximum  number  of  days  for  special  duty 
Avork  during  their  course  of  training. 

In  view  of  these  and  other  nursing  prob- 
lems. it  is  probable  that  in  the  future  the  small 
hospital  will  either  have  to  utilize  graduate 
nurses,  if  available,  exclusively  for  routine 
floor  duty,  or  else  give  only  fundamental  train- 
ing to  pupil  nurses  for  a period  of  12  to  18 
months  and  graduate  them  as  “practical 
nurses.” 

I have  indicated  that  the  general  practi- 
tioner and  the  physician  in  the  small  hospital 
have  three  problems  in  common: — the  patient's 
needs,  the  doctor’s  adequate  remuneration,  and 


the  necessity  of  constant  acquisition  of  neAv. 
Avorth-Avhile  medical  knowledge.  Hoav  can 
these  objectives  be  effected  to  the  mutual  bene- 
fit of  both  classes  of  physicians  concerned?  I 
have  no  panacea  to  prescribe,  but  the  belief 
that  the  problem  can  be  solved,  in  part,  re- 
quires no  excessive  optimism. 

The  suggestion  of  state-controlled  medicine 
is  advanced  only  to  he  condemned.  It  is  for- 
eign to  our  American  heritage  and  to  our  pro- 
fessional ideals. 

“Fee-splitting”,  though  widely  practiced  in 
the  effort  to  equalize  the  remuneration  and  es- 
tablish a Avorking  basis  betAveen  the  intra-  and 
extra-mural  physician,  disregards  the  best  in- 
terests of  the  patient  and  violates  our  accepted 
code  of  ethics  and  honor. 

Paradoxically,  I believe  the  solution  of  the 
problem  can  he  found  in  the  number  of  small 
hospitals  noAv  in  operation.  During  the  past 
tAventy-five  years  there  has  been  an  increase  ] 
in  the  United  States  of  more  than  250  per 
cent  in  the  number  of  hospitals,  and  this  does 
not  include  the  large  list  not  accredited  by  the  J 
various  states.  Reliable  figures  can  be  quoted 
to  show  that  in  the  large  cities  both  the  num- 
ber of  physicians  and  hospital  beds  per  1,000 
patients  are  far  in  excess  of  the  ratio  existing 
in  small  toAvn  and  rural  districts. 

The  city  physician  can  and  does  charge 
more  than  the  profession  elsewhere  for  equi- 
valent services.  But  this  difference  in  fees  i- 
probably  more  than  offset  hv  the  former's 
greater  living  and  professional  expenses.  Hoaa 
is  the  city  practitioner  solving  his  problems?  1 
Many  of  the  more  alert  and  better  informed  ■ 
haA-e  affiliated  themselves  with  one  or  more 
hospitals.  Others,  in  increasing  numbers,  are 
trying  to  qualify  themselves  so  as  to  establish 
similar  connections.  The  requirements  im- 
posed by  such  open  hospitals  are  not  unrea- 
sonable, hut  are  sufficiently  rigorous  to  exclude 
the  man  of  inferior  training  and  ability. 

In  Southwestern  Virginia  most  of  the  coun- 
ties haA’e  at  least  one  small  hospital;  others 
will  he  operated  in  toAvns  of  more  than  5,000 
people.  Can  they  survive  the  increasing  com- 
petition?' It  is  believed  they  can  if  they  are 
located  properly,  f'naneed  in  a business-like 
manner,  and,  more  important  still,  are  pre- 
pared to  render  efficient  service  to  the  patient 
The  last  named  condition  implies  much,  but 
has  especial  reference  to  a competent,  well- 
halanced  staff.  But,  it  may  be  reasonably 
argued,  a 25  bed  institution  cannot  he  expected 
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to  maintain  a full-time  corps  of  doctors  rep- 
resenting all  the  various  specialties  in  modern 
medicine.  The  answer  to  this  argument  deter- 
mines the  value  or  worthlessness  of  my  paper. 

Given  a hospital  of  20  to  40  beds  with  a 
competent  resident  surgeon,  and  located  in  a 
small  town,  what  suggestions  can  be  offered 
for  successful  operation  that  will  at  the  same 
time  benefit  rather  than  injure  the  general 
practitioners  in  the  adjacent  territory?  The 
plan  now  so  prevalent  in  the  large  cities,  with 
certain  modifications,  is  presented  for  consid- 
eration. 

Good  roads  and  automobiles  have  made  the 
small  hospital  generally  accessible.  Under  the 
plan  we  have  in  mind,  by  mutual  agreement 
among  the  neighboring  doctors,  let  Drs.  A. 
and  B.  qualify  themselves  to  assist  the  resident 
surgeon  and  care  for  the  surgical  emergencies 
during  the  latter’s  absence.  Have  possibly 
two  other  general  practitioners  devote  special 
attention  to  internal  medicine  and  serve  the 
hospital  and  community  in  that  capacity.  The 
X-ray,  anesthetic,  urological,  pediatric,  gyne- 
cological. and  other  departments  can  be  simi- 
larly provided  for.  It  is  not  suggested  that 
the  participating  doctors  should  abandon  their 
former  activities,  for  the  income  from  such 
special  work  would  not  justify  such  a course, 
nor  could  they  be  spared  by  their  former 
clientele. 

It  is  also  noted  that  the  proposed  hospital 
' should  have  a full-time  competent  surgeon. 
This  provision  is  thought  necessary  to  safe- 
guard patients  from  ill-prepared  operators, 
lacking  experience,  surgical  judgment  and 
manual  dexterity.  Here,  the  self-evident  state- 
ment should  be  stressed, — that  the  family  phy- 
I sician  referring  a patient  to  the  surgeon  for 
operation  should  present  and  collect  an  ade- 
quate  fee  from  the  patient  for  his  diagnosis 
and  other  services. 

Reference  to  the  obstetrical  service  was  pur- 
posely omitted.  After  several  years  of  prac- 
tice. the  average  general  physician  is  a com- 
petent obstetrician.  Yet,  pregnant  women  in 
increasing  numbers  are  entering  hospitals  for 
delivery.  They  are  impressed  with  the  asep- 
tic provisions  in  the  institution,  the  nursing 
attention,  the  modern  methods  of  alleviating 
the  dreaded  labor  pains,  the  immediate  peri- 
neorrhaphy skillfully  done  when  needed,  and 
the  all-important  ante-partum  and  post-par- 
tum  treatment.  In  addition  to  attentive  pre- 
natal care,  the  general  practitioner  should  en- 
courage those  patients  who  can  finance  hos- 


pital delivery  to  avail  themselves  of  it;  and  he 
should  retain  control  of  the  patient  after  en- 
tering the  institution.  If  he  is  not  qualified 
to  offer  the  patient  this  superior  type  of  ob- 
stetrical service,  she  will  pass  into  other  hands. 

The  patient  with  the  problem  difficult  of 
diagnosis  should  be  aff  orded  the  benefit  of  con- 
sultation, X-ray  and  clinical  laboratory  aids 
in  the  hospital  when  needed.  The  requests  for 
such  special  examinations  should  come  from 
the  attending  physician  to  whom  the  reports 
are  submitted.  After  the  diagnosis  is  made, 
he  should  retain  control  of  the  patient’s  medi- 
cal treatment  whether  in  or  outside  the  hos- 
pital. 

Under  the  plan  proposed,  mutual  exchange 
of  skilled  consultation  service  would  be  avail- 
able at  small  cost  to  the  patient.  Such  an 
arrangement,  to  be  worth-while  and  success- 
ful, necessarily  implies  adequate,  specialized 
post-graduate  training  on  the  part  of  those 
participating  in  it.  Furthermore,  it  is  based 
fundamentally  on  a broad,  mutually  helpful 
spirit  of  co-operation  and  a zealous  interest 
in  promoting  at  all  times  the  best  interests  of 
the  patient. 

As  aids  to  perfecting  such  a plan,  a refer- 
ence library,  with  standard  text-books  and  a 
varied  assortment  of  medical  journals,  should 
be  maintained  in  the  hospital.  Standard  rules 
of  medical  practice  should  be  enforced;  ade- 
quate written  clinical  records  made  compul- 
sory and  filed  in  the  hospitals;  necropsies  done 
whenever  available  and  the  pathological  find- 
ings recorded  with  other  data  connected  with 
the  patient.  Hospital  and  professional  ac- 
counts should  be  kept  and  rendered  separately. 
Provision  should  be  made,  if  possible,  for 
charity  beds  whether  the  hospital  is  controlled 
by  stockholders  or  is  a community  institution. 
Finally,  frequent  stated  meetings  of  the  clini- 
cal staff  should  be  held  for  discussion  of  the 
professional  work,  and  all  members  should  be 
urged  to  attend  and  participate. 

In  conclusion,  it  is  recognized  that  the  sug- 
gestions proposed  have  inherent  difficulties  not 
possible  of  solution  in  all  details,  but  in  prin- 
ciple the  plan  is  not  impracticable.  Much 
would  depend  upon  the  jjersonnel,  professional 
enthusiasm,  ability  and  co-operation  of  those 
interested  in  its  success.  If  accomplished,  the 
financial  burdens  of  the  small  hospital  would 
be  lightened  through  increased  patronage ; the 
better  qualified  general  practitioner  could 
more  easily  retain  his  clientele;  incentive  to 
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legitimate  professional  advancement  and  pro- 
portionately increased  income  could  be  antici- 
pated; and.  finally,  the  chief  objective  of  every 
right-thinking  disciple  of  Hippocrates. — the 
most  efficient  service  to  the  individual  patient, 
to  whom  we,  consciously  or  not.  have  dedi- 
cated our  lives, — should  in  itself  commend  the 
plan  for  earnest  consideration. 

Johnston  Memorial  Clinic. 


LOSS  OF  VISION  WITH  ENDOCRINE 
PHASE.* 

By  WILLIAM  C.  MOOMAW.  M.  D„  Petersburg,  Va. 

This  case  is  reported  not  because  the  writer 
knows  very  much  about  it,  but  with  the  hope 
that  some  of  you.  having  had  a wider  experi- 
ence with  similar  disorders,  might  enter  into 
a discussion  which  may  throw  light  on  the 
problem,  if  problem  there  be.  In  truth,  what 
seemed  to  me  to  be  perplexing,  might  appear 
to  you  a very  simple  condition.  Therefore,  in 
order  to  bring  the  case  before  you.  I desire  to 
present  it  in  more  or  less  detail. 

Case  Report 

G.  T.  K.,  white  male,  forty-five,  married, 
bookkeeper.  Family  history  negative.  Had 
measles,  mumps,  and  “chills'’  when  a child  ten 
years  of  age.  Personal  history  otherwise 
negative. 

On  August  31,  1926,  the  patient  was  ex- 
amined at  my  office.  He  complained  of  fail- 
ing vision  dating  from  the  previous  June,  in- 
somnia. loss  of  appetite,  loss  of  mental  and 
physical  urge.  He  had  worried  a great  deal 
over  his  wife's  illness  of  several  months  in 
the  hospital,  over  his  own  condition,  and  over 
the  state  of  his  finances.  He  was  depressed  to 
the  point  of  melancholia.  For  insomnia  he 
had  taken  bromides  and  veronal  for  several 
months, — of  the  latter,  three  or  four  tablets 
daily. 

In  weight  he  was  much  reduced,  his  color 
was  bad,  he  had  some  digestive  disturbance 
with  gas,  but  his  elimination  was  fair;  he  was 
a light  smoker,  and  small  eater. 

The  examination  revealed  average,  adult, 
chronically  infected  tonsils,  and  more  or  less 
infection  of  the  teeth. 

His  vision  at  this  date  was  20-40  and  20-100, 
with  anterior,  media,  and  fundus  findings  prac- 

•Read  before  the  eighth  annual  meeting  of  the  Virginia 
Society  of  Oto-Laryngology  and  Ophthalmology,  at  Charlottes- 
ville. Va.,  April  30,  1927. 


tically  negative.  The  eyes  presented  the  semi- 
stare  of  organs  with  loss  of  vision;  that  is. 
they  were  slow  in  movement  and  adjustment. 
Vision  was  somewhat  better  in  subdued  light. 

Before  entering  upon  any  treatment,  I re- 
quested a thorough  general  physical  examina- 
tion. which  was  duly  made  in  a Richmond 
clinic,  as  follows: 

“General  physical  examination  showed 
rather  definite  evidence  of  some  organic  trou- 
ble with  his  central  nervous  system.  There 
was  a lateral  nystagmus.  His  pupils  were  un- 
equal, the  right  being  smaller  than  the  left. 
Both  reacted  normally,  but  the  left  less  ac- 
tively than  the  right.  There  was  slight  slur- 
ring in  his  speech.  His  knee-joints  were 
quite  sluggish,  but  obtained  on  reinforcement. 
Babinski  was  positive  on  the  right,  and  his 
Gordon  also.  His  Romberg  was  negative. 
His  teeth  showed  evidence  of  infection,  and 
the  tonsils  appeared  diseased.  His  radial  ves- 
sels were  more  sclerosed  than  one  would  ex- 
pect at  his  age.  His  blood-pressure  was  a little 
low.  I could  make  out  no  trouble  in  his  lungs, 
and  examination  of  his  abdomen  was  negative, 
except  for  definite  tenderness  on  pressure  in 
the  region  of  the  gall-bladder.  Examination 
of  his  nose,  throat,  and  sinuses  (by  a local 
specialist)  was  reported  negative,  except  for 
definitelv  diseased  tonsils.  He  advised  ton- 
sillectomy. 

“Dental  examination  showed  the  upper  right 
first  molar,  the  upper  left  first  molar,  and  the 
upper  right  second  molar  pulpless,  with  evi- 
dence of  apical  disease,  and  hopelessly  dis-  i 
eased  by  pyorrhea.  The  upper  and  lower  an- 
terior teeth  were  diseased  bv  pyorrhea.  There 
was  present  in  the  region  of  the  upper  right 
bicuspid  a metallic  looking  foreign  body  which 
appeared  to  be  a broken  oft  instrument  used  I 
some  time  ago  in  the  treatment  of  the  canals 
of  this  tooth  previous  to  its  extraction.  The 
dentist  advised  treatment  for  pyorrhea,  ex- 
traction of  the  upper  left  first  molar  and  the 
upper  right  first  and  second  molars;  follow- 
ing this  the  insertion  of  plates  to  restore  func- 
tion. 

“Proctoscopic  examination  was  reported  en- 
tirely negative.  A specimen  of  mucus  from 
the  bowel  was  sent  to  the  laboratory  for  ex- 
amination for  amoeba.  Careful  search  failed 
to  show  any  organism. 

“Blood  examination  showed  a hemoglobin 
of  74  per  cent,  with  3.700.000  red  cells,  and  a 
normal  white  and  differential  count.  I ri- 
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nalysis  was  entirely  negative.  Examination  of 
his  stool  was  negative.  Gastric  analysis 
showed  free  hydrochloric  acid  18  per  cent, 
combined  10  per  cent,  with  a total  acidity  of 
28  per  cent.  There  was  no  occult  blood,  and 
microscopically  it  was  negative.  His  renal 
function  showed  46  per  cent  phthalein  output 
in  two  hours’  time.  His  non-protein  nitrogen 
was  within  the  limits  of  normal.  His  blood 
Wassermann  was  reported  negative. 

“A  cystogram  of  the  gall-bladder  was  made 
following  the  administration  of  Graham  salt. 
This  study  showed  a markedly  diminished  ac- 
cumulation and  concentration  function,  and 
also  a diminished  after-meal  elimination,  in- 
dicating a probable  pathological  gall-bladder. 

“From  these  examinations,  it  will  be  .seen  we 
found  several  definite  foci  of  infection  which 
could  have  a bearing  on  his  eye  condition  as 
well  as  his  general  physical  shape.  In  view 
of  the  neurological  findings,  we  feel  he  should 
certainly  have  an  examination  of  spinal  fluid 
before  anything  else  is  done.  If  this  should 
throw  no  further  light  on  his  case,  he  should 
have  the  dental  treatment  outlined,  a tonsil- 
lectomy, as  suggested,  and,  following  these 
operations,  general  measures  directed  towards 
building  up  his  weight,  strength,  improving 
his  anemia,  etc.  After  several  months,  if  his 
improvement  does  not  become  definite,  the  re- 
moval of  his  gall-bladder  should  be  consid- 
ered.”* 

On  September  21st,  the  patient  again  pre- 
sented himself  to  me.  and  we  found  his  vision 
at  this  time  to  be  20-50  and  20-200,  with  no 
changes  in  the  eye-grounds.  On  this  date,  I 
operated  for  removal  of  his  tonsils,  leaving  a 
perfectly  clean  throat.  Early  in  October,  he 
began  his  dental  treatment  along  the  line  sug- 
gested by  the  clinic,  and  immediately  had  his 
mouth  put  in  order.  While  having  his  dental 
treatment  in  another  city,  he  called  to  see  a 
prominent  specialist  at  my  request,  who  after- 
wards wrote  me  in  part,  as  follows:  “All  of 
my  impressions  of  Mr.  Iv.  were  that  the  trou- 
ble lay  elsewhere  than  in  the  eve.  Distant  ob- 
jects look  smoky,  cannot  focus  quickly,  light 
sense  poor,  temporal  side  of  right  disk  rather 
pale,  left  disk  questionable,  fields  good.” 

We  saw  the  patient  again  on  December  8th, 
only  to  have  our  hopes  and  expectations 
crowned  with  humiliation  and  despair; — there 
was  no  improvement  whatever.  The  patient 
sat  in  gloom,  with  face  buried  in  his  hands. 

*The  spinal  fluid  was  subsequently  examined  and  reported 
negative. 


Empirically,  we  prescribed  maximum  doses  of 
potassium  iodide,  which  led  only  to  further 
disappointment. 

Later  in  December  as  this  miserable  man  sat 
in  my  office,  there  came  to  me,  probablv  sub- 
consciously, the  hint  that  likely  there  was  an 
endocrine  phase  in  this  case, — a vicarious  fac- 
tor of  internal  medicine,  however,  about  which 
I know  practically  nothing.  I wrote  to  one 
of  the  most  reliable  biological  pharmacists, 
describing  the  case  in  detail,  and  received  in 
reply  assurance  that  it  seemed  a plain  case  of 
glandular  insufficiency,  particularly  of  the 
suprarenals.  A supply  of  the  proper  glandu- 
lar extracts  was  forwarded,  including  one 
grain  tablets  of  suprarenal  gland  extract,  and 
one  grain  combined  glandular  extract,  with 
complete  directions  as  to  administration. 

The  patient  began  at  once  to  improve,  and 
maintained  a steady  and  consistant  convales- 
cence. In  March,  his  vision  had  returned  to 
20-15,  O.  D.  and  O.  S.,  he  had  gained  thirty- 
five  pounds,  had  a good  color,  slept  and  ate 
well,  was  entirely  free  from  all  psychic  dis- 
turbances, and  was  daily  at  work. 

After  deciding  to  report  this  case,  I wrote 
to  my  friend.  Dr.  Clyde  E.  McDannald,  of 
New  York,  for  such  information  as  he  could 
draw  from  his  rich  experience  with  similar 
disorders  of  the  eye.  He,  in  turn,  reviewed 
the  history  of  this  case  with  several  eve  men. 
including  Dr.  Arnold  Knapp.  The  letter  is 
as  follows : “The  consensus  of  opinion  seems 
to  be  that  this  was  a case  of  toxemia  of  some 
sort  with  a probable  relative  central  scotoma 
which  could  have  been  brought  out  only  by 
careful  field  plotting  with  a 1 m.m.  test  ob- 
ject. The  feeling  is  that,  if  it  was  a pituitary 
affair,  you  woidd  have  had  an  hemianopsia  or 
something  of  that  nature. 

“The  opinions  expressed  were  to  the  effect 
that  it  might  have  been  a menopause  (male) 
in  which  instance  it  would  be  likely  to  re- 
spond to  endocrine  therapy,  a possible  but  not 
probably  generaly  paretic,  but  more  apt  to  be 
the  result  of  the  veronal  he  was  taking.  Vero- 
nal, as  you  know,  will  affect  the  vision  quite 
seriously,  and  if  the  poisoning  is  pronounced, 
complete  recovery  of  sight  does  not  always 
take  place.  Certainly  the  case  is  one  of  more 
than  ordinary  interest”. 

The  writer  is  not  conversant  with  recent 
literature  dealing  with  the  x-elations  of  the  en- 
docrine system  to  ophthalmology,  but  Casey 
A.  Wood,  in  The  Year  Book  of  1922,  has  this 
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to  say:  “It  is  becoming  increasingly  appar- 
ent that  endocrinology  is  a biologic  conception 
which  is  fundamental  and  essential  to  our  un- 
derstanding of  vital  reactions  in  health  and 
disease.  This  alone,  as  pointed  out  by  P.  Fried- 
enberg,  makes  it  incumbent  on  ophthalmolo- 
gists to  familiarize  themselves  with  the  data 
already  obtained  and  to  apply  them  intelli- 
gently to  the  recognition,  and,  eventually,  to 
the  treatment  and  prevention  of  ocular  dis- 
turbances. Recognizing  a certain  endocrine 
predominance  in  definite  categories,  we  shall, 
as  thinking  physicians,  put  a different  and  an 
added  interpretaion  on  sex.  age.  race,  environ- 
ment, climate  and  diet.  The  term  constitu- 
tional. applied  to  disease  or  to  treatment,  must 
include  the  study  of  the  glands  of  internal  se- 
cretion. Such  varied  factors  as  specific  disease, 
tuberculosis,  rheumatism,  focal  infection,  the 
lymphatic  diathesis— formerly  labeled  scro- 
fula.— are  not  only  potent  in  producing  the 
histologic  changes  recognized  so  early  by  the 
cellular  pathologists  of  Virchow's  era.  but  they 
also  profoundly  affect  the  internal  secretions 
and  the.  glands  which  supply  them,  and  so 
bring  about  prepathologic  or  ante-organic 
changes  which  those  who  know  can  recognize 
beyond  a doubt.” 

Experimentally  and  clinically.  W Zent- 
mayer  found  that  extirpation  of  the  thyroid 
gland  in  does  is  sometime  followed  br  corneal 
infiltration  which  in  some  cases  leads  to  ulcera- 
tion and  ectasia.  He  also  noted  lachrymation, 
conjunctivitis  and  even  partial  blindness  with- 
out ophthalmoscopic  changes  after  removal  oi 
this  gland. 

One  more  short  paragraph  from  Wood : “At 
present  we  have  no  direct  evidence  that  the 
ocular  complications  of  disease  of  the  pituitary 
body  are  produced  other  than  by  direct  pres- 
sure and  increased  intracranial  tension:  but , 
the  ‘antecedent  amblyopia’  of  de  Schweinitz, 
the  frequent  variability  and  at  times  transient 
nature  of  the  disturbance  of  visual  function, 
the  beneficial  effect  of  glandular  therapy  on 
the  amblyopia  in  some  cases  of  undoubted 
hypophyseal  disease,  and  the  fact  that  oculo- 
motor disturbances  have  been  met  with,  due  to 
change  in  the  basal  nerves  not  the  result  of 
pressure,  suggest  that  disturbed  secretion  of 
the  pituitary  gland  may  also  be  a factor,  es- 
pecially in  the  early  state  of  the  affection. 

Briefly,  by  way  of  summary,  we  have  here, 
then : 

1.  A case  of  partial  blindness  without  oph- 


thalmoscopic changes,  but  with  systemic  dis- 
turbances. 

2.  Several  foci  of  infection. 

3.  Drug  addiction  of  short  period  though 
with  a drug  of  possible  toxic  properties. 

4.  No  apparent  improvement  from  operative 
procedures  even  after  lapse  of  three  months. 

5.  Immediate  and  rapid  improvement  after 
administration  of  glandular  therapy. 

Conclusion : This  would  seem  to  be  a case 
of  toxic  poisoning  which  produced  not  only 
the  amblyopia  but  which  depleted  the  endo- 
crine system  and  perverted  the  function  of 
internal  secretion.  It  is  more  than  likelv  that 
improvement  would  eventually  have  ensued, 
but  it  is  also  more  than  likely  that  the  glan- 
dular therapy  materially  hastened  the  restora- 
tion of  arrested  glandular  function,  and  es- 
tablished desirable  systemic  stability,  both  of 
which  were  basic  factors  in  the  improvement 
of  vision. 

14  Marshall  Street. 


THE  PROPHYLAXIS  OF  DIABETES.* 

By  THOMAS  J.  TUDOR.  M.  D..  Norton.  Va. 

There  are  today  in  the  United  States  prob- 
ably a million  people  suffering  from  diabetes 
mellitus.  Think  of  one  out  of  every  hundred  \ 
of  the  population  having  this  disease.  In  Bos- 
ton and  New  Yrork  statistics  show  one  out  of 
every  fifty  deaths  from  this  cause.  Perhaps, 
if  the  causes  of  deaths  elsewhere  were  recorded 
with  the  same  scientific  accuracy,  the  figures 
would  be  as  high  all  over  the  nation.  The  fact 
that  in  Boston  and  vicinity  the  amount  of  in- 
sulin used  today  is  practically  twice  as  great 
as  that  over  the  country  as  a whole  cannot  all  J 
be  accounted  for  by  the  migration  of  diabetics  I 
to  the  specialists  of  that  city  for  treatment.  I j 
but  it  must  mean  that  elsewhere  some  diabetics  * 
are  not  diagnosed. 

Diabetes  was  described  bv  the  ancients  in 
medicine  back  to  Celsus,  but  Claude  Bernard  sjl 
discovery  in  1857  of  the  glycogenic  function 
of  the  liver  was  the  beginning  of  real  progress  j t 
in  knowledge  of  this  disease.  Curiously 
enough,  however,  to  this  day  it  is  maintained  >1 
that  disease  of  the  liver,  the  weight  of  which  i 
is  1/10  sugar,  does  not  cause  diabetes.  Neithei 
does  nephritis,  though  the  renal  threshold,  that 
is  the  point  of  blood  sugar  accumulation.— 
normal  in  health  from  .08  per  cent  to  .12  pei 
cent. — at  which  sugar  begins  to  be  eliminate<  j 

•Re-'d  before  the  Clinch  Valley  Medical  Society,  at  Nortor 
i„  April  29,  1927. 
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in  the  mine,  is  a very  vital  matter  in  diag- 
nosis. Unfortunately  this  threshold  is  variable, 
and  higher,  as  a rule,  in  nephritis  and  in  the 
aged,  usually  ranging  from  .15  per  cent  to  .2 
per  cent.  In  actual  diabetes  the  blood  sugar 
content  is  usually  from  .2  per  cent  to  .4  per 
cent,  but  there  is  no  constant  relation  between 
the  amount  of  sugar  in  the  blood  and  in  the 
urine. 

Diabetes  occurs  at  all  ages,  but  half  the  cases 
in  children  occur  between  the  ages  of  ten  and 
fifteen,  and  half  the  adult  cases  in  the  fifth 
and  sixtli  decades.  In  childhood,  over  height 
is  found  in  a large  percentage  of  the  cases, 
and  the  ••long  lean  Cassius”  girl  or  boy  should 
excite  our  suspicion.  Up  to  thirty-five,  insur- 
ance statistics  indicate  we  are  safer  if  a little 
over  standard  weight,  while  after  thirty-five 
the  risk  of  obesit}'  is  great,  for,  if  one  misses 
diabetes,  the  degenerative  diseases  are  an  ever 
dreaded  menace. 

Glycosuria  occurs  in  disturbances  of  the 
nervous  system.  Puncture  of  the  floor  of  the 
fourth  ventricle  has  been  recorded  for  years 
as  a cause  but  animal  experiments  prove  that 
this  will  not  occur  after  removal  of  the  adrenal 
glands.  So  far  as  we  know,  the  pancreas 
I stands  alone  in  its  action,  through  its  islands 
| of  Langerhans,  in  increasing  the  ability  of  the 
l system  to  handle  sugar,  while  it  has  been 
proven  that  at  least  three  of  the  other  glands 
| of  internal  secretion — the  suprarenal,  thyroid, 
i and  posterior  lobe  of  the  pituitary, — by  their 
I overactivity,  tend  to  produce  glycosuria,  and 
the  underactivity  of  any  or  all  of  these  tends 
to  increase  sugar  tolerance.  Hyperthyroidism 
is  frequently  accompanied  by  glycosuria  and 
! sometimes  by  true  diabetes,  and  Cushing  and 
others  have  demonstrated  the  frequency  of  gly- 
i cosuria  in  cases  of  acromegaly.  Glycosuria  oc- 
I curring  in  pregnancy,  in  the  acute  fevers,  in 
1 septic  conditions,  after  anaesthetics,  after  the 
administration  of  salicylates,  in  gout,  cachex- 
ias, anemias,  and  with  carbuncle  cases,  may  be 
transitory,  but  should  never  be  considered  so 
until  repeated  urinalyses  and  watching  con- 
vince us  that  we  have  not  a case  of  diabetes. 
This  is  imperative  as  regards  carbuncle. 

Fifty  per  cent  more  cases  occur  in  men  than 
in  women,  and  it  is  much  more  frequent  among 
the  well  to  do  than  among  the  poor.  The  Jews 
have  more  cases  than  any  other  class  and  the 
Negroes  fewer. 

Tremendous  strides  have  been  made  in  the 
curative  treatment  of  diabetes  since  the  recent 


discovery  and  popularization  of  insulin,  but  in- 
sulin has  served  to  strengthen  rather  than  to 
weaken  our  faith  in  scientific  accurate  dietetic 
regulation.  Our  success  in  prevention  must 
come  largely  through  education  in  eating 
properly. 

Should  we  go  hungry  in  a land  of  plenty? 
Some  one  has  aptly  said  that  the  people  live 
on  one-third  of  what  they  eat  and  the  doctors 
on  the  other  two-thirds.  Whether  we  believe 
in  evolution  or  not,  I think  we  all  admit  that 
our  bodies  were  so  constructed,  certainly  away 
back  in  our  ancestry,  that  they  were  suited  for 
the  assimilation  of  fruits,  berries,  herbs,  leaves, 
etc.,  when  eaten  raw,  and  less  adapted  to  dried 
nuts,  tubers,  meats,  etc.  In  other  words,  by 
nature  we  are  vegetarians,  and  the  green  vege- 
tables. to  say  nothing  of  their  vitamins,  suit 
us  much  better  than  dried  beans,  rice,  and 
other  dried  carbohydrate  foods.  The  cheap- 
ness of  these  dried  carbohydrates,  the  readi- 
ness with  which  they  are  prepared,  or  pur- 
chased ready  prepared  to  be  eaten  from  a can. 
the  abundance  and  low  price  of  sugar,  which, 
when  Columbus  discovered  America,  is  said  to 
have  sold  in  London  for  $276.00  a pound, 
coupled  with  the  fact  that  these  foods  are 
powerful  and  quick  energy  producers,  have 
made  us  over-indulge  in  these  articles.  Since 
the  attempted  abolition  of  alcoholic  beverages, 
there  has  been  a tremendous  increase  in  the 
consumption  of  candies.  In  1926,  with  Den- 
mark, we  led  the  world  for  the  year  in  a per 
capita  sugar  consumption  of  118  pounds.  The 
next  highest  were  Great  Britain  with  ninety- 
three  pounds,  Canada  ninety,  Holland  eighty- 
nine,  and  Switzerland  eightv-three.  Add  to 
this  the  dried  cereals,  etc.,  which  are  converted 
into  sugars  before  they  are  utilized,  and  we 
can  understand  the  breaking  down  of  our 
bodily  powers  which  have  to  do  with  the  as- 
similation of  these  foods.  There  ai*e  diabetics 
actually  voiding  three-quarters  pound  of  sugar 
daily  with  the  urine,  and  some  eliminate  in 
this  way  one  to  two  barrels  annually. 

Fortunately,  the  light  is  breaking  into  a new 
day.  Our  people  know  that  they  ought  to  eat 
green  foods  in  abundance  and  certainly  twice 
daily.  We  should  popularize  raw  fruits  for 
dessert,  and  we  ought  to  learn  to  appreciate 
their  real  flavors  and  not  camouflage  their  de- 
lightful taste  with  sugar.  I hope  ere  long 
every  housewife  will  consider  it  improper  to 
serve  cooked  fruits,  or  jellies  and  jams,  when 
raw  fruits  are  available. 
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Perhaps  no  single  predisposing  factor  has 
produced  half  as  much  diabetes  as  obesity,  and 
we  know  that,  as  a rule,  obesity  comes  from 
too  much  food  and  too  little  exercise.  Every 
normal  adult  in  health  should  have  exercise 
daily  the  equivalent  of  a five  mile  walk.  It 
is  said  that  the  brain  workers  in  Paris,  the 
home  of  the  best  cooks  on  earth,  show  dia- 
betes in  10  per  cent  of  their  number.  Heredity 
Avas  lon<r  considered  a predisposing  cause,  but 
we  now  belieA'e  that  it  is  hereditary  eating 
habits, — one  generation  of  heavy  eaters  follow- 
ing another.  Conjugal  cases  likewise  must 
come  from  the  exposure  of  the  two  to  the  same 
abundance  of  food  rather  than  to  one  another. 

How  can  Ave  fit  our  diabetic  program  in 
with  the  effort  of  the  years  for  the  building 
up  of  the  thin,  by  feeding  undernourished 
school  children  to  ward  off  tuberculosis,  etc., 
with  hot  lunches  at  the  expense  of  the  tax- 
payers, and  by  the  propaganda  of  the  manu- 
facturers and  growers  for  a bigger  consump- 
tion of  their  foods?  Luckily,  it  seems  that, 
in  the  presence  of  tuberculosis,  cancer,  or 
syphilis,  rest  and  oA'er-feeding  will  not  cause 
glycosuria.  However,  there  does  seem  to  be 
a real  menace  in  the  forced  feeding,  usually 
accompanied  bA'  rest,  following  the  acute  dis- 
eases. A typhoid  convalescent,  for  instance, 
has  every  muscle  and  organ  of  his  body  weak- 
ened. and  it  is  not  logical  to  expect  the  pan- 
creas to  be  an  exception.  This  is  doutbless  the 
reason  for  the  frequent  history  of  the  symp- 
toms of  diabetes  following  soon  after  recovery 
from  a severe  illness.  Here,  again,  safety  lies 
in  the  character  of  the  diet  and  an  earlier  re- 
turn to  green  A'egetables  and  fruits  with  a 
limitation  of  the  starches.  The  lesson  runs 
like  a scarlet  line  all  through  our  studies  that 
the  sugars  in  the  raw  fruits  and  the  carbohy- 
drates in  the  green  or  raw  A'egetables  can  be 
taken  in  greater  abundance  with  impunity  than 
in  the  dried  foods,  either  fruit  or  vegetable. 

Joslin  has  said  that  scales  are  as  important 
in  the  handling  of  chronic  cases  as  the  ther- 
mometer is  in  the  care  of  acute  diseases.  We 
cannot  use  scales  too  often.  Frequent  uri- 
nalyses. specimen  to  be  voided  two  hours  after 
a full  meal  in  which  some  sweet  is  eaten,  seeing 
that  the  specimen  is  left  in  the  boiling  solu- 
tion five  full  minutes  regardless  of  any  hurry, 
repeated  examinations  Avhen  we  are  suspicious, 
glucose  meal  test,  blood  sugar  test, — all  these 
will  help  us  in  our  diagnosis.  Periodic  health 
Examinations  are  becoming  more  and  more 


popular.  Examination  on  one’s  birthday  re- 
gardless of  hoAv  well  he  feels  or  looks,  or,  I 
haA’e  wondei’ed,  if  we  could  impress  upon  those 
Avho  drive  cars  that,  when  they  put  the  alco- 
hol in  the  radiator  and  fix  the  car  up  for  the 
winter,  and  again  Avhen  the  engine  is  cleaned 
and  the  alcohol  drained  for  the  summer,  they 
need  a physical  examination  as  well  as  the 
car.  Both  of  these  seasons  are  particularly 
suited  for  such,  the  one  in  anticipation  of  the 
rigors  of  winter,  and  the  other  as  a safeguard 
against  the  hazards  of  summer.  Nothing  less 
than  semi-annual  examinations  should  be  con- 
sidered adequate  for  children  under-weicrht  or 
over-height,  adults  over-weight,  and  all  adults 
past  forty. 

Some  one  has  said  that  the  sooner  we  dis- 
coA’er  the  diabetic,  the  longer  he  can  be  treated. 
Let  us  regard  the  tall  slender  candy  eating 
child  and  the  obese  adult,  especially  past  thirty- 
five.  with  the  same  concern  as  regards  diabetes 
that  we  do  the  case  of  bronchitis,  recurring 
eA'ery  winter,  in  whom  we  can  find  no  other 
sign  of  tuberculosis.  Remember  that  statistics 
of  some  of  the  insurance  companies  indicate 
that  diabetes  is  a disease  of  all  ages,  and  that 
Avhile,  as  we  grow  older,  the  tendency  to  the 
constitutional  diseases  increases,  the  tendency 
to  diabetes  does  not  increase  with  age  in  the 
absence  of  obesity.  Only  about  10  per  cent  of 
all  cases  of  diabetes  occur  in  the  under- weight, 
15  per  cent  in  normal  weight.  Avhile  all  the  re- 
maining 75  per  cent  come  in  those  above  nor- 
mal  weight. 

Our  health  boards  are  about  to  launch 
longevity  clinics.  Our  knowledge  of  these  mat- 
ters must  reach  the  masses.  We  are  finding 
these  diabetics  late.  We  must  get  them  early. 
Every  diabetic  and  eA'ery  member  of  the  family 
of  a diabetic  is  a missionary  in  the  prevention 
of  the  disease.  They  Avill  test  specimens  for 
sugar  in  their  own  families  and  in  the  fami- 
lies of  their  neighbors  and  they  will  bring  the 
patients  in.  Time  they  will  make  some  errors  i 
in  diagnosis,  but  they  haATe  a pardonable  pride 
in  preventing  others  from  haA'ing  to  live 
through  the  tedious  and  tiresome  self-denial  of 
food  restrictions.  Under  careful  dieting  and 
treatment,  the  diabetic  usually  lh’es  a long 
time,  and  his  self-denial  may  gnre  him  more 
will  power, — beautiful  to  sermonize  on.  but 
hard  to  stand.  If  we  can  caution  these  big  eat- 
ers, these  pre-diabetics,  we  can  do  a tremend- 
ous amount  of  good.  It  is  a thousand  times! 
better  to  coax  the  little  boy  on  the  street  to 
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put  out  his  bonfire,  than  to  come  by  an  hour 
later  and  call  out  the  fire  department  in  time 
to  save  half  the  home. 

348  Oak  Street. 


DISEASE,  PAST  AND  FUTURE.* 

By  HARRY  T.  MARSHALL.  M.  D..  University,  Va. 

From  the  Laboratory  of  Bacteriology  and  Pathology, 
University  of  Virginia. 

Section  I. 

Disease  has  always  made  a varied  appeal  to 
the  thought  and  imagination  of  mankind. 
The  anguish  or  heroism  of  the  victim;  his  dis- 
ability or  victory  over  infirmity;  the  distress 
of  relatives  and  dependents,  and  the  sweep  of 
pestilence  are  themes  which  have  attracted  the 
historian,  the  poet,  the  tragedian,  and  the 
philosopher. 

The  votaries  of  every  religion  have  tried  in 
turn  to  read  into  disease  some  expression  of 
the  ruling  deity,  and  through  faith  and 
formula  have  sought  to  achieve  both  cure  and 
prevention.  Disease  is  but  one  form  of  hu- 
man suffering,  which,  along  with  sin,  destitu- 
tion. misfortune  and  death,  constitutes  one  of 
the  great  mysteries  ever  confronting  and 
baffling  mankind.  The  “mystery  of  evil”  is 
woven  into  the  thought  of  the  great  religions. 
From  the  time  that  Job  heard  the  Voice  in 
the  whirlwind  to  the  present,  the  enigma  of 
human  suffering  and  implacable  fate  has  con- 
tinued to  be  one  of  the  insoluble  mysteries 
of  the  universe,  and  has  forced  human  beings 
to  the  answer  of  faith,  if  an  answer  is  to  be 
Avon.1 

The  medical  men  of  ancient  civilizations 
Avere,  usually,  either  priests  or  philosophers.2'3 
Modern  medicine  began  Avhen  Hippocrates 
definitely  turned  from  the  blend  of  religion, 
philosophy  and  medicine  which  prevailed  in 
his  day,  and  claimed,  as  the  special  province 
of  medical  endeavor,  the  objectWe  study  and 
treatment  of  disease  and  diseased  persons. 
Since  the  time  of  Hippocrates  the  greatest  ad- 
vances in  medical  knowledge  have  come  from 
the  study  of  the  realities  and  material  aspects 
of  disease.  Delving  down  to  the  metaphysics, 
or  first  principles,  has  not  greatly  enlightened 
the  physician. 

It  is,  therefore,  of  no  little  interest  to  call 
attention  to  certain  lines  of  evidence  in  the 
field  of  modern  science,  Avhich  seem  to  cast 

•Read  at  the  fifty-seventh  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Norfolk,  October  12-15,  1926,  under  title 
>f  "The  Ancestry  of  Disease."  The  title  has  been  changed,  in 
ciew  of  comments,  and  the  paper  has  been  much  elaborated. 


light  upon  one  of  the  eternal  mysteries  of 
life,  and  which  appear  to  transfer  an  old 
metaphysical  question  to  t he  field  of  biology. 
Where  and  Iioav  did  Disease  first  originate  in 
our  universe  ? Gan  Ave  trace  Disease  so  far 
back  along  the  paths  of  Time  that  Ave  can 
form  a reasonable  opinion  as  to  its  starting 
point,  and  as  to  its  place  in  the  vast  scheme  of 
life?  Can  we  prophesy  its  future? 

At  the  beginning  of  our  study  we  are  con- 
fronted with  an  unexpected  difficulty.  We 
must  find  a definition  of  the  word  “disease”. 
Strange  as  it  may  seem,  no  satisfactory  pre- 
cise definition  has  ever  been  given.  Severe 
disease  is  easy  to  recognize,  but  mild  diseases 
are  separated  from  “health”  bv  no  sharp 
boundaries.  In  the  dictionaries  and  patholo- 
gies it  is  customary  to  contrast  “disease”  with 
“health”.  “Disease”  is  some  blemish  or  im- 
perfection which  impairs  or  mars  the  condi- 
tion or  state  called  “health”.  Some  authors, 
like  Mooclie,4  are  led  to  lay  too  much  stress 
upon  infections  and  parasitic  diseases,  as  if 
all  “disease”  Avas  “infection”; — obviously  too 
restricted  a vieAv.  In  Aschoff’s5  “Pathologie” 
the  following  definition  is  ghren: 

“We  understand  by  the  term  ‘disease’, 
(Krankheit)  the  totality  of  the  abnormally 
strong  reactions  of  the  whole  body  or  of  its 
parts  to  a disease-producing  stimulus.  (Reiz) .” 

This  definition  is  inadequate.  Not  all  dis- 
ease shoAvs  “abnormally  strong  reactions”. 
The  reactions  may  be  abnormally  weak , or 
absent,  or  of  altered  character.  The  scope  of 
“disease”  is  not  fully  stated.  The  use  of  the 
term  “abnormal”  in  the  definition  implies  a 
deviation  from  “normal”  or  “health”. 

It  is  equally  difficult  to  give  a precise  defi- 
nition for  ‘^health”.  Barker  puts  the  matter 
A’ery  nicely: 

“It  will  scarcely  do  to  say  that  health  is 
t lie  opposite  of  ‘sickness’.  To  say  that  it  means 
the  existence  of  a ‘sound  mind  in  a sound 
body’  is  better,  but  then  Ave  ask  at  once  the 
significance  of  ‘soundness’.  I have  looked  far 
and  Avide  for  a suitable  way  of  defining  the 
meaning  of  the  term  ‘Health’  and  have  found 
nothing  better  than  an  adaptation  of  Grote, 
according  to  which  ‘Health  is  the  capacity  of 
an  organism  for  adequate  responses  to  in- 
fluences in  its  surroundings’.  We  can  easily 
change  the  Avording  to  fit  Herbert  Spencer’s 
definition  of  Life  and  say  that  ‘Healthy  Life 
is  adequate  adjustment  of  internal  to  external 
relations’.  Maladjustments  of  all  sorts  would 
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then  fall  within  the  domain  of  the  pathologi- 
cal (disease,  disorder,  anomaly).” 

Clarke7  has  attempted  to  associate  “disease" 
with  “organic  dependence”.  He  goes  too  far. 
There  is,  probably,  no  creature  on  earth  that 
can  lead  a life  completely  independent  of  other 
living  things  or  of  the  residua  left  behind 
by  dying  creatures.  The  evidence  of  a car- 
bon cycle  in  nature;  the  known  interrelation- 
ships and  food  requirements  of  plants,  animals 
and  microscopic  life;  what  is  known  of  the 
“biologic  balance”  in  nature,  all  testify  to  the 
dependence  of  each  creature  on  the  abundant 
life  around  it. 

While  Clarke  turns  his  thoughts  to  the  de- 
pendent or  parasitic  creature,  Eccles  focuses 
attention  upon  the  living  creatures  that  are 
attacked  by  parasites.14  He  gives  an  interest- 
ing and  suggestive  discussion  of  the  immense 
role  played  by  parasitism  and  infection  in 
nature,  and  suggests  that  the  ability  to  with- 
stand parasites  must  have  been  one  of  the 
most  important  qualifications  in  survival  and 
in  the  evolution  of  species.  What  he  says  on 
this  subject  is  plausible,  but  he  makes  the 
error  of  identifying  "infection”  or  "parasi- 
tism” with  "disease,”  overlooking  the  very 
numerous  diseases  that  have  no  parasitic  or 
infectious  element.  Moreover,  for  a species 
to  survive,  it  must  be  able  to  endure  many 
other  physical,  chemical  and  biologic  strains 
besides  those  coming  from  parasites. 

Definitions  of  “disease”  will  vary  according 
to  the  point  of  view  of  the  writer.  The  “dis- 
ease” of  an  individual  today  may  be  deter- 
mined by  comparison  with  his  condition  at  a 
previous  date.  Different  individuals  may  be 
compared;  different  ages;  different  races; 
different  animal  species,  etc.  In  these  in- 
stances, there  will  be  different  standards  of 
the  condition  called  “health”,  and  correspond- 
ing differences  in  the  level  called  “disease”. 

In  this  article  “health”  and  “disease”  will 
be  approached  from  another  angle.  An  at- 
tempt will  be  made  to  trace  them  both  back 
to  the  beginnings  of  life:  to  correlate  “health” 
and  “disease”  with  “survival”,  "extinction”, 
and  “variation”,  and  with  changes  of  en- 
vironment. In  this  way  it  will  be  attempted 
to  secure  a biologic  view  of  “disease”  as  a fac- 
tor in  evolution.  We  will  include  in  the  one 
term  “disease”  wThat  Barker  subdivides  into 
“disease,  disorder,  anomaly”.  We  will  include 
all  the  subject  matter  with  which  pathologic 


anatomy  and  pathologic  physiology  are  occu- 
pied. 

Since  “health”  is  used  as  the  standard  of 
comparison  in  making  a definition  of  “disease” 
it  will  be  well  to  start  with  a working  defini- 
tion of  “health”. 

"Health”  depends  («).  upon  a certain  de- 
gree of  completeness  of  body  structure:  (ii) 
upon  a certain  degree  of  harmony  in  the  in- 
terrelationships of  the  parts  and  forces  which 
pertain  to  the  body; — i.  e.,  in  function:  (Hi), 
upon  alterations  in  or  among  the  constituents 
and  forces  of  the  body,  which  shall  occur  with- 
in certain  limited  amounts  and  within  certain 
rates;  (iv) , upon  the  harmonious  adjustment 
of  the  creature  to  its  environment  at  any 
given  instant;  and,  (-y),  upon  certain  limita- 
tions in  the  amount  and  rate  of  changes  of 
environment  or  of  any  particular  important 
element  of  the  environment.  Each  of  the  fac- 
tors mentioned  is  continuously  varying.  Not 
only  do  any  two  individuals  of  the  same  spe- 
cies differ  from  each  other,  but  every  living 
creature  is  in  a continuous  state  of  change 
from  the  first  instant  of  life  to  the  end  of  its 
existence.  Environment,  also,  is  eternally 
changing.  With  many  regular  cycles  of 
change,  and  multitudes  of  sporadic  changes, 
environment  presents  an  endlessly  varying 
succession  of  patterns.  The  amounts  and  rates 
of  change  either  in  body  or  environment  are 
wfidelv  variable.  There  is  no  single  correct 
structure  which  ensures  health ; health  is  com- 
patible with  any  of  many  structural  states, 
provided  the  other  factors  balance.  Again, 
there  is  no  single  value  for  functional  capac- 
ity wThich  is  the  sine  qua  non  of  health.  One 
or  more  of  the  body  forces  may  vary  within 
moderate  limits  without  loss  of  health.  In- 
deed. cyclic  variations  in  function  are  char- 
acteristic of  health.  Obviously,  quite  Avide 
changes  in  environment  are  compatible  with 
health ; in  fact,  variations  of  environment, 
within  limits,  are  essential  for  health,  and  an 
argument  can  be  constructed  to  show  that  life 
itself  is  impossible  in  a completely  static  en- 
vironment. 

The  ideas  expressed  in  this  section  may  be 
restated  as  a formula, — though  it  is  to  he 
clearly  recognized  that  this  does  not  imply 
that  either  “health”  or  “disease”  or  any  of 
the  factors  involved  can  be  reduced  to  mathe- 
matically exact  terms. 

If  H = “health.” 

If  B = a selected  example  of  body  struc- 
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ture,  at  any  given  moment; 

If  F = a selected  example  of  body  func- 
tion, at  any  given  moment; 

If  A = sum  of  alterations  in  structure  and 
function  of  body  within  a selected  time  inter- 
val; 

If  E = environment  at  any  given  moment; 

If  C = totality  of  changes  in  environment, 
and  rate  of  change  for  a selected  period; 
and  if  B,  F,  A,  E and  C are  each  and  all 
variables,  then  their  resultant  or  sum  will  he 
variable,  and  H will  represent  their  sum, 
within  certain  limited  ranges  for  each  letter. 

That  is,  for  given  structures  of  body  be- 
tween B and  B'  ; 

for  given  functional  activity  between  F and 

F'; 

for  given  alterations  between  A and  A’; 

for  ranges  of  environment  between  E and 
E'; 

for  given  changes  of  environment  between 
C and  C'; 

H = B + F + A + E+C 

From  this  it  appears  that  Health  is  not  a 
constant,  but  a condition  of  unstable  equili- 
brium, maintained  only  when  the  resultant 
of  many  variables  lies  within  certain  narrow 
bounds. 

If  this  equation  serves  no  other  purpose,  it 
, calls  attention  to  the  highly  complicated  de- 
tails which  blend  into  a unity  which  we  call 
“health”.  Changes  in  one  or  more  of  the 
t terms,  beyond  narrow  limits,  produce  result- 
ants which  are  not  health.  Life  itself  is  im- 
possible if  any  of  the  factors  are  very  greatly 
different  from  “health  values”.  In  cases  where 
one  or  more  of  the  terms  has  such  a value 
that  the  sum  total  amounts  to  something  be- 
tween “health”,  and  “death”,  the  resultant  of 
the  equation  will  be  “disease”.  That  is.  ac- 
cording to  the  values  for  B,  F,  A,  E and  C, 
their  sum  will  yield  either  “health”,  or  “death” 
or  “disease.” 

The  recognition  or  diagnosis  of  “disease,” 
especially  milder  examples,  is  effected,  in  large 
measure,  by  comparisons  with  standards  of 

health. 

In  summary,  “disease”  may  be  defined  as 
follows:  Disease  is  either  a process  or  a con- 
dition affecting  either  the  entire  person  or  a 
part  or  a function,  characterized  by  lack  of 
harmony  between  the  part  or  function  in- 
volved and  the  creature  as  a whole;  or  consti- 
tuting a mal -adjustment  between  the  diseased 
creature  and  its  environment:  or  involving 


both  disturbed  harmony  within  the  body  and 
maladjustment  to  environment.  Disease  is 
recognized  and  measured  by  making  compari- 
sons between  the  structure  or  function  being- 
studied  and  standards  showing  optimum  struc- 
ture, function  and  environmental  adjustment. 

One  of  the  best  definitions  of  disease  comes, 
not  from  a medical,  but  biological  pen.  Hux- 
ley (Century  Dictionary)  said,  “Disease  . . . 
is  a perturbation  of  the  normal  activities  of  a 
living  body.”  This  definition  is  too  cryptic 
without  enlargement,  but  serves  as  a good 
epitome  of  the  discussion  of  the  preceding 
pages. 

Section  II. 

In  a most  interesting  book.  “Paleopathol- 
ogy." Roy  L.  Moodie4  lias  collected  all  the 
data  available  on  the  subject  of  prehistoric 
maladies.  That  disease  is  of  ancient  lineage 
has  long  been  known.  We  have  in  the  Ebers 
papyrus,  accounts  of  maladies  common  in  an- 
cient Egypt,  and  through  the  medium  of  Sir 
Marc  Armand  Ruffer  the  mummies  have  re- 
vealed the  antiquity  of  tuberculosis,  tumor,  and 
diseases  of  teeth,  bones  and  joints,  smallpox, 
prolapse,  hydrocephalus,  calculus,  etc.  Simi- 
larly there  is  evidence,  positive,  but  less 
abundant,  of  the  existence  of  diseases  among 
the  early  peoples  of  North  and  South  America, 
the  diseases  recognized  including  achondro- 
plasia, bone  and  joint  changes,  goundou,  uta, 
and  a skin  parasite. 

A dimmer  light  guides  us  around  the  next 
turn  down  the  corridors  of  time.  There  is 
only  limited  knowledge  of  man  or  his  im- 
mediate forebears  previous  to  the  neolithic 
age.  It  is,  therefore,  surprising,  in  view  of 
the  relatively  small  number  of  specimens,  and 
considering  the  ravages  of  postmortem  change, 
that  any  should  preserve  the  record  of  dis- 
ease. Moodie  gives  illustrations  of  neolithic 
human  remains  showing  tuberculous  Pott’s 
disease,  vertebrae  still  containing  flint  arrow- 
heads embedded  in  them,  and  one  tibia  with 
abundant  bony  growth  around  an  arrowhead. 
It  is  estimated  that  these  bones  are  about 
7,000  years  old.  Evidences  of  trephinings  and 
of  amputations  of  fingers  are  also  relatively 
abundant,  and  widely  distributed  in  neolithic 
and  paleolithic  relics. 

In  a long  journey  back  into  even  earlier 
geologic  time  we  find  only  a few  remnants  of 
prehistoric  man  or  of  his  close  relatives  of 
human  aspect.  Of  these,  a Neanderthal  elbow 
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shows  a deformity,  and  one  other,  the  most 
ancient  vestige  of  humanity,  exhibits  a defi- 
nite morbid  condition.  The  fossil,  some  500,- 
000  years  old.  is  the  thigh  bone  of  Pithecan- 
thropus erectus.  It  is  marked  by  a protrud- 
ing overgrowth  of  bone  like  the  growths  seen 
today  after  certain  bone  injuries.  The  diag- 
nosis of  the  condition  was  made  by  Rudolf 
Virchow  in  1895.  These  glimpses  of  the  past 
leave  no  doubt  that  disease  accompanied  the 
human  race  and  our  predecessors  as  far  back 
as  the  record  has  been  carried,  and  that  there 
is  a strong  general  resemblance  between  the 
oldest  diseases  and  those  of  our  own  day. 

From  the  facts  just  reviewed  we  can  form 
no  opinion  as  to  the  origin  of  disease  and  must 
penetrate  much  further  into  the  remoter  re- 
cesses of  the  geologic  past.  Disease  is  no  dis- 
tinctive scourge  of  humanity;  it  afflicts  all 
animate  creatures  both  plant  and  animal  with 
much  the  same  harsh  touch.  Moodie  has  given 
detailed  consideration  to  diseases  which  can 
be  recognized  by  the  examination  of  fossils. 
It  is  impossible  within  the  limits  of  this 
paper  to  do  justice  to  his  monumental  study, 
in  which  he  has  presented  a review  of  dis- 
eased fossil  plants  and  animals,  the  latter 
group  including  injuries,  parasitic  and  infec- 
tious processes,  overgrowths  and  tumors.  Le- 
sions of  teeth,  bone  and  joint  are  frequently 
encountered.  Actinomycosis  and  spondylitis 
deformans  are  of  great  antiquity.  A variety 
of  fossil  species,  both  plant  and  animal,  are 
shown  to  have  evidence  of  disease,  but  most 
of  Moodie’s  examples  are  from  the  verte- 
brates, with  mammals  conspicuous.  In  gen- 
eral, more  diseases  are  recognized  in  later 
geologic  eras  than  in  earlier  ones.  Examples 
of  disease  have  been  identified  in  fossils  as 
ancient  as  the  early  and  middle  paleozoic,  in- 
cluding injury,  overgrowth,  and  parasitism. 

The  geologic  record  reviewed  by  Moodie  is 
inconclusive  as  to  the  amount  and  varieties  of 
disease.  Very  few  individuals  are  perpetu- 
ated as  fossils.  Very  few  diseases  could  be 
recognized  after  fossilization.  It  is  probable 
that  many  diseases  will  be  overlooked,  even 
if  they  are  in  the  fossils,  owing  to  our  in- 
complete knowledge  of  the  species  and  genera 
involved.  Moreover.  Moodie’s  conception  of 
“disease”  is  too  much  influenced  bv  the  phe- 
nomena of  infection  and  parasitism. 

On  the  whole,  we  may  conclude  that  dis- 
ease existed  at  a very  early  period  in  the  his- 
tory of  life,  and  that  some  of  its  contours  arc 


recognizable  in  the  paleozoic  record.  The 
most  ancient  diseases  can  be  recognized  by 
their  resemblances  to  diseases  of  the  modern 
world.  We  begin  to  perceive  that  disease  is 
one  of  the  great  primeval  factors  in  the  scheme 
of  life,  but  to  understand  its  origin  we  must 
pursue  our  way  much  nearer  to  the  dawn  of 
Life. 

Section  III. 

Of  the  origin  of  Life  itself  we  can  hardly 
speak  more  precisely  than  did  the  ancients. 
In  the  ancient  Grecian  legend  Life  was  the 
offspring  of  Father  Time  and  all-nourishing 
Mother  Earth.  If  we  adopt  the  same  figura- 
tive language,  we  may  say  that  some  scientists 
incline  to  the  view  that  the  Sun  God  was  the 
father  of  the  first  life  on  the  face  of  the  earth. 
Henry  Fairfield  Osborn  says:  “Certainly  we 
appear  to  inherit  some,  if  not  all,  of  our 
physico-chemical  characters  from  the  sun: 
and  to  this  degree  we  may  claim  kinship  with 
the  stellar  universe.  Some  of  our  distinctive 
characters  and  functions  are  actually  proper- 
ties of  our  ancestral  star.  Physically  and 
chemically  we  are  the  offspring  of  our  great 
luminary,  which  certainly  contributes  to  us 
ail  our  chemical  elements  and  all  the  physi- 
cal properties  which  bind  them  together.”8 

In  the  vast  interval  of  time  since  Life  first 
appeared  the  earth's  surface  has  experienced 
a titanic  succession  of  changes.  Mountains  j 
have  risen  and  wasted  away;  continents  have 
changed  their  outlines  like  clouds  in  a stormy 
sky:  warm  epochs  with  profusion  of  life,  have 
been  followed  by  the  forbidding  cold  of  gla- 
cial eras.  Osborn8  speaks  of  fourteen  periods 
of  mountain-making  in  North  America  and 
of  from  twelve  to  seventeen  continental  sub- 
mergings involving  from  half  a million  to  four 
million  square  miles.  Schuchert9  discusses 
climatic  changes  and  glacier  distribution  both 
north  and  south  of  the  equator,  and  their  pro-  ( 
found  influence  in  the  extinction  of  flora  and 
fauna.  Such  enormous  changes  brought  wide- 
spread destruction  to  living  things,  and  may 
have  threatened  all  animate  existence.  Over 
and  over  Life  has  met  the  menacing  gestures  r 
of  nature  with  subtle  changes  in  form  and 
function,  thereby  placating  nature’s  hostility, 
and  winning  instead  her  friendship.  The  mo- 
tion of  Life  back  in  the  dim  distance  of  pre- 
historic past,  can  still  be  recognized  by  the 
geologist  almost  as  definitely  though  not  ir 
as  great  detail,  as  we  see  the  motions  on  th( 
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movie  screen.  The  changes  of  form  are  as 
miraculous  as  those  in  Greek  legend, — in  fact, 
more  wonderful,  as  Life’s  transformations, 
when  cornered  by  a threatening  world,  have 
almost  always  followed  an  orderly  course. 

Whatever  may  have  been  the  origin  of  Life, 
and  whenever  it  may  have  emerged  from  the 
steaming  Past,  three  facts  seem  to  stand  out 
significantly  in  the  geologic  record:  (1)  From 
paleozoic  time  many  million  years  ago,  on- 
ward until  our  own  day.  Nature  has  been 
prodigal  in  begetting  life  and  in  destroying 
it;  (2)  Every  creature  or  species  that  has 
appeared  during  the  course  of  time  has  sur- 
vived only  so  long  as  it  found  sustenance  and 
stimulus  from  the  contacts  wiith  the  outer 
world,  and  so  long  as  it  could  resist  the  en- 
croachments of  the  unfriendly  forces,  animate 
or  inanimate,  which  played  upon  it;  (3)  Mod- 
ern science  confirms  the  idea  of  the  ancient 
Greeks  that  “Father  Time  devours  his  own 
children;”  for  the  paleontologists  find  that 
thousands  of  species  and  genera  appeared, 
flourished  and  disappeared.  Schuchert10  states 
that  about  100,000  fossil  species  have  been 
recorded  and  he  estimates  that  only  one  out 
of  every  2,000  forms  has  been  preserved  as  a 
fossil,  the  other  kinds  having  been  completely 
blotted  out  of  the  geologic  record. 

The  geologists  have  found  it  no  easy  mat- 
1 ter  to  state  with  precision  exactly  why  one 
| species  or  another  disappeared  at  certain  defi- 
nite geologic  periods.  A.  R.  Wallace  is 
, quoted : “To  discover  how  the  extinct  species 
have  from  time  to  time  been  replaced  bv  new 
ones  ...  is  the  most  difficult  and  at  the 
same  time  the  most  interesting  problem  in  the 
natural  history  of  the  earth.”11  Smith12  says 
“The  reason  for  this  disappearance  [of  fauna] 
has  always  been  uncertain.” 

The  difficulties,  however,  are  not  completely 
baffling.  In  fact,  biologists  and  geologists 
have  a very  fair  conception  of  many  of  the 
forces  and  currents  leading  to  extinction.  Os- 
born11 has  asembled  and  analyzed  the  knowl- 
edge on  this  subject,  and  it  is  also  summarized 
in  discussions  on  evolution. 

Life,  for  the  individual  as  for  the  species 
and  genus,  has  ever  been  a great  adventure, 
a fight  for  dominion  over  a corner  of  the  uni- 
verse, or,  perhaps,  an  effort  towards  harmonious 
adjustment  to  nature’s  rules.  The  first  requi- 
site for  success  in  this  adventure  is  a high  de- 
gree of  internal  stability,  or  stamina, — a biolog- 
ic fixity,  or  species-permanence.  The  second 


requisite — at  first  thought  incompatible  with 
stability — is  mobility,  adaptability,  or,  may 
we  go  so  far  as  to  suggest  “spontaneity.” 
These  two  characteristics,  permanence  of  spe- 
cies type,  and  adaptability,  are  characteris- 
tics which  are  inherited ; the  presence,  the  ab- 
sence, the  degree  and  the  quality  of  these 
characteristics  in  any  living  creature  depend 
entirely  upon  the  properties  of  the  heredity- 
substance,  or  germplasm  from  which  the  crea- 
ture arose.  The  forces  of  heredity  play  a most 
important  part  in  survival  or  extinction  of  a 
species.  Throughout  the  ages  there  has  been 
the  play  between  the  heredity-energies  tend- 
ing to  conserve  permanence  of  the  individual, 
or  type,  and  those  working  toward  the  adven- 
ture of  a variation. 

The  geologic  record  gives  unquestionable  evi- 
dence of  the  truth  of  these  statements.  The 
story  of  life  revealed  by  geology  is  briefly 
this:  A species  will  be  very  abundant  during 
one  geologic  age.  Its  fossils  reveal  a certain 
degree  of  anatomic  development  and  differen- 
tiation evidently  sufficient  to  meet  the  re- 
quirements of  that  species  for  that  age.  At 
a much  later  date  the  species  will  be  absent 
from  the  fossil  record,  and  the  evidence  will 
often  reveal  that,  at  the  later  period,  the  cli- 
mate had  altered;  a glacier  had  appeared;  a 
mountain  range  had  arisen;  an  ocean  had 
swept  in,  or  some  other  immense  agency  had 
produced  practically  a new  world  unsuited  to 
the  established  habits  of  the  species.  The 
fate  of  the  species  when  a profound  change 
of  environment  occurred  Avas  either  (1)  com- 
plete extinction;  or  (2)  the  survival  of  off- 
spring so  different  from  the  parent  stock  as  to 
constitute  a new  species,  with  anatomic  and 
functional  development  permitting  survival 
under  the  new  conditions  in  the  world;  or,  (3) 
migration  of  the  species  to  a new  home.  This, 
in  brief  outline,  is  the  story,  told  over  and 
over  a thousand  times  in  the  geologic  record. 
In  fact,  it  is  the  general  ride  that,  a species 
cannot  survive  profound  or  prolonged  changes 
of  environment  save  by  the  begetting  of  off- 
spring, modified  and  adapted  to  the  new  con- 
ditions. Osborn8  says  that  of  eighteen  great 
orders  of  reptiles  formerly  abundant,  all  have 
disappeared  except  five,  representatives  of 
which  are  still  alive.  For  almost  every  liv- 
ing type  of  today,  much  the  same  story  seems 
to  be  true.  Very  few  examples  are  known  of 
genera  or  species  which  have  survived  with 
absolute  stability  of  type,  such  as  is  shown  in 


420 


VIRGINIA  MEDICAL  MONTHLY 


[October, 


the  genus  Lingula.8  As  stated  by  Fiske,15 
‘‘The  variant  forms  on  either  side  [of  the 
species  type]  have  survived,  while  the  con- 
stant forms  have  perished.”  Osborn,  in  the 
same  spirit  says,8  “The  peculiar  significance 
of  heredity-chromatin,  when  viewed  in  the 
long  perspective  of  geologic  time,  is  its  stabil- 
ity in  combination  with  incessant  plasticity 
and  adaptability  to  varying  environmental 
conditions  and  new  forms  of  bodily  action.” 
Lull16  discusses  some  half  dozen  primitive 
types  persisting  through  vast  stretches  of  time 
and  notes  that  high  specialization,  if  unattain- 
able. means  a geologically  brief  career  for  the 
species. 

The  changes  which  permit  of  survival  are 
changes  of  an  heredity-type,  or  changes  of  the 
heredity-substance  or  germplasm.  In  a few 
cases,  as  in  Waagen’s  studies  of  the  fossil 
ammonites,8  it  was  possible  to  trace  a series 
of  minute  changes  in  form,  in  a fixed  direc- 
tion. moving  definitely  and  continuously,  gen- 
eration after  generation,  ending  in  the  produc- 
tion of  a new  species. 

Osborn11  discussed  the  following  relations 
between  heredity,  and  survival — or — extinction 
of  species:  (1)  Extinction  has  occurred  from 
species-inability  to  evolve  a foot  suitable  for 
new  environment:  (2)  Extinction  has  followed 
inability  to  develop  teeth  suitable  for  new 
foods  which  displaced  former  foods:  (3) 
Disability  due  to  large  size  has  been  a factor 
in  extinction.  In  this  connection  the  adapt- 
ability of  the  germplasm  may  be  illustrated 
by  referring11  to  the  pigmy  elephant  and 
pigmy  hippopotamus  of  Crete.  Cyprus,  etc.: 
(4)  Extinction  has  resulted  from  high,  irre- 
versible specialization  suitable  in  one  geologic 
age  but  unsuited  in  the  next;  (5)  Extinction 
has  resulted  from  the  slowing  down  of  the 
process  of  heredity-variation.  Osborn8  re- 
fers to  the  extinctions  among  the  reptiles. 
Evolution  among  the  members  of  the  five  sur- 
viving orders  has  been  either  slow  or  arrested 
for  three  million  years  of  Tertiary  time.  Os- 
born attributes  this  to  slowing  down  of  the 
exchange  of  heredity-material. 

It  is  obvious  that  geology  cannot  reveal  the 
finer  detail  obtainable  from  study  of  living 
forms,  but  the  bold  fact  stands  out  that  in 
geologic  ages  inability  to  adapt  or  to  recede 
was  at  least  an  important  factor  in  extinction. 
It  is  safe  to  go  at  least  so  far  as  to  say  that 
the  forms  dying  out  perished  largely  because 
they  were  no  longer  in  harmony  with  their 


environment.  Except  for  the  relatively  few 
forms  which  possibly  were  blotted  out  by  sud- 
den destruction,  this  disharmony  with  environ- 
ment must  often  have  presented  as  some 
pathological  condition,  even  though  it  were  of 
a nature  as  obscure  as  reduced  fertility,  or 
sterility.  Moreover,  v~e  can  confidently  assert 
that  mobility  and  variability  of  the  yertn- 
flasm  or  heredity -mechanism  is  an  attribute 
which  is  as  old  as  life  itself. 

With  the  idea  firmly  in  our  minds  let  us 
turn  from  the  geologic  record  to  life  in  the 
world  today.  We  are  apt  to  think  that  the 
individuals  in  a species  are  practically  iden- 
tical. especially  when  we  think  casually  about 
plants  and  animals  with  which  we  are  not 
thoroughly  familiar.  But  we  know  that  it 
is  nearly  impossible  to  find  two  human  being* 
perfectly  identical,  and  the  more  intimately 
other  species  are  studied  the  clearer  does  it 
become  that  there  are  individual  differences 
amonnr  the  members.  This  is  well-known  in 
connection  with  selective  breeding  of  domesti- 
cated plants  and  animals.  Morgan  has  shown 
that  there  are  many  types  of  offspring  pro- 
duced by  the  fruit  flv,  Drosophila;  some  well 
developed,  others  defective,  others  incapable 
of  life.  He  has  attempted  to  correlate  the 
structural  peculiarities  with  specific  points  of 
the  heredity-chromatin,  or  genes.  In  other 
words,  the  Drosophila  has  a germplasm  which 
combines  an  axial  species-fixity  with  an  outer 
zone  of  adaptability. 

Among  human  beings  variations  of  an 
heredity  type  are  familiar  to  every  anatomist 
and  embryologist.  They  compose  a long  list  1 
including  both  structural  and  functional  varia-  j 
tion.  The  minor  variants  in  ears;  in  finger 
prints;  in  arterial  distribution;  in  size,  shape, 
color,  power,  etc.,  may  serve  as  suggestions  of 
the  diversity  of  heredity-variants  among  hu-  | 
man  beings.  The  monstrosities  are  obvious 
examples  of  variants  from  specific  type.  Be- 
tween the  milder  and  extreme  variants  are 
many  hereditary  conditions  which  are  ex- 
amples of  disease.  Aschoff5  is  of  the  opinion 
that  the  human  race  is  still  in  a state  of  evo- 
lution; that  “there  are  many  indications  that 
advances  in  bodily  development  are  still  in 
progress.”  He  also  lists  over  fifty  classes  and 
types  of  disease  which  are  to  be  regarded  as 
due  to  errors  in  development  and  heredity. 
He  includes5  certain  errors  of  growth  and 
metabolism,  some  examples  of  diseases  of  the 
nervous  system  and  special  senses,  of  muscle. 
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bone,  cartilage,  skin  and  blood-forming  or- 
gans. some  errors  in  the  secreting  glands  and 
glands  of  internal  secretion,  and  some  tumors. 

From  this  list  it  is  evident  that  in  a species 
as  firmly  fixed  as  the  species  Homo  sapiens, 
there  is  still  great  and  constant  activity  in  the 
development  of  variants  from  type,  and,  fur- 
ther, that  this  very  process  is  responsible  for 
a large  number  of  the  ills  of  the  flesh  to  which 
man  is  heir.  We  need  not  in  this  discussion 
consider  whether  the  variants  are  recessive  or 
dominant,  but  merely  point  out  that  they  oc- 
cur with  frequency. 

If  it  be  clearly  recognized  that  fixity  of 
species  is  consistent  with  wide  range  of  mo- 
bility in  the  production  of  variants,  it  must 
be  pointed  out  that  some  of  these  variants  are 
successful,  that  is,  the  variant  individual  sur- 
vives. Other  variants  are  failures,  with  death 
and  disappearance  as  the  price  exacted.  In 
the  case  of  minor  variations  from  the  opti- 
mum for  the  species,  the  individual  may  sur- 
vive but  be  handicapped  in  the  race  of  life. 
These  failures  and  handicap pin  g variants 
from  type  constitute  one  of  the  groat  divisions 
of  disease  and  of  pathology.  This  first  great 
group  of  diseases  includes  all  abnormalities  of 
an  heredity  nature,  malformations  and  many 
defects  of  function  and  of  growth.  The  pro- 
cesses producing  the  diseases  just  referred  to 
are  internal;  they  are  the  processes  of  here- 
dity and  growth. 

As  the  biologist  learns  that  variation  through 
heredity  is  of  fundamental  importance  in  the 
origin  of  species  and  extinction,  the  patholo- 
gist learns  that  a great  group  of  diseases  traces 
back  to  the  same  root.  The  successful  vari- 
ants survive,  the  unsuccessful  are  per  se  ‘‘ab- 
normal.” or  diseased.  “ Abnormality or  dis- 
ease, is  more  than  a corollary , — it  is  an  in- 
tegral part  of  the  process  of  natural  selection. 

Geologic  evidence  points  with  broad,  sweep- 
ing gesture  to  the  conclusion  that  variations 
around  the  species  axis  have  been  active  from 
the  beginnings  of  Life.  The  geologist  finds 
that  the  process  of  variation  produced  at 
least  many  of  the  surviving  species.  We  may 
reasonably  conclude  that  the  same  process  pro- 
duced many  sub-optimum  forms,  as  it  does 
today,  and  that  some  of  these  unsuccessful  ex- 
periments of  the  germplasm  survived  for  a 
time  as  diseased  individuals. 

Section  I V. 

In  the  earlier  sections  of  this  article  an 


attempt  has  been  made  to  demonstrate  that 
variation  among  offspring  is  a constantly  re- 
peated phenomenon  inherent  in  the  heredity- 
schema.  Some  examples  of  disease  are  attrib- 
utable to  misadventures  in  the  field  of  varia- 
tion. Variation  has  likewise  been  the  inter- 
nal  factor  in  living  creatures  which  has  led 
to  the  diversities  among  life-forms  in  our  own 
time  and  in  geologic  eras.  In  some  of  the  ex- 
tinctions of  earlier  time,  misadventures  in  the 
field  of  variation  have  apparently  had  a share. 
Either  a species  proved  inept  in  impressing 
much  needed  variations  upon  the  younger  gen- 
erations in  a changing  world,  or  else  a species, 
which  survived  in  one  era  by  virtue  of  some 
highly  specialized  structure,  found  that  struc- 
ture an  irremovable  obstacle  when  external 
conditions  changed  in  some  important  partic- 
ular. 

A consideration  of  environment  in  its  rela- 
tion to  life,  both  ancient  and  recent,  throws 
still  stronger  light  upon  that  far  remote  “ori- 
gin of  disease.” 

Osborn11  gives  a critical  discussion  of  the 
varied  relations  between  environment  and  the 
extinction  of  mammalia,  (a)  Great  changes 
in  land  levels,  elevations  and  subsidences,  have 
occurred  over  much  of  the  earth’s  surface,  ac- 
companied by  changes  in  climate,  in  rainfall 
and  in  seasonal  variation.  These  changes  per- 
mit, or  compel  a new  distribution  of  plants 
and,  therefore,  of  foods;  permit  the  introduc- 
tion of  new  competitors  and  cause  or  contrib- 
ute to  extinction  of  the  inadaptable  forms 
of  life.  After  islands  become  separated  from 
the  mainland  a profound  effect  is  exercised  by 
(he  new  conditions  upon  the  biologic  balance 
and  upon  the  characteristics  of  surviving 
forms.  Dwarfing  has  occurred  under  these 
conditions.  (b)  Secular  changes  in  climate 
profoundly  alter  plant  life,  and,  therefore, 
foods,  and  competitors.  The  descent  of  a gla- 
cial age  upon  a warm  or  temperate  land  will 
wipe  out  many  plant  foods,  or  cover  them 
with  snow  for  long  periods  and  in  other  ways 
so  interfere  with  animal  life  as  to  cause  ex- 
tinction or  lead  to  the  establishment  of  success- 
ful variants.  Under  these  conditions  partial 
starvation,  inadequate  and  unhealthy  food 
substitutes,  inbreeding  and  weather  too  severe 
for  the  young  are  factors  which  probably  exert 
an  influence,  (c)  Changes  in  the  annual  rain- 
fall have  an  effect  on  vegetation  and  plant 
foods,  and  upon  insect  enemies.  Heavy  rain- 
fall favors  abundant  and  soft  vegetation,  suit- 
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able  to  certain  jaw  and  tooth  configuration. 
A drier  climate  favors  the  growth  of  harder 
grasses,  which  require  a different  jaw  and 
tooth  structure.  Not  only  foods,  but  water 
supplies  alter  in  distribution  with  changes  in 
rainfall.  With  drier  climates  animals  must 
travel  further  for  water.  Insect  and  proto- 
zoan enemies  increase  in  wet  climates  and 
diminish  in  drier  ones.  On  the  other  hand,  I 
found  in  the  dry  grazing  regions  of  Montana 
that  the  few  and  crowded  watering  places 
offered  ideal  conditions  for  the  spread  of  in- 
fections.13 Osborn  gives  illustrations  of  the 
extinction-value  of  altered  rainfall,  especially 
of  prolonged  droughts,  such  as  occurred  in 
Europe  and  North  America  in  former  geolo- 
gic times,  (d)  Animal  life  is  dependent  di- 
rectly or  indirectly  on  plant  life.  Osborn  dis- 
cusses forestation  and  deforestation  and  the 
alterations  of  plant  balance  in  their  relation 
to  extinction.  With  every  change  in  an  im- 
portant food,  the  delicate  biologic  balance  is 
disturbed  and  there  arises  the  possibility  of 
extinction  of  a species.  In  the  same  way.  the 
arrival  of  a new  competitor  for  food  or  of  a 
new  insect  or  parasitic  enemy  may  start  a spe- 
cies towards  extinction,  (e)  Reduction  of  the 
numbers  of  a species  from  any  cause  is  un- 
favorable in  the  struggle  for  existence.  Among 
other  disadvantages  from  reduced  numbers  is 
the  resultant  in-breeding  or  lessened  occur- 
rence  of  widely  spread  cross-breeding  with  its 
advantages  for  the  production  of  large  num- 
bers of  variants. 

It  must  be  remembered  that  an  exact  under- 
standing of  the  precise  way  in  which  the  causes 
of  extinction  acted  is  at  present  impossible.  It 
is  even  probable  that  some  of  the  many  ex- 
tinctions were  produced  by  causes  which  are 
at  present  entirely  unknown.  Moreover,  in 
using  the  data  assembled  by  Osborn  and 
Moodie.  we  must  recognize  the  danger  of 
reasoning  in  a circle,  that  is,  from  the  pres- 
ent to  the  past ; from  the  past  back  to  the 
present.  If  we  recognize  these  difficulties,  we 
may  still  draw  conservative  conclusions.  It 
seems  safe  to  say  that  the  ideologic  record  gives 
unmistakable  evidence  that,  the  external  con- 
ditions through  which  Life  has  threaded  its 
way  have  not  been  static,  but,  on  the  contrary, 
have  been  in  a continual  process  of  change 
from  the  dawn  of  time  to  the  latest  second. 
Moreover,  changes  in  external,  or  environ- 
mental, conditions  appear  to  have  caused  at 
least  some  of  the  extinctions,  and,  further,  seem 


to  have  constituted  the  dies  which  stamped 
upon  mobile  species  the  forms  which  they  were 
compelled  to  assume  to  survive.  The  changes 
developing  in  surviving  types  have  been  reci- 
procal to  changes  in  the  external  world.  A 
changing  environment  seems,  then,  to  be  a fac- 
tor which  has  enveloped  life  from  its  start  and 
seems  to  be  an  important  agency  in  extinction 
and  in  the  origin  of  species. 

If  we  turn  from  the  geologic  record  to  our 
world  of  today,  we  observe  that  environment 
stands  in  intimate  relationship  to  disease;  ol‘ 
the  causes  of  disease  the  environmental  are 
usually  the  most  obvious  and  the  most  fre- 
quent : there  is  literally  no  end  to  the  variety 
of  patterns  which  environment  presents  as 
settings  for  disease.  Complicated,  blended  and 
interwoven  though  the  environmental  condi- 
tions usually  are,  as  they  are  met  with  in 
medical  practice,  it  is  nevertheless  possible 
and  valuable  to  classify  and  tabulate  them. 
This  is  usually  done  in  works  on  general 
pathology.  Aschoff5  gives  a long  section  to 
environmental  causes  of  disease.  A wide  va- 
riety of  disease  causes  is  considered ; food 
and  drink,  air  and  breathing,  atmospheric 
pressure,  dryness  and  moisture,  sunlight,  radi- 
ant energy,  electric  energy,  heat  and  cold,  ac- 
cident. injury,  poisoning  and  infection  by  bac- 
teria or  other  parasites.  Disease  may  result 
from  too  much  food : from  too  little ; from  de- 
ficiency or  excess  in  one  or  more  of  the  food 
elements;  from  wrong  preparation  of  food: 
from  eating  indigestible  poisonous  or  infected 
material.  Similarly,  with  other  causes  there 
will  often  be  relations  between  disease  and 
the  quantity  or  dosage,  the  quality,  the  in- 
tensity, or  the  time  during  which  the  cause 
acts.  Nowhere  are  the  intricacies  of  this  sub- 
ject more  perplexing  than  in  the  case  of  the 
infectious  diseases,  which  are  so  widely  prev- 
alent and  which  command  so  much  of  our 
thought  today. 

For  each  living  creature  there  is.  probablv, 

. . A . I 

an  optimum  environment  Slight  alteration 
of  external  conditions  may  often  be  actually  | 
beneficial,  and  serve  as  a stimulus  to  the  liv- 
ing form.  Slightly  greater  alteration  in  even 
a single  particular  of  environment  is  apt  to 
produce  disease.  Wide  departures  from  the 
optimum  environment  are  incompatible  with 
life.  Between  the  optimum  and  the  lethal  en- 
vironments are  many  varieties  of  external  con- 
ditions amid  which  the  individual  may  drag 
out  a sickly  and  reluctant  existence. 
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As  it  is  rare  for  two  individuals  to  have 
identically  the  same  vital  inheritance,  it  is 
probable  that  there  are  corresponding  varie- 
ties of  optimum  standards  and  of  disease  levels 
within  each  species.  Moreover,  from  concep- 
tion to  death  the  individual  is  not  biologically 
static,  but  in  continual  change,  offering  an  end- 
less succession  of  changing  requirements  in  re- 
gard to  optimum  environment  and  disease. 

The  geologic  evidence  is  lacking  in  detail, 
but  even  when  allowance  is  made  for  possible 
errors  in  interpretation,  we  are  compelled  to 
conclude  that  conditions  on  the  face  of  the 
earth  have  not  been  in  static  equilibrium  for 
any  long  geologic  period;  that  life  is  possible 
and  always  has  been  possible  only  within  a 
rather  narrow  zone  of  world  conditions;  that 
living  creatures  through  uncounted  generations 
have  continually  been  subjected  to  injurious 
or  unfavorable  living  conditions:  that  adverse 
conditions  have  always  been  the  leading  causes 
in  the  vast  extinctions  recorded  in  the  rocks; 
that  a changing  environment  is  and  always  ha-; 
been  the  great  sieve  through  which  Dame  Na- 
ture presses  abundant  life  to  separate  those 
creatures  whose  course  is  run  from  those  still 
fitted  to  survive.  We  evidently  contemplate 
here  one  of  the  great  primeval  methods  of  Na- 
ture. 

The  biologist  and  pathologist  have  a much 
more  detailed  view  of  the  workings  of  environ- 
ment upon  life  than  is  possible  for  the  geol- 
ogist. In  the  study  of  living  creatures  it  is 
possible  to  observe  delicate  degrees  of  depressed 
i vitality  which  are  registered  as  disturbances  of 
nutrition,  disturbances  of  growth,  disturbances 
of  function,  diminished  fertility,  etc.  There  is 
strong  reason  for  the  opinion  that  the  vitality 
of  living  creatures  today  is  largely  due  to  the 
success  of  ancestral  forms  in  meeting  anti  sur- 
viving the  thrusts  of  nature.  It  is  at  the  price 
i of  many  extinctions  that  we  have  acquired  our 
ability  to  meet  changes  in  temperature;  our 
ability  to  withstand  a variety  of  overfeedings 
and  underfeed ings ; our  mechanisms  for  repair 
through  inflammation ; for  recovery  from  in- 
fectious disease,  and  many  other  deeply  im- 
planted vital  properties. 

It  is  by  no  means  improbable  that  vitality  of 
any  living  form  would  be  distinctly  reduced  in 
a static  environment.  Indeed,  it  is  hard  to  con- 
ceive of  life,  with  its  processes  of  respiration 
and  nutrition,  continuing  in  a static  environ- 
ment. The  very  processes  of  life  themselves 


disturb  the  equilibrium,  continually  converting 
stored  energy  into  free  energy. 

The  facts  relating  to  environment  and  dis- 
ease are  endless  and  complicated,  but  at  least 
it  is  unmistakably  clear  that  environment  sup- 
plies a constant  source  of  causes  of  disease. 
Every  unit  of  animate  nature  is  exposed,  at  one 
time  or  another,  to  maladies  due  to  unfavor- 
able environment. 

The  evidence  from  geology  and  our  own 
times  leads  to  the  conclusion  that  the  condi- 
tions of  external  nature  have  acted  on  each 
separate  living  form  from  the  beginnings  of 
life;  are  acting  on  living  things  today,  will 
continue  to  act  as  lon<>-  as  a living  creature 
inhabits  the  earth.  The  powers  of  nature, 
and  environment  as  a whole,  have  largely  de- 
termined the  extinctions  of  geologic  times; 
have  shaped  the  course  of  evolution,  and,  to- 
day, are  sifting  those  fitted  to  survive  under 
existing  conditions  from  the  unfit.  Creatures 
living  in  environments  distinctly  below  their 
optimum  requirements  are  diseased.  A great 
group  of  diseases  are  either  entirely  or  largely 
of  environmental  causation.  The  relations 
between  environment  and  life  are  of  such  an 
intimate  nature  that  the  conclusion  is  justi- 
fied that  deviations  from  optimum  environ- 
ment have  recurred  from  the  beginnings  of 
life  and  that  environmental  diseases  also  had 
their  start  with  the  beginnings  of  life. 

Section  V. 

From  this  survey  it  appears  that  disease  is 
an  integral  part  of  the  great  scheme  of  life. 
It  represents  both  the  unsuccessful  experi- 
ments of  nature  with  variation,  and  also  the 
misfits  between  living  creatures  and  their  en- 
vironments. Most  diseases  belong  in  either 
one  or  the  other  of  these  classes,  or  in  a group 
involving  both  sets  of  causes.  In  a world 
which  has  changed  as  often  and  as  profoundly 
as  the  earth  has  since  life  appeared;  in  a world 
whose  inhabitants  are  played  upon  by  the 
myriads  of  stimuli  in  evidence  today,  disease 
is  as  closely  related  to  life  and  health  as  the 
hollow  of  the  leave  is  to  the  crest.  Disease  is 
a necessary  companion  to  health  under  the 
conditions  of  existence. 

If  the  conceptions  of  disease,  which  are  here 
advanced,  are  valid,  we  may  with  reason  as- 
sume that  Disease  is  almost  as  ancient  as  Life, 
and  that  disease  has  figured  conspicuously  in 
moulding  the  genera  of  animals  and  plants 
now  inhabiting  the  earth. 
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Moreover,  there  is  no  prospect  of  “disease" 
disappearing.  Separate,  individual  types  of 
disease  (such  as  typhoid  fever,  malaria,  mus- 
tard gas  poisoning,  or  rickets),  may  be  blotted 
out  with  the  advance  of  civilization.  But  no 
species  can  expect  to  be  exempted  from  dis- 
ease so  long  as  the  germplasm  furnishes  non- 
identical offspring,  and  so  long  as  each  crea- 
ture spins  its  own  thread  of  life  by  means  of 
internal  forces,  which  may  fail  to  harmonize 
with  the  uncontrollable,  everchanging  surge  of 
events  in  the  world  of  external  nature. 


I wish  to  express  my  thanks  to  several  colleagues 
in  the  University  of  Virginia  for  their  interest  and 
advice  in  my  writing  of  this  paper.  In  particular 
am  I indebted  to  Dr.  Carroll  Sparrow  for  many 
helpfu'  suggestions,  and  to  Dr.  Ivey  Lewis. 
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UNUSUAL  CASE  OF  BLOOD-CALCIUM 
DEFICIENCY.* 

By  FRANK  P.  SMART.  M.  D..  Norfolk.  Va. 

I will  not.  burden  you  with  a resume  of  the 
role  that  calcium  plays  in  the  human  economy, 
but  will  merely  state  that  in  my  experience 

*Read  before  the  eighth  annual  meeting  of  the  Virginia 
Society  of  Oto- Laryngology  and  Ophthalmology,  at  Charlottes- 
ville, Va.,  April  30,  1927. 


the  chief  conditions  associated  with  a low 
blood-calcium  content  are  delayed  clotting-time 
of  the  blood  and  the  conditions  associated  with 
allei’gic  reactions  from  protein  sensitization, 
such  as  hav-fever.  asthma,  hyperesthetic  or 
vaso-motor  rhinitis,  urticaria,  etc.  The  blood- 
calcium  may  also  be  low  during  pregnancy,  in 
tetany,  spasmophilia,  tuberculosis,  rickets  and 
other  bone  troubles;  and  while  it  might  be 
found  to  be  low  in  individuals  suffering  with 
many  other  diseases,  I would  not  be  inclined 
to  look  upon  this  deficiency  as  having  any  etio- 
logical relation  to  those  diseases.  In  other 
words,  I would  not  expect  the  raising  of  the 
blood-calcium  content  to  have  any  great  cura- 
tive effect  on  any  condition  not  included  in 
the  groups  mentioned  above,  but  that  is  exact- 
ly what  has  happened  to  me,  and  that  experi- 
ence is  the  cause  of  my  presenting  this  case 
for  your  consideration. 

Case  Report 

The  patient  was  a well-developed  and  well- 
nourished  white  woman,  thirty  years  of  age. 
In  1918,  she  first  consulted  me,  complaining  of 
pain,  photophobia  and  redness  of  both  eyes. 
The  family  history  and  her  past  history  were 
excellent  except  that  her  father  contracted  pul- 
monary tuberculosis  some  time  before  his 
death,  which  was  due  to  other  causes.  The 
eyes  showed  a typical,  bilateral  episcleritis, 
which  was  unusually  resistant  to  treatment. 

I was  never  able  to  find  any  focal  infection  to 
blame  it  on.  The  Wassermann  was,  and  has 
consistently  been  negative,  the  tonsils  and  ade- 
noids had  been  cleanly  removed,  as  had  the  : 
appendix;  there  was  no  reason  to  suspect  in- 
testinal stasis;  all  the  teeth  were  vital  and 
sound,  and  the  Roentgenograms  showed  no 
pathology  at  the  root  apices.  After  a month 
or  more,  I gave  her  a subconjunctival  injection 
of  1 :1500  cyanide  of  mercury  in  the  worst 
eye.  and  the  result  was  so  gratifying  that  I 
injected  the  other  eye  a week  later,  with  a 
rapid  and  apparently  complete  cure  as  the  re- 
sult. 

A month  later  she  returned  with  similar 
symptoms  in  the  left  eve  only,  the  condition 
developing  into  a true,  deep  scleritis,  for  which 
I could  do  little  or  nothing.  She  was  re- 
peatedly referred  to  the  best  internists  avail- 
able, who  gave  her  clean  bills  of  health  except 
for  the  local  eye  condition.  They  searched  ; 
for  some  tuberculous  condition  with  extreme 
care  on  account  of  her  family  history,  but  were 
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unable  to  find  anything  the  least  suspicious. 
The  surgeon,  in  making  a pelvic  examination, 
found  what  he  called  very  slight  tenderness  in 
the  left  lower  quadrant,  which  he  thought  was 
of  no  significance.  Meanwhile,  the  sclera  was 
beginning  to  give  way,  so,  at  my  insistence, 
he  consented  to  do  a laparotomy,  and  removed 
a small  tubo-ovarian  cyst,  which  was  sur- 
rounded by  many  fine  adhesions,  and  which 
contained  a large,  decomposing  blood-clot. 
This  was  followed  by  a rapid  subsidence  of  all 
inflammatory  symptoms,  and  in  about  (two 
weeks  the  eye  was  symptom-free,  although  the 
scleritis  left  a bluish,  broad-based  ectatic  area 
located  in  the  upper  temporal  quadrant  a few 
millimeters  behind  the  ciliary  region,  which  is 
fortunately  too  far  back  to  produce  a bad  cos- 
metic effect,  and  is  too  far  forward  to  ma- 
terially affect  her  central  vision.  Her  central 
vision  and  muscle  balance  were  normal  before 
the  attack,  but  six  months  later  she  had  de- 
veloped  two  diopters  of  myopic  astigmatism 
and  a left  hyperphoria  of  two  prism-diopters 
on  looking  forward,  and  one-half  a prism- 
diopter  on  looking  downward. 

For  two  years  she  had  no  ocular  discomfort 
while  wearing  the  indicated  cylindrical  and 
prismatic  glasses.  Then,  in  1921.  she  began 
developing  phlyctenulae  of  the  most  stubborn 
character,  first  on  one  cornea,  then  on  the 
other.  None  of  the  generally  used  ointments, 
powders,  lotions  or  tonics  seemed  to  shorten 
their  duration  or  materially  alleviate  the  dis- 
comfort. Remembering  her  family  history, 
and  also  the  reputed  connection  between  these 
conditions  and  the  scrofulous  diathesis,  I gave 
her  15  doses  of  old  tuberculin,  gradually  work- 
ing up  to  a dose  of  1/20  milligram,  with  rather 
questionable  results.  The  phlyctenulae  con- 
tinued appearing  with  less  severity  and  at 
greater  intervals  for  about  two  years. 

In  December,  1923,  she  developed  a small 
ulcer  at  the  anterior  tip  of  the  left  lower  tur- 
binate, and  a similar  one  on  the  septum  nasi 
at  a point  just  opposite.  These  ulcers  were  in- 
dolent, but  resisted  all  ointments,  antiseptics 
and  the  electric  cautery.  They  remained  un- 
changed until  I employed  ultra-violet  radia- 
tion locally  through  a quartz  rod.  Daily  use 
of  this  agent  brought  about  a cure  in  ten  days. 

On  September  24,  1926,  she  developed  three 
phlyctenules  on  the  right  cornea,  which 
rapidly  broke  down  into  small  idcers  which 
could  be  seen  only  after  staining  with  fluores- 
cein. The  lower  limbus  became  congested. 


and  fine  blood  vessels  could  be  seen  in  the 
lower  cornea  by  using  the  slit  lamp.  The 
ulcers  healed  promptly,  but  the  congestion  at 
the  limbus  spread  downward  and  soon  de- 
veloped into  a violent  scleritis.  By  blanching 
the  superficial  vessels  with  adrenalin,  the  deep 
lavender  color  of  the  sclera  could  be  seen,  but 
without  such  blanching  it  could  not,  as  the 
surface  reaction  was  so  intense.  The  conjunc- 
tiva was  raised  to  a height  of  about  two  milli- 
meters, and  i-eally  resembled  g small  boil. 
There  was  also  some  visual  disturbance  due  to 
the  appearance  of  floaters  in  the  vitreous.  She 
was  given  large  doses  of  salicylate,  atropine 
and  dionin  drops,  and  the  electric  thermo- 
phore was  used,  with  no  result.  This  con- 
tinued for  two  weeks,  when,  for  no  particular 
reason  except  that  it  had  not  been  done  before, 
I had  her  blood-calcium  content  determined, 
and  it  was  found  to  be  7.6.  She  was  given  cal- 
cium chloride  intravenously  with  parathyroid 
hypodermically,  and  experienced  marked  re- 
lief in  less  than  twelve  hours.  This  was  re- 
peated daily  for  ten  days,  and  after  the  third 
dose  I could  see  a marked  improvement.  After 
the  ten  doses,  she  rested  a week,  and  then  took 
seven  more.  After  a short  rest,  the  blood-cal- 
cium was  found  to  be  11.3,  at  which  time  she 
was  discharged  as  well. 

She  had  no  further  trouble  until  January, 
1927,  four  months  after  her  last  treatment, 
when  she  started  with  her  usual  symptoms  of 
burning  and  episcleral  congestion  while  away 
on  a trip.  It  got  so  bad  after  a few  days  that 
she  cut  her  trip  short  and  came  back,  at  which 
time  she  had  a blood-calcium  of  only  9.  She 
was  given  twenty  grains  of  calcium  lactate 
three  times  a day,  and  took  daily  exposures  to 
ultra-violet  rays,  using  the  Alpine  lamp  all 
over  the  body.  The  result  was  just  as  happy 
as  the  former  one,  all  symptoms  disappearing 
in  a day  or  two  with  a rise  of  her  blood  cal- 
cium to  10. 

She  has  had  one  other  slight  relapse,  in  the 
latter  part  of  February,  associated  with  a cal- 
cium index  of  9,  which  was  treated  as  above, 
with  the  same  result. 

Since  this  last  flare-up  she  has  been  on  a 
diet  rich  in  calcium,  and  has  taken  Alpine  light 
radiations  once  or  twice  a week,  just  enough 
to  keep  her  well  tanned,  and  has  had  no  fur- 
ther trouble.  She  lias  been  advised  to  continue 
her  diet,  and  spend  as  much  time  as  possible 
this  summer  at  the  beach  in  her  bathing  suit. 
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Remarks 

I would  like  very  much  to  be  able  to  report 
a series  of  scleritis  cases,  but  this  is  the  only 
one  that  I have  seen  in  recent  years. 

I do  not  claim  any  credit  for  the  happy 
termination  of  this  case  (if  indeed,  it  be  a 
termination)  because  it  was  not  the  result  of 
reason,  but  merely  a fortuitous  circumstance 
that  I stumbled  on  the  right  remedy  in  blun- 
dering around,  grasping  at  straws. 

I do  not  claim  that  calcium  deficiency  is  al- 
ways the  cause  of  scleritis.  or  even  that  it  was 
the  cause  in  the  case  reported.  I merely  claim 
that,  in  this  case,  the  patient  had  three  attacks 
that  started  alike  in  the  same  place,  that  the 
blood  calcium  was  low  in  each  instance,  and 
that  the  condition  got  well  promptly  as  soon 
as  the  blood  calcium  was  brought  up. 

My  plea  to  you  gentlemen  is  two-fold : 

First: — Scleritis  is  a disease  fraught  with 
such  dire  possible  consequences  to  the  eye,  and 
the  etiology  and  treatment  are  so  uncertain  and 
unsatisfactory  at  present,  that  I beg  you  to 
study  the  blood-chemistry  of  all  such  cases 
that  come  under  your  care.  Probably  no  one 
of  us  sees  a sufficient  number  of  such  cases  to 
arrive  at  anything  definite,  but.  if  we  all  keep 
it  in  mind,  we  may  be  able  to  prove  whether 
or  not  all  cases  of  scleritis  have  calcium  de- 
ficiency. and  whether  or  not  the  administra- 
tion of  calcium  may  be  relied  on. 

Second : — So  far  as  I know,  no  one  has  ever 
hinted  that  there  may  be  a connection  between 
scleritis  and  calcium  deficiency.  This  case 
seems  to  indicate  that  there  might  be.  Might 
it  not  play  a part  in  the  etiology  of  other 
poorly  understood  diseases  ? My  suggestion  is 
that,  whenever  you  have  blood  chemistry  done 
for  anv  other  reason,  you  include  a determina- 
tion of  its  calcium  content. 

810  Medical  Arts  Budding. 


A METHOD  OF  CONTROLLING  SKIN 
IRRITATION  FOLLOWING 
COLOSTOMY. 

By  WILLIAM  B.  MARBURY,  M.  D„  Washington,  D.  C. 

The  principal  reason  for  bringing  the  two 
cases  that  I have  to  your  attention  is  to  show 
a simple  device  for  controlling  some  of  the 
annoying  effects  to  the  patient,  of  a colostomy. 
In  both  cases,  an  opening  was  made  in  the 
caecum  to  relieve  an  obstruction  in  the  sig- 
moid. which,  for  reasons  to  be  shown  later, 
could  not  be  directly  attached.  Both  patients 
were  operated  on  about  three  years  ago  for 


supposedly  carcinoma  of  the  sigmoid.  One 
died  a year  later  with  more  or  less  general 
carcinomatosis  and  the  other  is  still  living.  In 
neither  one  was  an  exploration  done.  Both 
were  done  under  local  anaesthesia. 

The  device  used  to  prevent  constant  soiling 
and  irritation  of  the  skin  in  the  region  of  the 
wound  was  to  fit  a soft  rubber  tube,  about  three 
inches  Iona-  and  one-half  inch  wide,  into  the 


Figure  1. — Fistulous  opening:  into  the  caecum  through  a 

McBurney  incision.  The  tube  shown  lying  on  the  abdomen. 

opening  in  the  gut  and  clamp  the  projecting 
end  with  a screw-clamp.  Vaseline  gauze  was 
placed  immediately  around  the  tube  and  the 
clamp  rested  on  this.  A small  dressing  of 
gauze  was  placed  over  the  area  and  held  with 
adhesive.  One  patient  further  modified  this 
arrangement,  apparently  much  to  his  satisfac- 
tion, by  placing  a safety  pin  through  the  end 
of  the  tube  and  closing  the  lumen  by  inserting 
a tip  of  gauze.  I saw  him  quite  recently  and 
he  told  me  that  he  had  no  inconveniences  from 
his  artificial  anus.  Twice  a week,  a visiting 
nurse  irrigates  the  colon  through  the  tube  and 
except  on  these  occasions,  he  does  not  have  to  . 
change  the  dressing.  Nothing  passes  bv  the  : 
usual  route. 

It  is  interesting  to  note  that,  following  the 
caecostomy.  more  fecal  matter  passed  by  the  | 
natural  route  than  before.  This  is  probably 
due  to  the  fact  that  the  bowel  content  is  more 
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fluid  because  of  irrigation  from  above  and  less 
congestion  in  the  region  of  the  stricture.  The 
tube  only  Avorks  satisfactorily  when  the  gut  has 
been  sutured  to  the  peritoneum  and  not  brought 
to  the  surface.  In  the  latter  case,  there  is  an 
eversion  of  the  mucous  membrane,  especially 
during  peristalsis,  which  prevents  it  from  fit- 
ting snugly. 

Smith  and  Christensen  have  reported  a 
method  of  preventing  skin  excoriation,  which 
seems  worthy  of  mention.  They  experimented 
with  different  substances  to  neutralize  diges- 
tive action  of  enzymes  poured  out  in  the 
bowel  secretions,  and  found  that  kaolin  was 
probably  the  best.  They  mixed  kaolin  and 
glycerine  to  make  a thin  paste  and  spread  it 
around  the  fistula.  Powdered  kaolin  is  then 
dusted  on  and  a dressing  is  applied.  Com- 


Figure  2. — Tube  inserted  and  held  in  place  by  a safety  pin. 


plete  relief  is  given  for  fi'om  five  to  twelve 
hours  when  the  application  is  renewed. 

Case  1. — Mrs.  W.  B.,  seen  first  on  June  21, 
1924,  complaining  of  pain  in  the  abdomen  and 
eonstipation.  Her  general  health  had  always 
been  good  until  a year  before  this  when  she 
had  trouble  with  her  heart — myocarditis  with 
fibrillation.  For  three  months  she  had  had 
pain  at  times,  often  severe,  in  the  right  side 
of  the  abdomen,  and  marked  constipation. 
Her  bowels  only  moved  with  the  aid  of  drastic 
cathartics,  and  Avere  quite  fluid — no  formed 


stools.  On  the  20th,  she  A?omited  several  times, 
but  that  evening  she  had  the  best  bowel  moAre- 
ment  in  ten  days.  This  was  probably  the  re- 
sult of  castor  oil  taken  on  the  18th.  She  passed 
some  blood  from  the  rectum  but,  since  she  had 
hemorrhoids,  it  was  difficult  to  be  sure  of  the 
source.  Physical  examination  showed  Avoman, 
seventy-seven  years  old,  rather  well  preserved. 
Head  and  neck  negative.  Crepitant  rales  could 
be  heard  at  the  bases  of  both  lungs.  Heart  en- 
larged, but  no  murmurs.  Constant  fibrilla- 
tion. Heart  beats  120-130,  with  only  half  this 
number  transmitted  to  the  wrist.  Some  swell- 
ing of  the  ankles.  Systolic  blood  pressure  180. 
The  abdomen  was  considerably  distended  and 
a fixed  mass  could  be  felt  in  the  lower  left 
quadrant.  This  was  about  the  size  of  an  egg 
but  difficult  to  outline.  Rectal  examination 
revealed  nothing  of  importance.  Dr.  Kerr  saw 
the  patient  in  consultation  and  concurred  in 
the  diagnosis  of  carcinoma  of  the  sigmoid. 

She  was  removed  to  Emergency  Hospital 
and  under  local  anaesthesia  a McBurney  in- 
cision was  made  and  the  caecum  brought  into 
the  wound  and  sutured  with  f.  b.  s.  to  the 
peritoneum.  A purse  string  suture  was  placed 
in  the  part  of  the  gut  presenting  but  left  loose. 
Two  guide  sutures  Avere  placed  opposite  to  each 
other  for  traction  and  identification.  The 
Avound  was  partially  closed.  On  the  follow- 
ing day  a small  opening  was  made  into  the 
bowel  and  a No.  20  catheter  inserted.  The 
purse  string  Avas  pulled  taut.  She  had  a 
stormy  convalescence  because  of  her  heart  and 
Avas  in  the  hospital  for  three  weeks.  She  lhTed 
just  about  a year,  but,  in  the  interim,  she  was 
comparatively  comfortable,  and  was  able  to 
get  about  and  take  an  occasional  walk  or  drive. 
She  wrass  irrigated  through  the  tube  every 
second  day.  There  was  no  soiling  and  no  ir- 
ritation of  the  skin. 

Case  2. — Mr.  F.  A.,  male,  65  years  old.  Seen 
February  27,  1924,  complaining  of  cramps  in 
his  abdomen — Avith  constipation.  His  general 
health  had  been  good  until  two  weeks  before. 
He  had  taken  all  kinds  of  cathartics  without 
much  result.  An  X-ray,  taken  by  Dr.  Merritt, 
showed  as  follows:  “Examination  of  the  chest 
shoAvs  increased  width  of  the  thoracic  aorta  to 
the  point  of  establishization  of  aneurysm.  The 
stomach  is  normal,  as  is  the  duodenal  cap.  No 
shadow  of  gall-stone.  The  colon  shows  enor- 
mous quantities  of  gas  trapped  throughout, 
with  spaces  in  the  terminal  third.  The  patient 
could  not  retain  an  enema  in  the  slightest 
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amount.  This  is  doubtless  due  to  some  obstruc- 
tion, probably  in  the  recto-sigmoidal  appara- 
tus." There  was  no  difference  in  the  pulse  at  the 
wrist  and  no  bruit  could  be  heard.  The  blood 
pressure  was  212  systolic.  The  urine  showed  a 
faint  trace  of  albumen  and  a few  hyaline  and 
granular  casts.  The  abdomen  was  markedly 
enlarged  and  a definite  pattern  of  distended 
coils  of  intestines  could  be  seen.  There  had  been 
no  vomiting.  No  blood  or  mucus  from  the  rec- 
tum. Rectal  examination  negative. 

A colostomy  was  done  on  February  29,  1924, 
following  the  same  technic  as  in  the  previous 
case. 

It  is  worthy  of  note  that  in  a buried  bowel 


Figure  3. — Much  smaller  piece  of  gauze  may  be  used  to 
protect  the  skin. 

such  as  this,  i.  e.,  when  the  bowel  is  sutured  to 
the  peritoneum  and  not  brought  to  the  surface, 
it  is  important  to  pack  off  with  vaseline  gauze 
so  as  to  prevent  the  muscles  from  crowding 
in  and  obscuring  the  purse  string  suture.  If 
this  precaution  is  taken,  an  opening  can  be 
made  in  the  gut  later,  generally  the  following 
day,  with  very  little  retraction  and,  conse- 
quently. very  little  discomfort. 

I have  not  had  an  occasion  to  use  the  tube 
in  a left-sided  colostomy,  but  see  no  reason  why 
it  should  not  work  as  well. 

1015  Sixteenth  Street. 


THE  RESULTS  IN  THE  TREATMENT  OF 
PULMONARY  TUBERCULOSIS  BY 
ARTIFICIAL  PNEUMOTHORAX 
IN  SEVENTY-SIX  CASES.* 

By  W.  L.  DUNN,  M.  D„ 
and 

FRANK  B.  STAFFORD,  M.  D., 

Sanatorium,  Va. 

The  purpose  of  this  report  is  to  tabulate  the 
results  obtained  in  seventy-six  cases  of  pulmo- 
nary tuberculosis  treated  by  artificial  pneumo- 
thorax. These  patients  received  treatment  in 
this  sanatorium  for  varying  periods  of  time 
during  the  six  3’ears  that  this  institution  has 
existed.  It  is  not  within  the  scope  of  this 
article  to  consider  the  relative  merits  and  de- 
merits of  artificial  pneumothorox  in  the  treat- 
ment of  pulmonary  tuberculosis,  nor  is  it  the 
intention  of  the  authors  to  discuss  at  any  length 
the  indications  for  this  procedure.  Our  chief 
interest  in  this  paper  lies  in  the  results  ob- 
tained and  not  in  a discussion  of  principles. 
However,  to  accomplish  this  end  it  will  be 
necessary  briefly  to  mention  the  indications  for 
this  treatment  as  they  have  existed  here,  with 
a few  cursory  remarks  on  the  dangers  of  this 
operation. 

The  indications  for  artificial  pneumothorax 
as  it  lias  been  employed  here  have  been  four 
in  number : 

1.  Progressive  Disease. — Under  this  head- 
ing are  grouped  those  cases  which  mostly 
showed  extensive  involvement  and  failed  to 
improve  with  rest,  proper  diet  and  routine 
sanatorium  treatment,  those  exhibiting  an  ex- 
tension of  the  process,  and  those  in  whom  com- 
plications, such  as  tuberculosis  of  the  larynx, 
were  arising.  In  a few  cases  it  has  been  tried 
as  a sort  of  forlorn  hope,  cases  in  which  the 
possibility  of  success  was  small. — where  there 
was  everything  to  gain  and  nothing  to  lose. 

2.  Uncontrollable  Hemorrhage. — Cases  in 
which  the  usual  medicinal  measures  have  failed 
and  the  patient  is  steadily  growing  weaker 
from  loss  of  blood.  The  difficulties  encoun- 
tered are  inability  to  determine  which  lung  the 
hemorrhage  is  coming  from,  and  inability  to 
compress  the  lung  because  of  extensive  adhe- 
sions. Usually  the  patient  is  conscious  of  some 
discomfort — either  actual  pain  or  soreness — on 
the  affected  side,  and  frequently  large  bubbling 
rales  can  be  heard  on  that  side  during  inspira- 
tion if  examination  is  made  soon  after  hlood- 
spitting  began. 

Routine  X-ray  films  (stereoscopic)  and  sub- 

•Treated  at  the  Blue  Ridee  Sanatorium,  Charlottesville.  Va. 
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sequent  physical  examinations  are  available 
for  study  should  an  emergency  arise  and  neces- 
sitate the  making  of  a quick  decision  as  to 
whether  artificial  pneumothorax  is  a justifia- 
ble procedure. 

3.  Spontaneous  Pneumothorax.  — Usually 
the  patient  has  a rather  extensive  pathological 
process  in  the  lung  which  has  collapsed  spon- 
taneously, consequently  continued  compression 
is  advantageous  to  the  patient.  Of  course,  the 
degree  of  collapse  maintained  is  governed  by 
the  condition  of  the  lung  on  the  opposite  side. 

4.  Pleurisy  with  Effusion.  — The  fluid 
withdrawn  is  replaced  by  an  approximately 
equal  volume  of  air.  If  pneumothorax  is  not 
continued  bv  artificial  means,  the  inflamed 
parietal  and  visceral  layers  of  pleura  will  be- 
come adherent  and  cause  the  patient  consid- 
erable pain  and  discomfort.  Often  there  is 
parenchymatous  disease  present  which  con- 
tinued compression  helps. 

The  complications  which  may  arise  during 
the  course  of  such  treatment  are  numerous,  the 
more  important  of  which  are: 

1.  Infection  of  the  contralateral  lung. 

2.  Empyema — either  from  improper  tech- 
nique, infection  from  puncturing  the  lung,  or 
the  breaking  of  an  adhesion  with  a tearing  of 
the  visceral  pleura. 

3.  Embarrassment  of  the  circulation  by  dis- 
placement of  the  mediastinum,  either  suddenly 
by  too  large  a filling,  or  gradually  by  increas- 
ing the  intrapleural  pressure  beyond  the  point 
of  safety. 

4.  Pleural  effusion — a fairly  frequent  com- 
plication. 

5.  Puncture  of  the  lung  with  consequent 
spontaneous  pneumothorax. 

6.  Pleural  shock, — a very  rare  condition. 

7.  Air  emboli, — also  rare. 

Of  these  complications,  infection  of  the  con- 
tralateral lung  (3  cases),  empyema  (1  case), 
pleural  effusion  (11  cases)  and  embarrass- 
ment of  the  circulation  by  increasing  the  intra- 


pleural pressure  too  rapidly  (several  cases), 
have  been  experienced  in  this  series  of  cases. 

Quite  recently,  one  case,  which  developed  a 
caseous  bronchopneumonia,  was  started  on  ar- 
tificial pneumothorax,  and  in  less  than  a 
month  she  had  a large  area  of  consolidation 
in  the  hilum  region  of  the  opposite  side  where 
previously  there  had  been  no  involvement. 
Two  similar  cases  convince  us  that  such  a 
possibility  should  not  be  considered  too  lightly, 
for  it  occurs  more  frequently  than  is  usually 
thought.  It  is  usually  regarded  as  being  the 
result  of  aspiration  of  infected  material  from 
the  compressed  lung,  and  seems  to  occur  in 
much  the  same  manner  as  aspiration  follow- 
ing hemorrhage. 

One  case  developed  empyema,  from  what 
cause  could  not  be  determined.  Following  the 
institution  of  surgical  drainage  the  patient 
has  improved  considerably. 

The  danger  of  rapidly  collapsing  the  lung 
and  thus  embarrassing-  the  circulation  through 
mediastinal  pressure  displacement  is  an  ever- 
present one  and  must  be  constantly  borne 
in  mind.  In  the  average  case  the  best  results 
are  obtained  by  injecting  a small  amount  of 
air  (average  200 — 300  c.c.)  each  time,  with  a 
short  interval  between  refills.  In  this  institu- 
tion all  pneumothorax  cases  are  examined 
fluoroscopically  about  once  every  six  weeks  or 
two  months,  and,  if  necessary,  X-ray  plates 
are  made  at  that  time.  This  gives  serial  plates 
for  study  and  comparison.  Such  an  examina- 
tion enables  the  physician  to  determine  the 
degree  of  collapse  as  well  ps  the  relative  posi- 
tion of  the  mediastinum  and  its  structures,  and 
if  taken  in  conjunction  with  the  bedside  notes 
on  the  patient,  too  rapid  an  increase  in  the 
intrapleural  pressure  can  be  avoided. 

It  is  by  no  means  possible  to  collapse  a lung 
in  every  case  because  of  the  existence  of  ad- 
hesions. Table  I presents  the  successes  and 
failures  in  attempts  to  compress  a diseased 
lung.  Of  the  seventy-six  cases  in  this  series, 


TABLE  I 

Per  Cent  Of  Cases  In  Which  Lung  Could  Not  Be  Collapsed  By  Artificial  Pneumothorax 


RESULTS 

No.  Of  Cases 

Satisfactory  Collapse 

Failure  To  Collapse  Lung 

Number 

Per  Cent 

Number 

Per  Cent 

76 

66 

86.82 

10 

13.18 
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a satisfactory  collapse  was  secured  in  sixty- 
six,  or  86.82  per  cent.  In  the  remaining  ten 
cases,  or  13.18  per  cent,  failure  was  attribut- 
able to  extensive  adhesions  which  bound  the 
lung  to  the  chest  wall. 

Table  II-A  comprises  a list  of  forty-five  pa- 
tients in  whom  collapse  of  the  diseased  lung 
by  artificial  pneumothorax  was  accomplished 
and  who  are  no  longer  patients  in  this  sana- 
torium. First,  the  indication  for  pneumo- 
thorax is  given  together  with  the  number  of 
cases  receiving  it;  next,  the  risk,  whether 
good,  fair,  poor,  or  very  poor;  lung  involve- 
ment, whether  right  or  left ; the  average  age  of 
the  patients  in  each  group;  the  age  limits  in 
each  group;  and,  most  important,  the  results, 
whether  the  patient  is  immediately  improved 
or  unimproved,  as  well  as  the  ultimate  out- 
come of  the  treatment. 

The  classification  of  patients,  according  to 
what  sort  of  risk  each  case  was,  is  purely  ar- 

TABL1 

Patients  Discharged 


above  the  fourth  rib  to  apex)  in  the  opposite 
lung  becomes  a “poor  risk;”  and  one  having 
the  entire  contralateral  lung  diseased  is  a “very 
poor  risk.” 

Under  the  heading  “results”,  immediate  im- 
provement indicates  a lessening  of  symptoms, 
such  as  cough,  expectoration,  lowering  of  tem- 
perature, improved  appetite  and  a gain  in 
weight.  The  patient  feels  better  and  to  all  ap- 
pearances is  improving.  Ultimate  improve- 
ment signifies  an  amelioration  of  symptoms  and 
an  improvement  in  the  pulmonary  condition. 
It  must  be  remembered  that  according  to  the 
diagnostic  standards  of  the  National  Tuber- 
culosis Association,  no  patient  who  has  arti- 
ficial pneumothorax  can  be  discharged  from 
a sanatorium  as  better  than  “improved.” 

Table  II-A  includes  forty-five  cases,  twenty- 
six  of  whom  received  artificial  pneumothorax 
because  of  progressive  disease,  thirteen  for  the 
control  of  hemorrhage,  five  cases  of  spontane- 
: II-A. 

From  The  Sanatorium 


Indication 

No. 

Cases 

Risk 

Lung 

Ave. 

Age 

Age 

Limits 

RESULTS 

Immediate 

Ultimate 

L 

R 

Improved 

Unimproved 

Improved 

Unimproved 

Progressive  Disease 

26 

Good 

1 

3(4) 

25 

15-51 

3 

1 

4 

Fair 

5 

1(6) 

4 

2 

4 

2 

Poor 

5 

5(10) 

8 

2 

7 

3 

Very  Poor 

4 

2(6) 

2 

4 

2 

4 

17 

9 

17 

9 

Hemorrhage 

13 

Good 

2 

(2) 

29 

16-45 

2 

2 

Fair 

1 

(1) 

1 

1 

Poor 

5 

2(7) 

7 

6 

1 

Very  Poor 

1 

2(3) 

3 

3 

13 

9 

4* 

Spontaneous  Pneu- 

mothorax 

5 

Poor 

2(2) 

31 

21-37 

2 

2 

Very  Poor 

2 

1(3) 

2 

1 

2 

1 

4 

1 

4 

1 

Pleurisy  with 

Effusion 

1 

Good 

1 

57 

57 

1 

1 

1 

1 

•In  three  cases  not  listed  adhesions  prevented  collapse  of  the  lung,  but  hemorrhage  stopped  immediately. 


bitrary  and  is  based  solely  on  the  extent  of 
the  involvement  in  the  contralateral  lung.  A 
case  with  unilateral  pulmonary  tuberculosis 
is  a “good  risk;”  one  with  a minimal  amount 
of  disease  (above  the  second  rib)  in  the  op- 
posite lung  may  be  considered  a “fair  risk;” 
while  one  with  moderate  involvement  (disease 


ous  pneumothorax  and  one  case  of  pleurisy 
with  effusion. 

Of  the  twenty-six  cases  of  progressive  dis- 
ease, four  were  good  risks,  three  of  whom  were 
immediately  improved  and  one  unimproved, 
while  all  four  were  ultimately  improved.  Of 
six  fair  risks,  four  were  bofh  immediatelv  and 
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ultimately  improved,  and  two  showed  no  bene- 
fit at  all.  Of  the  ten  poor  risks  eight  were 
immediately  improved  and  two  unimproved, 
while  seven  left  the  sanatorium  as  improved 
and  three  as  unimproved.  Of  the  six  very 
poor  risks,  two  were  both  immediately  and 
finally  improved  and  four  showed  no  response 
whatever. 

In  thirteen  hemorrhage  cases,  two  were  good 
risks,  and  both  improved  immediately  and  con- 
tinued to  progress  as  did  the  one  fair  risk. 
All  seven  poor  risks  were  immediately  im- 
proved, of  which  six  were  permanently  bene- 
fited and  one  was  not.  Three  very  poor  risks 
showed  immediate  improvement  in  that  their 
hemorrhage  was  controlled  and  symptomati- 
cally they  were  better,  but  ultimately  the  treat- 
ment did  no  good. 

Of  five  cases  of  spontaneous  pneumothorax, 
two  were  poor  risks  which  improved  both  im- 
mediately and  ultimately,  as  did  two  of  the 
three  very  poor  risks.  One  Arery  poor  risk  did 
not  show  improvement. 

The  only  case  of  pleurisy  with  effusion, 
which  was  a good  risk,  improved  steadily  from 
the  beginning  of  treatment,  and  has  now  re- 
sumed his  professorial  duties  in  college. 

Table  II-B  is  a summary  of  the  twenty-one 
cases  now  receiving  pneumothorax  treatment 
at  this  sanatorium,  seventeen  on  account  of 
progressive  disease  and  four  because  of  hemor- 
rhage. Of  the  seventeen  so  treated  for  pro- 
gressive disease,  seven  were  fair  risks,  of  which 
number  six  were  both  immediately  and  ulti- 
mately benefited,  one  showed  no  immediate 
effect,  and  at  present  treatment  has  not  been 


continued  long  enough  for  the  ultimate  result 
to  be  determined.  Four  of  the  five  poor  risks 
were  improved  immediately  and  ultimately, 
while  one  has  showed  no  immediate  improve- 
ment and  the  ultimate  result  is  doubtful.  Of 
five  very  poor  risks,  four  were  immediately 
improved  and  one  unimproved.  Ultimately, 
one  was  benefited  and  three  were  not. 

Of  the  four  cases  given  artificial  pneumo- 
thorax for  the  control  of  hemorrhage,  two  were 
fair  risks,  and  two  were  very  poor  risks,  but 
all  four  were  both  immediately  and  ultimately 
improved. 

Table  III-A  gives  a summary  of  the  essen- 
tial points  in  Tables  II-A  and  B.  Of  forty- 
three  cases  having  progressive  disease  as  their 
indication,  thirty-one  (72.1  per  cent)  were  im- 
mediately improved,  with  twelve  (27.9  per 
cent)  showing  no  change;  twenty-eight  (65.12 
per  cent)  were  idtimately  helped  and  twelve 
(34.88  per  cent)  were  not  (three  cases  have  not 
received  treatment  lonm  enough  for  the  ulti- 
mate  result  to  be  determined).  Of  the  seven- 
teen hemorrhage  cases,  all  seventeen  (100  per 
cent)  had  their  hemoptysis  controlled,  while 
thirteen  (76.5  per  cent)  were  ultimately  im- 
proved. In  five  cases  of  spontaneous  pneumo- 
thorax, four  (80  per  cent)  were  both  immedi- 
ately and  ultimately  improved,  while  one 
(20  per  cent)  showed  no  effect.  The  only  case 
of  pleurisy  with  effusion  was  immediately  and 
ultimately  improved. 

Of  the  sixty-six  cases  in  which  the  lung  was 
successfully  collapsed,  fifty-three  (80.3  per 
cent)  were  imemdiately  improved  and  forty- 
six  (73  per  cent)  were  ultimately  benefited. 


TABLE  II-B. 

Patients  Now  Receiving  Pneumothorax  Treatment 


Indication 

No. 

Cases 

Risk 

Lung 

Ave. 

Age 

Age 

Limits 

RESULTS 

Immediate 

Ultimate 

L 

R 

Improved 

Unimproved 

Improved 

Unimproved 

Progressive  Disease 

17 

Fair 

5 

2(7) 

28.9 

9 50 

6 

1 

6** 

Poor 

3 

2(5) 

4 

1 

4** 

Very  Poor 

2 

3(5) 

4 

1 

r* 

3 

14 

3 

ii 

3 

2 

Hemorrhage 

4 

Fair 

1 

1(2) 

18 

14-22 

2 

Very  Poor 

2 

2 

2 

4 

4 

“Three  patients,  one  fair  risk,  one  poor  risk,  and  one  very  poor  risk,  have  not  been  treated  long  enough  for  the  ultimate 
result  to  be  evident. 
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TABLE  1 1 1— A. 
Summary 


RESULTS 

Indication 

No. 

Cases 

Risk 

Lung 

Ave. 

Age 

Age 

Limits 

Immediate 

U ltimate 

Improved 

Unimproved 

Improved 

Unimproved 

L 

R 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Progressive 

Disease 

43 

4 

13  15  11 

25 

18 

26.5 

9-51 

31 

72.1 

12 

27.9 

28 

65.12 

12 

34.88* 

Hemorrhage 

17 

2 

3 7 5 

12 

5 

26.4 

14-45 

17 

100. 

13 

76.5 

4 

23.5** 

Spontaneous 

Pneumothorax 

5 

2 3 

2 

3 

31 

21-37 

4 

80. 

1 

20. 

4 

SO. 

1 

20. 

Pleurisy  with 
Effusion 

1 

1 

1 

57 

57 

1 

1 

66 

7 

16  24  19 

39 

27 

27.3 

9-57 

53 

80.3 

13 

19.7 

46 

73.1 

17 

26.9 

•One  patient  classified  as  a fair  risk  and  two  considered  as  poor  risks  have  not  been  taking  pneumothorax  treatment  long 
enough  for  the  ultimate  result  to  be  determined. 

••One  former  patient  and  two  now  in  the  sanatorium  at  present  hemorrhaged  and  an  attempt  was  made  to  collapse  the  af- 
fected lung,  but  was  unsuccessful  because  of  numerous  adhesions  : however,  all  three  patients  were  free  from  further  hemop- 
tysis at  that  time,  whether  as  a result  of  the  few  hundred  c.c.  of  air  injectd  into  the  pleural  sac  or  from  something  else,  can- 
not be  determined.  They  have  been  omitted  from  the  list  above. 


These  figures  for  the  ultimate  result  do  not 
take  into  account  three  cases  which  have  re- 
ceived treatment  long  enough  to  determine  the 
final  result.  In  thirty-nine  the  left  lung  was 
collapsed,  and  in  twenty-seven  the  right  lung 
was  compressed. 

Table  III-B  classifies  the  results  according 
to  the  type  of  risk  each  patient  was.  Of  the 
sixty-six  cases  in  this  series,  seven  were  good 
risks:  of  this  latter  number,  six  (85.7  per  cent) 
were  immediately  improved,  and  all  seven 
(100  per  cent)  were  discharged  as  improved. 
Of  the  sixteen  fair  risks,  thirteen  (81.3  per 
cent)  were  immediately  improved  and  3 (18.7 


per  cent)  unimproved,  while  thirteen  (86.67 
per  cent)  were  ultimately  improved  and  two 
(13.33  per  cent)  were  unimproved  (ultimate 
result  doubtful  in  one  case).  Twenty-four 
were  poor  risks,  of  whom  twenty-one  (87.5  per 
cent)  were  immediately  helped  and  three  ( 12.5 
per  cent)  were  not;  nineteen  (82.6  per  cent! 
were  ultimately  improved  and  four  (27.4  per- 
cent) continued  to  grow  worse  (ultimate  re- 
sult doubtful  in  one  case).  In  nineteen  cases 
classified  as  very  poor  risks,  thirteen  (68.42  per 
cent)  were  immediately  benefited,  while  six 
(31.58  per  cent)  were  not.  Seven  (38.88  per- 
cent) were  ultimately  improved  and  eleven 


TABLE  III-B. 

Results  According  To  The  Type  Of  Risk 


RESULTS 

Risk 

No.  Cases 

Immediate 

Ultimate 

Improved 

Unimproved 

Improved 

Unimproved 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

Good 

7 

6 

87.5 

1 

14.3 

7 

100 

Fair 

16 

13 

81.3 

3 

18.7 

13 

86.67 

2 

13.33* 

Poor 

24 

21 

87.5 

3 

12.7 

19 

82.6 

4 

27.4* 

Very  Poor 

19 

13 

68.42 

6 

31.58 

7 

38.88 

11 

61  12* 

66 

53 

80.3 

13 

19.7 

46 

73.1 

17 

26.9 

•One  patient  has  not  been  receiving  pneumothorax  treatment  long  enough  for  the  ultimate  result  to  be  determined. 
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(61.12  per  cent)  were  ultimately  unimproved 
(ultimate  result  doubtful  in  one  case). 

Table  IV  shows  the  number  and  per  cent 
of  patients  receiving  artificial  pneumothorax 
who  at  some  time  during  the  course  of  treat- 
ment gave  evidence,  either  on  X-ray  or  phy- 
sical examination,  of  fluid  in  the  pleural 


sanatorium,  twenty-three  (74.2  per  cent) 
gained  from  two  to  forty  lbs.,  an  average  gain 
of  fifteen  lbs. ; two  neither  gained  nor  lost,  and 
four  lost  weighjt.  Of  the  nineteen  patients  now 
receiving  this  treatment,  eleven  (58  per  cent) 
gained  from  3.5  to  45  lbs.,  an  average  gain  of 
16.05  lbs. 


TABLE  IV. 

Pleural  Effusion  As  A Complication  Of  Artificial  Pneumothorax 


Number  of 
Cases 

Showing  Fluid 

Aspirated 

Spontaneous 

Pneumothorax 

Amount  of 
Small  for 

Fluid  Too 
Aspiration 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

57 

27 

47.36 

13 

22.8 

2 

100 

14 

24.56 

Excluding  ca 

ses  with  spo 

ntaneous  pn 

eumothorax. 

55 

25 

45.45 

11 

20. 

14 

25.45 

NOTE:  Four  cases  not  included  in  the  figures  given  above  were  admitted  with  spontaneous  hydro-pneumothorax  and  had 
to  be  aspirated,  as  did  one  case,  also  not  included  in  these  figures,  admitted  and  diagnosed  as  having  pleurisy  with  effusion. 


cavity.  Of  fifty-seven  cases,  twenty-seven 
(47.36  per  cent)  showed  fluid  at  some  time.  Of 
this  number,  thirteen  (22.8  per  cent)  required 
aspiration.  Of  the  twenty-seven  cases  pre- 
senting fluid,  fourteen  (24.56  per  cent)  had 
such  small  amounts  that  its  presence  was  noted 
in  routine  physical  or  fluoroscopic  examina- 
tions, but  aspiration  was  never  considered 
necessary. 

The  second  part  of  the  table  excludes  the 
two  cases  of  spontaneous  pneumothorax  men- 
tioned in  the  first  part,  and  deals  with  cases 
of  artificial  pneumothorax  only.  Of  the  fifty- 
five  cases,  twenty-five  (45.45  per  cent)  had 
fluid;  eleven  cases  (20  per  cent)  required  as- 
piration. while  fourteen  (25.45  per  cent) 
showed  very  small  amounts. 

Table  V indicates  the  amount  of  weight 
gained  by  the  patients  who  improved.  Of 
thirty-one  cases  now  discharged  from  this 

TABLE  V. 

Weight  Table 

A.  Patients  Discharged  as  Ultimately  Improved 


Number 

Cases 

Number 

Gaining 

Number 

Stationary 

Number 

Losing 

Least 

Gain-Lbs. 

Greatest 

Gain-Lbs. 

Per  Cent 
Gaining 

Average 

Gain-Lbs. 

31 

23 

2 

4 

2 

40 

74.2 

15.0 

B.  Pneumot 

HORAX  PATIEN 

ts  Now  In  Th 

e Sanatorium 

19 

11 

0 

4 

3.5 

45 

58 

16.05- 

50 

34 

2 

8 

2 

45 

68 

15.34 

Table  VI  gives  the  average  temperature 
curve  of  thirty-nine  patients  who  were  im- 
mediately improved  by  artificial  pneumothorax. 
The  average  temperature  for  one  week  previ- 
ous to  the  institution  of  this  treatment  was 


ll 

% 

If 

_4i 

i 

a 

\ 

a* 

~i 

— \ 

i 

Table  No.  VI,  showing  average  temperature  curve  of  thirty- 
nine  patients  before  and  after  pneumothorax  was  started. 

100.4  F.;  after  one  week  of  artificial  pneumo- 
thorax. 99.3;  after  two  weeks,  99.1;  after  three 
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weeks,  99;  after  one  month,  98.9;  and  after 
two  months,  98.7. 

Conclusions  . 

1.  The  indications  for  artificial  pneumo- 
thorax as  they  have  existed  in  this  sanatorium 
are  chiefly  progressive  disease,  hemorrhage, 
spontaneous  pneumothorax  and  pleurisy  with 
effusion. 

2.  The  dangers  of  this  procedure  are — 
spread  of  the  infection  to  or  in  the  contra- 
lateral lung,  empyema,  embarrassment  of  the 
circulation  through  displacement  of  the  medi- 
astinal structures,  pleural  effusion,  puncture  of 
the  lung  with  subsequent  spontaneous  pneumo- 
thorax, pleural  shock,  and  air  emboli.  Of 
these,  the  first  four  have  been  encountered 
here. 

3.  Of  the  seventy-six  cases  in  this  series, 
satisfactory  collapse  was  secured  in  sixty-six 
(86.82  per  cent).  In  the  other  ten  cases  ad- 
hesions were  principally  responsible  for  fail- 
ure. 

4.  In  forty-three  cases  of  progressive  dis- 
ease, thirty-one  (72.1  per  cent  )were  immedi- 
ately improved,  and  twenty-eight  (65.12  per 
cent)  were  ultimately  improved;  of  seventeen 
hemorrhage  cases,  seventeen  (100  per  cent) 
stopped  hemorrhaging  immediately,  and  of 
these  thirteen  (76.5  per  cent)  were  finally  im- 
proved; in  five  cases  of  spontaneous  pneumo- 
thorax, four  (80  per  cent)  were  both  immedi- 
ately and  ultimately  improved;  one  case  of 
pleurisy  with  effusion  was  both  immediately 
and  ultimately  benefited. 

5.  The  residts  of  artificial  pneumothorax 
treatment  in  pulmonary  tuberculosis  seem  to 
depend  in  a large  measure  upon  the  condition 
of  the  contralateral  lung.  Of  seven  good  risks, 
six  (85.7  per  cent)  were  immediately  im- 
proved, and  all  seven  (100  per  cent)  were  ul- 
timately improved ; of  sixteen  fair  risks, 
thirteen  (81.3  per  cent)  were  immediately  im- 
proved and  thirteen  (86.67  per  cent)  were  ul- 
timately improved  (one  case  has  not  been  re- 
ceiving treatment  long  enough  for  the  ulti- 
mate  result  to  be  determined) ; of  twenty- 
four  poor  risks,  twenty-one  (87.5  per  cent) 
were  immediately  improved  and  nineteen  (82.6 
per  cent)  were  ultimately  benefited  (one  case 
has  not  been  receiving  treatment  lon^  enough 
for  the  ultimate  result  to  be  determined) ; of 
nineteen  very  poor  risks,  thirteen  (68.42  per 
cent)  were  immediately  helped,  and  seven 
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(38.88  per  cent)  were  ultimately  improved  by 
this  treatment. 

6.  Of  fifty-seven  cases,  twenty-seven  (47.36 
per  cent)  showed  fluid  in  the  pleural  cavity. 
In  thirteen  (22.8  per  cent)  of  these  aspiration 
was  necessary;  in  fourteen  cases  (24.56  per 
cent)  the  amount  was  too  small  for  aspiration 
to  be  considered.  Excluding  two  cases  of 
spontaneous  pneumothorax,  eleven  (20  per 
cent)  of  the  remaining  fifty-five  required  aspi- 
ration; fourteen  (25.45  per  cent)  had  fluid  in 
amounts  too  small  to  produce  symptoms  or 
discomfort,  and  did  not  necessitate  its  removal. 

7.  Of  fifty  patients  who  were  improved  by 
artificial  pneumothorax,  thirty-four  (68  per 
cent)  gained  in  weight.  The  number  of  pounds 
gained  ranged  between  2 and  45;  the  average 
gain  was  15.34  pounds. 

8.  In  thirty-nine  cases  the  average  tempera- 
ture for  a week  prior  to  the  beginning  of 
pneumothorax  treatment  was  100.4  F. ; one 
week  after  it  had  dropped  to  99.3 ; two  weeks, 
99.1;  three  weeks,  99:  one  month.  98.9;  and 
two  months,  98.7. 

9.  Finally  it  must  be  concluded  that  pneu- 
mothorax is  a valuable  asset  in  the  treatment 
of  pulmonary  tuberculosis,  that  the  results  de- 
pend principally  on  the  selection  of  the  cases 
and  that  it  should  be  used  more  when  indi- 
cated. 


HEMORRHOIDS— INJECTION  OR 
OPERATION.* 

By  WILLIAM  W.  RIXEY,  M.  D„  Richmond,  Va. 

Injection 

The  origin  of  this  method  is  obscure  but  it 
assuredly  originated  in  America  and  Tvas  for 
many  years  practiced  by  quacks  who  were 
known  as  ‘‘pile  curers”.  In  spite  of  the  com- 
plications and  occasional  disasters  occurring  in 
their  unskilful  practice,  the  method  has  sur- 
vived— a tribute  to  its  efficacy, — and  today 
there  is  no  doubt  that  its  popularity  is  in- 
creasing among  rectal  surgeons  and  other 
students  of  the  subject.  I venture  to  state 
that  the  contempt  held  for  this  method  of 
treatment  by  many  practitioners  would  be 
changed  to  an  attitude  of  high  regard  should 
they  have  the  opportunity  to  observe  a series 
of  skilfully  treated  cases.  Investigation 
through  studies  of  rectal  anatomy,  pathology, 
and  tissue  changes  subsequent  to  injection,  has 

‘Read  by  invitation  before  the  Warren,  Rappahannock  and 
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rescued  the  method  from  the  field  of  quack- 
ery, eliminated  the  hazards  to  the  patient,  and 
placed  the  treatment  on  a truly  curative  and 
scientific  basis. 

Hemorrhoids  are  usually  divided  into  three 
groups — internal,  interno-external,  and  ex- 
ternal. It  is  in  that  rather  large  class  of  un- 
complicated internal  hemorrhoids  which  either 
do  not  protrude  or  which  protrude  and  can  be 
replaced  easily  that  the  efficacy  of  the  injec- 
tion treatment  is  best  demonstrated.  I would 
like  to  accentuate  the  fact  that  hemorrhage 
from  this  type  of  hemorrhoids  is  quickly  and 
permanently  relieved  by  injection,  and  if 
bleeding  is  present  when  the  treatment  is  be- 
gun, its  source  should  be  determined  and  the 
responsible  hemorrhoid  or  hemorrhoids  in- 
jected during  the  patient’s  first  visit. 

Concerning  the  next  class,  interno-external 
hemorrhoids,  disagreement  exists.  In  recent 
articles  by  two  eminent  proctologists,  both  of 
whom  are  advocates  of  the  injection  treatment, 
one  unqualifiedly  asserts  that  he  uses  the  in- 
jection method  and  the  other  states  that  he 
invariably  advises  operation.  It  seems  to  me 
that  a correct  analysis  of  the  structure  of  the 
hemorrhoid  is  the  deciding  factor  in  deter- 
mining whether  or  not  this  type  is  suitable 
for  injection.  If  the  varicosities  are  abun- 
dant in  the  external  portion  of  this  combined 
type,  it  is  my  opinion  that  injection  should 
never  be  used.  On  the  other  hand,  when  the 
varicosities  are  largely  confined  to  the  inter- 
nal portion,  the  external  portion  consisting 
chiefly  of  interstitital  hypertrophy  and  edema, 
this  method  may  be  used  with  satisfactory  re- 
sults. 

External  hemorrhoids  are  not  suitable  for 
the  injection  treatment. 

For  the  injection  I use  a 5 per  cent  solu- 
tion of  quinine  and  urea  hydrochloride.  The 
position  of  the  patient  is  of  no  consequence  so 
long  as  a good  view  of  the  anal  canal  is  ob- 
tained. Enough  of  the  solution,  from  a few 
drops  to  one  c.c.,  is  used  to  moderately  dis- 
tend the  tumor.  A mild  degree  of  blanching 
ensues.  Three  or  four  tumors,  unless  ex- 
tremely large,  may  be  safely  injected  at  one 
sitting.  Four  to  seven  treatments  are  usually 
necessary  and  the  interval  between  should  be 
four  to  seven  days.  Symptomatic  relief,  es- 
pecially with  bleeding  hemorrhoids,  may  fol- 
low the  first  injection,  but  insufficient  treat- 
ment invites  recurrence.  The  injection  causes 
little  or  no  pain,  is  more  economical  than 


operation,  and  is  strictly  an  ambulatory  treat- 
ment. With  a careful  technique  and  attention 
to  detail,  a proper  placing  of  the  injection  and 
the  use  of  a correct  quantity  of  the  solution, 
complications  will  not  occur. 

The  cure  of  internal  hemorrhoids  by  the  in- 
jection of  a strong  solution  of  quinine  and 
urea  hydrocloride  is  brought  about  in  the  fol- 
lowing- manner:  A few  minutes  following  the 
injection,  a fibrinous  exudate  forms  within  the 
interstitial  tissue.  This  exudate  maintains  ex- 
travascular  pressure  and  is,  in  time,  partially 
replaced  by  fibrous  tissue  which,  like  all  scar 
tissue,  tends  to  contract. 

The  fibrous  tissue  connects  the  mucosa  and 
submucosa  with  the  muscular  coat,  prevents 
prolapse,  slowly  obliterates  the  dilated  veins 
and  causes  a gradual  shrinkage  of  the  hemor- 
rhoid. 

Operation 

Since  the  purpose  of  this  paper  is  to  deal  with 
curative  measures,  palliative  treatment,  though 
valuable  in  acute  conditions  and  when  more 
radical  methods  are  refused,  will  not  be  dis- 
cussed. Operation  is  indicated  and  injection 
contra-indicated  in  all  cases  where  marked  in- 
fection and  inflammation  have  occurred.  The 
presence  of  fistulas,  fissures,  polyps  and  other 
surgical  conditions  of  the  ano-rectal  region 
would  naturally  lead  one  to  advise  excision  of 
the  hemorrhoids,  combined  with  the  surgical 
treatment  of  the  accompanying  pathology.  A 
certain  type  of  interno-external  hemorrhoids 
and  all  external  hemorrhoids  complete  the  list 
in  which  operation  is  indicated. 

General  anesthesia  is  rarely  necessary  in  rec- 
tal surgery.  Hemorrhoidectomies  may  be  per- 
formed under  infiltration  with  novocaine,  but 
sacral  anesthesia  is  the  method  of  choice.  This 
extra-dural  nerve  block  has  the  advantage  of 
safety  for  the  patient,  the  operative  field  is 
not  distorted,  sufficient  relaxation  of  the  ex- 
ternal sphincter  muscles  obtains,  and  sensation 
returns  more  slowly,  thus  minimizing  post- 
operative pain. 

As  for  the  method  of  removal,  I prefer  the 
ligature  with  excision  operation.  With  this 
procedure  a proper  hemostasis  and  proper  re- 
moval of  pathological  tissue  is  best  accom- 
plished. A most  important,  yet  most  neglected, 
part  of  hemorrhoidal  surgery  is  the  post-opera- 
tive care. 

Surgical  cleanliness  should  be  maintained  by 
frequent  dressings  and  irrigations,  and  by  these 
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same  means  post-operative  infection  anti  edema 
will  be  eliminated.  Severe  pain  rarely  foLows 
a correctly  performed  hemorrhoidectomy  and, 
when  present,  may  be  greatly  minimi  ed  by 
the  use  of  surgical  cleanliness,  local  heat,  and 
anesthetic  ointments. 

The  injection  treatment  encroaches  upon  the 
{’eld  of  hemorrhoidal  surgery,  for  the  average 
patient  will  not  accept  operation  and  hospi- 
ta.ization  when  they  can  be  safely  avoided.  On 
the  other  hand,  a modern  hemorrhoidectomy 
under  local  anesthesia,  with  careful  post- 
operative attention,  can  no  longer  be  classed 
with  the  painful  experiences  of  a few  years 
ago. 

Pro  fessi otwJ  Build  in  <j. 


DIAGNOSTIC  AND  PROGNOSTIC  CRITE- 
RIA IN  PULMONARY  TUBER- 
CULOSIS. 

By  W.  D.  TEWKSBURY,  M.  D„  Washington,  D.  C. 

This  subject  has  been  so  frequently  and  thor- 
oughlv  discussed  before  medical  bodies  during 
the  past  twenty  or  thirty  years  that  I ap- 
proached the  task  of  presenting  a short  paper 
on  the  subject  this  evening  with  some  hesitancy 
and  reluctance.  I have  made  an  effort,  how- 
ever. to  confine  my  remarks  to  a few  practical 
and  useful  points  concerning  diagnosis  and 
prognosis,  and  to  bring  out.  as  much  as  may 
be  possible,  impressions  based  on  personal  ex- 
perience. 

Accurate  diagnosis  of  pulmonary  disease  re- 
quire:- two  things:  first,  some  experience  and 
skill  on  the  part  of  the  examiner,  and.  second, 
all  facilities,  such  as  X-ray  apparatus,  labora- 
tory. etc.,  for  making  the  necessary  examina- 
tions and  tests.  In  the  latter  respect  the  gen- 
eral man  is.  of  course,  handicapped,  and  it  is 
perfectly  natural  that  a certain  percentage  of 
cases  of  clinical  tuberculosis  will  escape  diag- 
nosis for  a time.  TVhen  we  say  diagnosis,  what 
do  Ave  mean?  I think  the  classification  used 
at  Trudeau  Sanatorium.  Saranac  Lake,  is  the 
most  sensible.  They  classify  their  cases  as 
non-tuberculous,  suspected  tuberculosis,  and  tu- 
berculosis— non-clinical  or  clincal. 

Suspected  Tuberculosis 

No  rales  are  noted  in  upper  chest;  no  X-ray 
findings  except  peri-truncal  lesions:  no  tubercle 
bacilli  present.  Patient  may  or  may  not  react 
to  tuberculin  tests.  There  is  a history  of  either 
a previous  lung  hemoptysis  or  a previous 


pleurisy  with  effusions,  but  not  both.  This  last 
is  most  important.  Any  case  with  a history  of 
either  pulmonary  hemorrhage  or  pleurisy  Avith 
effusions  should  be  considered  as  suspected  tu- 
berculosis. 

Pulmonary  T uberculosis — Nox-C linical 

No  rales  in  upper  half  of  chest. 

Presence  of  parenchymatous  X-ray  lesions 
not  explainable  by  other  causes. 

Tubercle  bacilli  negati\-e. 

Patient  may  or  may  not  react  to  tuberculin 
tests. 

Symptoms  must  be  absent. 

PuLMOX ART  T UBERCULOSIS — ClIX  ICAL 

Any  one  or  more  of  the  following: 

Persistent  rales  in  upper  chest  not  explain- 
able by  other  causes. 

Parenchymatous  X-ray  lesions. 

Tubercle  bacilli  in  sputum. 

Focal  reaction  in  lung  shoAving  in  X-ray 
after  subcutaneous  tuberculin  injection. 

A Tiistory  of  an  unexplained  hemoptysis  of 
more  than  a teaspoonful  of  blood  together  with 
history  of  pleurisy  with  effusion. 

There  is  a certain  type  of  clinical  tubercu- 
losis where  the  patient  has  old  fibrosis  in  the 
lungs  which  may  be  quite  dense  and  extensive 
and  yet  sIioav  very  feAv  signs  on  physical  ex- 
amination by  the  most  skilful  examiner.  The 
dullness  on  percussion  is  masked  by  compen- 
satory emphysema,  and  there  is  absence  of  rales 
and  of  definite  breath  sound  changes.  Hoav- 
ever.  the  moment  this  case  is  looked  at  with 
fluoroscope  or  X-ray  films  are  taken,  the  lung 
lesions  stand  out  most  distinctly.  I frankly 
admit  that  I am  at  times  surprised  and  aston- 
ished at  the  amount  of  involvement  the  X-ray 
sIioaa's  as  compared  to  the  few  physical  signs 
I find  in  certain  cases  of  this  type.  Needless 
to  say,  they  are  frequently  overlooked  by  ex- 
aminers who  have  not  all  methods  for  exami- 
nation available.  I haA*e  numbers  of  these 
cases  on  my  records  and  will  cite  one  which 
is  typical.  This  patient  came  to  me  in  June. 
1920.  He  Avas  thirty-four  years  of  age,  five 
feet  eight  inches  in  height,  weighed  150  pounds, 
and  was  exceptionally  healthy  in  appearance. 
He  had  history  of  digestive  disturbance  for 
past  ten  years  and  slight  bronchial  cough.  He 
had  plenty  of  money  and  ln*ed  a rather  active 
life  both  in  business  and  a social  way.  He  was 
not  the  type  in  which  one  would  consider  tu- 
berculosis a probability.  He  had  been  ex- 
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amined  in  the  past  year  by  two  excellent  diag- 
nosticians who  had  apparently  not  found  any- 
thing suspicious  from  the  lung  standpoint,  as 
they  had  not  suggested  X-ray  films.  This  pa- 
tient came  to  me  because  he  had  coughed  up 
blood  the  previous  day.  X-ray  films  showed  a 
rather  extensive  fibroid  tuberculosis  involving 
half  the  left  lung,  which  must  have  been  pres- 
ent for  several  years.  I do  not  criticize  the 
previous  examiners  nor  take  credit  to  myself 
for  this  diagnosis  as  I do  not  believe  I would 
have  diagnosed  it  on  general  examination  with- 
out the  history  of  hemorrhage  and  the  aid  of 
X-ray  films.  It  simply  shows  the  value  of  a 
complete  examination  and  especially  of  X-rav 
examination. 

There  is  another  type  of  case  which  offers 
difficulties.  That  is  the  patient  who  has  had 
previous  active  tuberculosis  in  a moderate 
stage,  which  has  gradually  absorbed,  leaving- 
only  crackling  rales  after  cough  in  the  upper 
lungs.  X-ray  films  of  this  type  often  show 
nothing  which  is  interpreted  as  active  tuber- 
culosis, but  physical  examination  shows  the 
signs  mentioned.  An  example  of  this  type  is 
a patient  I had  seen  at  intervals  over  a period 
of  five  years.  She  had  on  first  examination  a 
positive  sputum,  definite  X-ray  findings  in  up- 
per lobe  of  left  lung,  and  had  had  several  pul- 
monary hemorrhages  the  first  year  I treated 
her.  Five  years  later  she  had  X-ray  films 
taken  of  the  gastro-intestinal  tract  and  a rou- 
tine X-rav  film  of  chest.  The  report  on  chest 
showed  no  evidence  of  pulmonary  disease,  yet 
physical  examination  still  showed  rales  over 
the  lesion  after  a cough.  This  shows  the  diag- 
nostic value  of  the  physical  examination  in  cer- 
tain cases  even  though  X-ray  films  show  noth- 
ing definite. 

We  see  another  type  of  case  which  is  very 
puzzling  from  the  diagnostic  standpoint. 

I namely,  the  chronic  pleural  cases  with  effusion. 
These  patients  are  easily  diagnosed  as  pleurisy 
with  effusion,  but  we  cannot  tell  what  is  in  the 
lung  tissue  until  the  fluid  has  been  aspirated 
or  absorbed.  Then  we  often  find  a consolida- 
tion remaining  in  the  lung  which  persists  for 
a long  period  of  time,  in  some  instances  for 
years.  It  usually  produces  no  cough  or  tem- 
perature, but  results  in  some  dyspnoea  and 
rapid  pulse  rate  on  exertion.  These  patients 
are  partially  but  not  entirely  incapacitated.  I 
feel  they  should  be  considered  as  tuberculous 
unless  proven  otherwise. 

An  example  of  this  type  of  case  is  the  fol- 


lowing: Man,  aged  thirty-three,  discharged 
from  the  army  in  1919,  and  came  to  me  for 
examination  in  1923.  He  had  developed 
pleurisy  with  effusion  a few  weeks  after  dis- 
charge from  the  army,  which  left  a consolida- 
tion in  center  of  left  lung.  This  consolidation 
still  is  present  after  eight  years.  He  is  short 
of  breath  on  exertion,  somewhat  under-weight 
and  develops  rapid  pulse  readily,  but  has  no 
cough  or  fever.  He  has  been  drawing  compen- 
sation from  the  Veterans  Bureau  as  a case  of 
tuberculosis  for  total  disability  during  past 
seven  years.  He  has  appeared  twice  before 
an  army  retiring  board  and  both  times  has 
been  refused  retirement  on  the  grounds  that 
he  has  not  tuberculosis,  based  on  testimony  by 
army  medical  corps  officers.  This  shows  how 
difficult  a definite  diagnosis  may  be  in  these 
pleural  cases.  One  group  of  government  phy- 
sicians diagnose  him  as  definitely  tuberculous 
whereas  another  group  diagnose  him  as  defi- 
nitely non-tuberculous.  Large  subcutaneous  in- 
jections of  tuberculin  followed  by  X-ray  films 
to  study  the  focal  changes  in  the  lung  will  aid 
in  making  a diagnosis  in  this  type  of  case,  but 
the  reaction  is  often  severe  and  may  light  up 
true  activity  in  lung  tissue.  Personally,  I 
would  not  want  injections  of  tuberculin  suffi- 
cient to  produce  focal  reaction  in  lungs  given 
to  me;  therefore,  I .do  not  use  this  method  on 
mv  patients  for  diagnosis.  I believe  we  can 
<ret  a sufficiently  accurate  diagnosis  to  admin- 
ister intelligent  treatment  without  this  method. 

Prognosis  in  pulmonary  tuberculosis  is  very 
important  if  the  patient  is  the  Avage  earner.  It 
often  involves  the  entire  economic  future  of  the 
family.  It  is  necessary  to  know : First,  will 
he  recover?  Second,  if  so,  what  length  of  time 
will  probably  elapse  before  he  can  again  do 
income-producing  work?  Third,  will  he  be 
able  to  return  to  the  same  position  he  was  hold- 
ing when  tuberculosis  developed?  In  answer 
ing  the  first  question,  will  he  recover,  a num- 
ber of  factors  must  be  considered.  The  extent 
of  the  pulmonary  involvement  and,  more  im- 
portant still,  the  character  of  the  lesions  should 
first  be  studied.  A moderate  infiltration 
throughout  half  of  one  lung  is  often  curable 
if  the  lesions  are  fibroid  in  character,  whereas, 
the  same  amount  of  trouble  may  indicate  an 
incurable  case  if  the  lesions  are  of  the  soft,  ul- 
cerative, progressive  type.  The  habits  of  the 
patient  must  be  considered.  If  his  habits  have 
been  bad,  his  prognosis  would  be  better  than 
if  he  had  had  good  habits.  This  sounds  para- 
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doxical,  but  it  means  simply,  if  a man  is  living, 
sleeping  and  eating  temperately  and  properly 
and  in  spite  of  that  fact  develops  tuberculosis, 
he  must  have  very  poor  natural  resistance  to 
the  disease,  whereas,  with  one  who  has  had  bad 
habits  we  often  make  a substantial  start  to- 
wards a cure  simply  by  correcting  them.  The 
temperament  of  the  individual  plays  a part. 
I find  that  patients  of  the  neurotic,  high  strung 
type  do  not  improve  so  readily  as  do  patients 
of  a more  phlegmatic  disposition.  Cases  with 
all  the  active  involvement  in  one  lung  are  apt 
to  do  better  than  when  there  is  less  extensive 
involvement  in  both  lungs.  This  is  especially 
true  because  many  of  these  patients  can  take 
pneumothorax  treatment  and  the  ultimate  out- 
come in  advanced  cases  is  much  more  favor- 
able if  they  are  able  to  take  artificial  pneumo- 
thorax. As  an  example,  the  following  case  is 
one  of  a number.  Married  woman  of  twenty- 
five  years  came  to  me  first  in  1913.  She  had 
advanced  pulmonary  tuberculosis  involving 
most  of  left  lung,  and  of  the  soft  ulcerative 
type.  Dr.  Minor,  of  Asheville,  had  started 
pneumothorax  treatment  a few  months  before 
I saw  her.  She  continued  to  run  high  tempera- 
ture and  Dr.  Minor  sent  her  home  with  a very 
poor  prognosis,  but  advised  that  the  pneumo- 
thorax be  continued.  I gave  her  treatments  at 
monthly  intervals  for  two  years.  She  made 
a completee  recovery,  has  had  two  children 
since  1915,  and  is  still  in  perfect  health  four- 
teen years  after  taking  the  treatment.  A 
second  case  was  started  in  1915  on  account  of 
increasingly  frequent  hemorrhages  over  a 
period  of  several  years.  She  had  a soft  infil- 
tration throughout  one  entire  lung  and  made 
complete  recovery  on  use  of  pneumothorax 
over  a period  of  two  and  one-half  years.  She 
is  still  well  twelve  years  after  her  treatment, 
and  X-ray  films  taken  a few  weeks  ago  show 
only  a few  calcified  nodules  in  one  apex. 

The  presence  of  complications  in  other  or- 
gans. especially  the  larynx  and  intestinal  tract, 
practically  always  means  a very  poor  prog- 
nosis, although  with  the  use  of  heliotherapy 
some  of  these  cases  are  eventually  cured. 

Hemorrhage  cases  do  better  than  do  those 
who  have  never  had  a hemoptysis,  there  being 
about  twice  as  many  cures  among  that  type 
of  patient.  I recall  a patient  whom  I saw 
first  in  1912.  He  had  several  hemorrhages  at 
gradually  decreasing  intervals  over  a period 
of  three  years.  His  lung  lesion  was  a dense 
tuberculosis  confined  to  the  upper  portion  of 


right  lung,  the  left,  lung  being  normal.  Since 
1915,  he  has  had  no  hemorhage  or  temperature, 
his  weight  has  increased  from  150  pounds  to 
210  pounds,  although  he  still  has  some  dysp- 
noea and  cough.  He  has  held  a responsible 
executive  position  without  losing  any  time 
from  sickness  for  the  past  twelve  years,  so 
that,  practically  speaking,  he  is  a well  man. 
I have  seen  many  cases  such  as  the  one  cited. 

Patients  with  a moderately  large  heart,  ex- 
tending well  towards  the  left,  and  with  a blood 
pressure  up  to  normal  or  above  normal  do  bet- 
ter than  those  with  the  long-  narrow  so-called 
“drop  heart”  with  blood  pressure  below  nor- 
mal. The  most  important  prognostic  aid  we 
have,  however,  is  the  clinical  picture.  The 
weight  chart,  amount  of  cough  and  expectora- 
tion, amount  of  temperature  rise,  and  the  in- 
crease in  pulse  rate  are  after  all  the  most  valu- 
able guides  we  have  as  to  the  virulence  of  the 
tuberculous  infection  and  the  resistance  of  the 
patient.  Cases  in  which  the  temperature  and 
pulse  will  not  return  to  normal  after  one 
month’s  rest  in  bed  should  be  considered  as 
having  a doubtful  prognosis. 

Cases  who,  after  several  months’  rest  in  bed 
still  run  temperature  and  rapid  pulse  with  no 
improvement  in  their  cough  are  very  unlikely 
to  ever  return  to  normal  active  life.  There  are 
exceptions  but  in  my  experience  they  are  very 
rare. 


Summary 


A favorable  prognosis  can  safely  be  given  in 
the  following  cases : Patients  having  slight  or 
moderate  involvement  tending  towards  fibrosis: 
those  having  good  sized  heart  with  normal 
blood  pressure,  who  are  increasing  in  weight, 
and  who  get  rid  of  temperature  and  rapid 
pulse  with  a cessation  or  mai’ked  decrease  in 
their  cough  in  less  than  a month  in  bed.  This 
type  should  be  considered  favorable  for  com- 
plete cixre.  They  will  probably  be  able  to  re- 
turn to  woi'k  within  a year.  They  can  safely 
return  to  the  same  woi’k,  provided  it  does  not 
entail  marked  physical  exertion.  If  so,  they 
should  seek  a more  sedentary  occupation. 

A dovbtfvl  pi'ognosis  should  be  given  in  the 
following:  Patients  who  ai*e  stationary  or  los- 
ino-  weight:  those  having  a moderate  involve- 
ment  which  is  of  the  soft  ulcerative  type  with 
numerous  rales  in  chest,  and  who  do  not  get  rid 
of  fever  and  rapid  pulse  and  cough  after  a 
month  in  bed.  Patients  who  become  afebrile 
and  stop  coughing  but  have  low  blood  pressure 
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and  long  narrow  “drop  heart”,  with  rapid  pulse 
on  exertion,  should  also  be  considered  doubtful 
as  to  cure. 

A jioor  prognosis  should  be  given  in  the  fol- 
lowing: All  cases  having  tubercular  complica- 
tions, no  matter  what  the  lung  involvement  may 
be : cases  having  definite  moderate  lung  lesions 
who  are  not  free  of  fever,  cough  and  expectora- 
tion after  several  months’  rest  in  bed ; all  pa- 
tients having  advanced  lung  lesions  who  are 
losing  weight  and  continuing  to  cough  even 
though  the  temperature  is  normal. 

Medical.  Science  Building. 


MENTAL  READJUSTMENTS." 

By  P.  G.  HAMLIN,  M.  D.,  Williamsburg,  Va. 

The  problem  of  psychotheraphy  is  probably 
most  often  one  of  readjustment.  Most  young 
men  and  most  young  women  in  this  great  De- 
mocracy start  perhaps  with  the  idea  that  the 
world  is  their  oyster,  to  be  opened  at  pleasure. 
If  one  is  not  stranded  on  the  rock  of  puberty, 
and  if  the  protoplasm  handed  on  to  him  by  his 
ancestors  is  good,  the  world  will  prove  not  to 
be  his  oyster,  but  a battlefield  where  eternal 
vigilance  and  hard  work  will  be,  at  least  in 
part,  rewarded.  If,  however,  the  nervous  sys- 
tem he  inherits  is  not  so  sound  as  to  stand  the 
wear  and  tear  of  every  day  usage,  he  and  his 
physician,  the  psychiatrist,  come  up  against  the 
problem  of  readjustment.  We  cannot  make 
over  the  individual’s  nervous  sj^stem ; therefore 
we  must  make  over  his  environment,  for  mental 
health  consists  simply  in  one’s  adjustment  to 
his  environment,  and  mental  ill  health  his 
maladjustment  to  this  environment.  If  this 
maladjustment  is  pronounced,  he  has  a psy- 
chosis ; if  it  is  less  pronounced,  he  has  an  ec- 
centricity, a nervous  breakdown,  a tempera- 
ment, mood,  or  something  similar. 

It  is  merely  a philosophical  and  not  a prac- 
tical procedure  for  the  psychiatrist  to  say  this 
patient  has  dementia  precox,  or  manic  de- 
pressive psychosis,  and  that  his  conduct  will 
be  thus  and  so,  and  that  the  prognosis  for  im- 
mediate and  ultimate  recovery  is  such  and  such. 
This  does  not  help  either  patient  or  psychi- 
atrist. Diagnosis  which  does  not  offer  some 
hope  of  treatment  is  worth  nothing  to  the  pa- 
tient. Must  psychiatry,  alone  of  the  branches 
of  medicine,  say  that  it  is  not  to  alleviate  suf- 
fering, but  merely  to  tag  a label  to  the  sick? 

•Read  at  the  annual  meeting  of  the  Walter  Reed  Medical 
Society  at  Yorktown,  Va.,  May  26-27,  1927. 


What  difference  does  it  make  to  some  poor  soul 
who,  in  competition  with  his  cleverer  fellows, 
has  developed  delusions  of  persecution,  that 
the  psychiatrist  peering  over  his  glasses  wisely 
says,  “Manic  depressive  psychosis?”  None. 

If  the  moving  finger  writes  indelibly  then 
the  man  who  deals  in  mental  medicine  must  be 
able  to  read  between  the  lines.  He  must  bor- 
row leaves  from  the  books  of  the  novelist,  the 
priest,  the  physician,  the  biologist,  and  the 
psychologist.  He  must  believe  that  the  mani- 
festations of  the  thing  we  call  mind  are  worthy 
of  study,  even  in  the  humblest  individual.  Did 
a belief  in  what  one  might  call  “the  hereditary 
laws  of  gravity”  enable  the  Wright  brothers  to 
conceive  the  aeroplane?  No.  The  power  of 
mind  which  visualized  a new  use  of  the  gaso- 
line engine  did  that.  DaCosta,  in  his  article  on 
old  Blockley1  described  the  case  of  a paranoiac 
committed  to  that  institution  who  invented  and 
perfected  a method  of  preparing  and  sterilizing 
catgut.  This  method  was  used  in  the  Jefferson 
Hospital  in  Philadelphia  for  many  years  and 
was  still  in  use  when  Da  Costa’s  paper  was  pub- 
lished. The  function  of  a psychiatrist  is  not 
to  label  a psychosis,  but  to  assay  the  power  of 
the  mind  which  has  it.  To  this  task  he  must 
bring  all  of  the  resources  at  his  command,  im- 
perfect as  they  are. 

The  psychiatrist  in  regarding  his  patient 
first  should  wish  to  determine  whether  the  con- 
dition presenting  is  fundamentally  inherent  or 
acquired.  Often  there  is  a combination  of  these 
two  factors.  Is  this  man’s  mental  status  de- 
pendent upon  toxic-infectious  processes,  or  is 
it  due  to  faulty  mental  mechanisms,  either  in- 
herited, or  else  springing  from  the  unconscious, 
that  hypothetical  region  inhabited  by  phantom 
shapes  that  come  and  go? 

The  toxic-infectious  group  presents  a prob- 
lem comparatively  easy  of  solution.  The  diag- 
nosis, prognosis  and  indications  for  treatment 
are  here  fairly  clear  cut.  But  in  the  other  and 
larger  group,  dementia  precox,  the  manic  de- 
pressive group,  paranoia,  paranoid  conditions, 
and  borderland  states  treatment  is  essentially 
a matter  of  readjustment. 

Janet2  has  put  it  clearly  and  cleverly,  “One 
must  live  within  his  mental  income.  No  two 
individuals  have  the  same  amount  of  mental 
capital.  When  the  mental  reserve  or  sur- 
plus is  called  upon  to  excess,  then  is  disaster 
near,  and  the  psychiatrist  must  take  stock  of 
his  patient’s  assets,  his  liabilities,  his  over- 
head. Expenses  must  be  cut;  mental  economy 


4-10 


VIRGINIA  MEDICAL  MONTHLY 


[October, 


must  be  the  watchword  in  his  household." 

A biographer  has  said  of  Lord  Kitchener 
that  lie  was  never  ua  race  horse  among  cows.” 
Woodrow  Wilson  could  not  make  the  base  ball 
team  at  school,  and  there  is  some  evidence  to 
support  the  belief  that  he  felt  his  bespectacled 
inferiority  greatly.  However,  the  school  was 
probably  deprived  of  a poor  base  ball  player, 
and  the  country  gained  a great  statesman. 
Our  system  of  government  and  our  social 
system  encourage  the  idea  that  the  tailor  who 
learns  to  read  and  write  after  he  is  twenty- 
one  may  become  President  ; that  the  son  of 
the  shoemaker  may  go  to  West  Point  and  be- 
come the  General  of  the  Army ; that  the  road 
leads  direct  from  the  log  cabin  to  the  White 
House.  These  are  in  individual  instances  ex- 
cellent ideals  and  undoubtedly  make  for  pro- 
gress. However,  as  a doctrine  to  be  taught, 
as  a code  to  be  preached,  they  are  questionable. 

A man  of  thirty-two,  who  was  admitted  to 
the  hospital,  held  a marine  engineer’s  certifi- 
cate. He  held  a commission  in  the  IT.  S.  Navy 
as  an  ensign  during  the  period  of  emergency, 
serving  for  three  and  a half  years.  Since  his 
discharge  from  the  Y.  S.  Navy  he  has  been 
unable  to  hold  a job  operating  a street  car 
longer  than  two  weeks.  However,  with  a lit- 
tle financial  help,  he  can  make  a living  on 
the  outside  crabbing  and  fishing.  Are  we  to 
say,  because  he  cannot  build  a better  mouse 
trap  than  his  neighbor,  he  shall  not  have  his 
place  in  the  sun?  If  he  is  a hewer  of  wood 
and  a drawer  of  water,  is  he  not  necessary  for 
the  rest  of  us  to  carry  on?  A psychosis  ap- 
pearing under  stress  is  often  cured  or  allevi- 
ated when  that  stress  is  wisely  removed. 

( ibviously  the  best  time  to  assay  the  indi- 
vidual’s mental  capital  is  in  the  early  years. 
It  is  then  by  wise  investment  that  the  best 
returns  may  be  looked  for.  A psychopathic 
tendency  corrected  in  childhood  yields  rich  re- 
wards in  adult  life.  Is  not  mental  hygiene  as 
important  in  the  schools  as  oral  hygiene — fly 
swatting,  or  malaria  control,  typhoid  inocu- 
lation,  or  diphtheria  toxin  antitoxin?  All 
these  procedures  are  of  unquestioned  value. 
Infections  give  warning  of  their  intention  to 
destroy.  Fever,  leukocytosis,  malaise — these 
are  like  red  signal  flags  to  the  patient  and  his 
friends.  However,  faulty  mental  functioning 
is  more  insidious  and  less  likely  to  be  heeded. 
Yet  if  not  corrected  it  will  probably  spell  ruin. 
The  question.  “Canst  thou  minister  to  a mind 
diseased?”  is  answered  in  the  affirmative  only 


when  the  ministering  is  done  early  and  the 
individual’s  environment  can  be  completely 
controlled. 
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MANAGEMENT  OF  THE  THIRD  STAGE 
OF  LABOR/ 

By  M.  T.  VADEN,  M.  D.,  Buena  Vista.  Va. 

The  third  stage  of  labor,  strictly  speaking, 
lasts  from  the  delivery  of  the  child  until  the 
placenta  and  its  membranes  have  been  de- 
livered. In  my  discussion  of  it,  I shall  include 
everything  that  has  to  be  done  until  the  doctor 
is  ready  to  leave  the  house. 

The  care  of  the  infant  comes  first.  As  soon 
as  the  baby  is  on  the  bed,  or  even  as  its  head 
emerges  from  the  vulva,  have  a piece  of  sterile 
gauze  ready  and  cleanse  its  mouth  and  nose 
of  all  mucus.  Grasp  the  child  by  its  feet  and 
lift  it  straight  up  with  its  forehead  just  touch- 
ing the  bed.  This  will  cleanse  the  air  passages 
of  any  fluid  which  may  have  been  aspirated 
during  birth. 

Now  lay  the  child  on  its  right  side  with  its 
head  lower  than  its  body,  its  hips  elevated,  and 
supported  by  a folded  towel. 

If  respiration  has  begun  and  is  progressing, 
there  is  no  need  to  resort  to  artificial  means, 
and  the  child  may  be  covered  with  a warm 
blanket  until  time  to  sever  the  cord. 

If  there  is  any  difficulty  or  delay  in  begin- 
ning respiration,  slap  the  child  on  the  back  or 
buttocks.  If  breathing  does  not  commence,  ar- 
tificial respiration  should  be  practiced  at  once. 

I prefer  and  use  the  mouth  to  mouth  method, 
which  is  as  follows : Lay  a piece  of  sterile 
gauze  over  the  infant’s  mouth,  place  your 
mouth  over  this  and  blow  air  into  its  lungs, 
blowing  in  just  what  you  can  hold  in  your 
mouth  at  one  time.  The  rate  should  be  about 
twenty  times  to  the  minute.  Press  the  child’s 
chest  after  each  inflation  to  expel  the  air.  Con- 
tinue these  maneuvers  until  the  child’s  skin  be- 
comes pink  and  it  breathes  of  its  own  volition. 

It  is  a very  good  practice,  especially  if  the 
room  is  cool,  to  place  the  child  in  a warm  bath 
while  carrying  out  this  treatment.  Should  the 

heart  action  be  feeble,  a hvpodermic  of  adre-  i 
: ; 

♦Read  before  the  Rockbridge  County  Medical  Society,  April, 
1927. 
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nalin,  one  to  one  thousand,  3 m.,  should  be 
given  intramuscularly. 

The  child  bein<r  in  jjood  condition,  it  is  now 
time  to  sever  the  cord.  Strip  the  Wharton's 
jelly  in  the  cord  away  from  the  child.  Clamp 
the  cord,  about  two  inches  from  the  belly,  with 
a pair  of  artery  forceps.  I always  tie  the  cord 
in  two  places, — first,  close  to  the  skin  at  the 
margin  of  the  navel,  and,  again,  about  half  an 
inch  distant,  leaving  the  stump  only  about  one 
inch  long.  This  will  favor  its  early  separation 
if  kept  dry.  Always  dress  the  cord  by  wrap- 
ping it  with  sterile  gauze  before  the  baby  is 
washed,  changing  to  a fresh  sterile  dressing 
after  the  bath. 

Grease  the  baby  with  olive  oil  and  have  it 
given  a bath  with  a cloth  or  sponge.  Never 
put  the  baby  in  the  bath  for  fear  of  infect- 
ing the  cord.  The  nurse  should  be  instructed 
to  bathe  it  in  this  way  and  to  keep  the  cord 
dry  until  it  separates. 

As  soon  as  the  cord  has  been  severed,  place 
a clean  towel  under  the  buttocks  of  the  patient. 
Clamp  the  cord  at  the  vulva  with  a pair  of 
artery  forceps.  Put  a clean  basin  containing 
the  cord  snugly  up  against  the  woman’s  but- 
tocks. The  artery  forceps  will  show  any  ad- 
vance of  the  cord,  one  of  the  indications  of  the 
separation  of  the  placenta.  The  basin  will 
• serve  to  catch  the  blood  as  a check  on  the 
amount  lost. 

Palpate  the  uterus  through  the  abdominal 
I wall  to  see  that  it  remains  firmly  contracted. 

1 Now  sit  by  the  bed,  holding  the  hand  over  the 
uterus.  If  it  remains  firm  and  there  is  no  ex- 
ternal bleeding,  all  is  good  and  well. 

It  is  best  not  to  hurry  the  separation  of  the 
placenta,  but  wait  for  the  signs  that  it  has 
| separated, — indicated  by  contraction  of  the 
uterus,  which  rises  higher  in  the  belly;  the 
lower  segment  of  the  uterus  becomes  distended, 
and  there  is  several  inches,  advance  of  the  cord 
into  the  basin. 

Always  endeavor  to  save  the  patient’s  blood, 
for  hemorrhage  predisposes  to  infection,  de- 
lays and  inhibits  lactation,  produces  anemia, 
and  delays  the  recovery  of  your  patient. 

It  might  be  well  here  to  enumerate  some  of 
the  signs  of  hemorrhage,  indicated  by  faintness, 
dizziness,  air  hunger,  nausea,  yawning,  thirst, 
low  blood  pressure. 

Should  the  uterus  become  soft  and  distended 
with  blood,  massage  should  be  practiced,  ex- 
ecuting a kneading  movement  with  the  hand. 
Should  hemorrhage  continue  after  the  uterus 


becomes  hard,  inspect  the  vulva  for  injury  or 
tear,  as  the  source  of  the  ,'bleeding.  In  case  of 
persistent  bleeding,  it  becomes  necessary  to  de- 
liver the  placenta  immediately.  Massage  the 
uterus  vigorously  and,  with  the  first  contrac- 
tion. do  the  Crede  expression,  grasping  the 
uterus  firmly,  the  fingers  behind,  and  the  thumb 
in  front;  shove  in  the  axis  of  the  pelvic  inlet, 
at  the  same  time  squeezing  firmly  to  expel  the 
placenta.  As  soon  as  the  placenta  is  in  the 
vagina,  have  the  patient  bear  down  to  expel 
it.  Failing  in  this,  use  the  uterus  to  shove  it 
out,  at  the  same  time  straightening  out  the 
cord,  but  do  not  make  undue  traction  upon  it ; 
simply  use  it  as  a guide  in  making  the  delivery. 
When  the  placenta  and  membranes  appear,  they 
should  be  grasped  in  the  hand  and  gently  re- 
moved. Massage  the  uterus  again,  and  give  a 
drachm  of  ergot  by  mouth  and  one  c.c.  of 
pituitrin  hypodermically. 

It  sometimes  becomes  necessary  in  case  of 
hemorrhage  to  do  a manual  expression.  This 
requires  a great  deal  of  care,  as  it  is  considered 
one  of  the  most  dangerous  of  obstetrical  pro- 
cedures. 

Draw  the  patient  across  the  bed.  support  one 
leg  with  a chair,  and  have  someone  hold  and 
support  the  other  leg.  Prepare  your  solutions 
of  1 :1000  bichloride  and  1 per  cent  lysol.  Have 
all  instruments  and  gauze  sterile  and  at  hand. 
Bathe  the  vulva  with  bichloride  solution,  wash- 
ing out  the  vagina  with  lysol.  Always  use 
rubber  gloves,  even  though  they  interfere  some- 
what in  using  the  finger  nails  to  separate  the 
placenta.  If  the  hemorrhage  has  not  been  too 
severe,  give  an  anesthetic.  If  there  is  much 
shock,  operate  without  one.  Pass  the  gloved 
hand  into  the  uterus.  Gently  insinuate  the 
fingers  beneath  the  placenta,  with  the  other 
hand  on  the  belly  and  grasping  the  fundus, 
separate  the  placenta  in  its  entirety.  As 
soon  as  separation  is  complete,  grasp  the 
placenta  firmly  in  the  hand  and  massage  and 
shove  down  on  the  fundus,  allowing  the  uterine 
pains  to  expel  the  hand  and  placenta.  This 
method  will  prevent  tearing  the  placenta  into 
fragments,  with  the  danger  of  leaving  portions 
of  it.  Having  delivered  the  after-birth,  catch 
the  cervix  with  a pair  of  cervical  forceps,  draw- 
ing it  down  and  inspecting  it  for  a cervical 
tear,  if  it  has  not  already  been  detected  by  the 
hand  in  the  uterus.  If  there  is  no  hemorrhage 
from  such  a tear  and  the  bleeding  is  continuing, 
it  is  best  to  pack  the  uterus  at  once. 

In  packing  the  uterus  I put  my  left  hand 
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into  the  vagina,  using  the  index  and  middle 
fingers  as  a guide.  With  a pair  of  packing 
forceps,  carry  the  gauze  well  up  into  the 
fundus,  keeping  a watch  out  for  the  contract- 
ing ring,  so  as  not  to  stop  here  with  the  pack- 
ing. Have  someone  hold  the  fundus  firmly 
while  packing. 

As  soon  as  the  uterine  cavity  is  pretty  well 
filled,  grasp  the  fundus  with  the  right  hand 
and  shove  down,  at  the  same  time  pressing  up- 
ward with  the  left,  thus  firmly  packing  the  in- 
terior of  the  uterus.  Now  pack  the  vagina 
tightly  and  put  on  a bandage  to  retain  the 
packing.  The  packing  should  be  removed  care- 
fully after  24  hours. 

If  your  patient  is  shocked,  hypodermoclysis 
should  now  be  started. 

In  my  practice  it  has  only  been  necessary  to 
pack  on  two  occasions.  The  bleeding  in  both 
cases  was  controlled  satisfactorily.  I recall  two 
other  cases  of  severe  post-partuin  hemorrhage, 
which  were  found  to  be  due  to  deep  cervical 
tears.  Repair  of  the  tears  controlled  the  bleed- 
ing. 

Befoi'e  discarding  the  placenta,  inspect  it 
carefully.  Go  over  each  cotyledon,  wiping 
away  the  blood  and  examining  them  minutely. 
Then  feel  and  inspect  the  edges  to  see  that  no 
portion  has  been  torn  off.  Now  examine  it 
carefully  in  the  center,  all  rough  spots  should 
be  washed  and  inspected  most  carefully.  Look 
out  for  a placenta  succenturiate.  Examine  for 
absence  of  membranes  from  the  sides;  if  such 
place  be  found,  determine  if  a blood  vessel  has 
been  broken  off  at  this  point. 

A smaller  placenta  than  usual  for  the  size 
of  the  child  delivered  should  arouse  suspicion 
of  a second  placenta. 

A small  piece  of  membrane  may  be  left  to 
Nature  to  take  care  of,  but  always  instruct  the 
nurse  that  it  has  been  left,  so  as  to  avoid 
criticism  when  it  is  passed. 

It  is  imperative  to  remove  all  of  the  placenta 
before  leaving  your  patient.  Retention  of  a 
small  piece  may  cause  hemorrhage;  it  will  cer- 
tainly cause  severe  after-pains,  and  a foul 
smelling  lochia  is  likely  to  result.  Sub-in- 
volution of  the  uterus  may  be  a sequela. 

The  child  should  be  carefully  inspected  for 
any  deformities  or  birth  injuries.  It  is  rather 
embarrassing  to  have  your  attention  called  to 
injuries  or  defects,  upon  your  return  visit,  that 
you  had  not  noticed  on  the  day  of  delivery. 

Cleanse  the  eyes  carefully  and  put  two  drops 


of  one  per  cent  silver  nitrate  in  each  eye.  It 
is  best  to  wait  until  after  the  placenta  has  been 
delivered  to  do  this,  as  you  are  now  not  so 
rushed  and  can  give  the  eyes  the  attention  they 
deserve. 

Your  time  may  now  be  well  spent  in  cleans- 
ing  your  instruments,  drying  and  powdering 
your  gloves,  weighing  the  infant,  etc. 

Palpate  the  uterus  again  to  see  that  it  re- 
mains firm.  Inspect  the  vulval  pad  to  see  there 
is  no  hemorrhage. 

If  an  hour  has  elapsed  since  delivery,  it  is 
safe  to  leave,  but  before  taking  your  departure, 
make  sure  that  the  mother  is  in  good  condi- 
tion, that  there  is  no  headache  or  vomiting, 
that  the  pulse  is  good,  and  that  the  baby’s 
cord  is  not  bleeding. 
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DIFFICULTIES  IN  ADMINISTERING  THE 
PROPER  DOSES  OF  INSULIN  IN  A CASE 
OF  DIABETES,  COMPLICATED  BY  PUS 

INFECTION,  AND  OTHER  NOTE- 
WORTHY OBSERVATIONS,  AS  ILLUS- 
TRATED IN  A PARTICULAR  CASE.* 

By  F.  M.  PERROW,  M.  D.,  Lynchburg,  Va. 

Recently,  at  a meeting  of  the  staff  of  the 
new  Virginia  Baptist  Hospital,  of  which  I 
am  fortunate  in  being  a member,  I was  given 
the  task  to  review  the  records  of  the  cases  of 
diabetes  that  have  been  treated  in  this  hos- 
pital to  date,  and  report  any  interesting  data 
I might  find  in  these  cases  at  the  next  monthly  j 
meeting  of  the  staff. 

The  Secretary  handed  over  to  me  the  records 
of  fifteen  cases,  some  of  which  were  very 
voluminous.  They  were  about  equally  divided 
between  cases  of  diabetes  with  surgical  com- 
plications and  diabetes  without  surgical  com- 
plications. 

The  group  contained — 

1.  Cases  with  simple  low  tolerance,  requir- 
ing simple  dieting. 

2.  Simple  low  tolerance  cases  with  obesity, 
requiring  special  dieting. 

3.  Simple  cases,  adults,  which  required  diet- 
ing and  insulin — cases  below  C 50,  P 50.  F 125 
tolerance,  i.  e.,  and  showed  sugar  in  urine  on 
this  diet. 

4.  Cases  complicated  by  Bright’s  disease, 
and  exhibiting  a high  renal  threshold. 

•Read  before  the  South  Piedmont  Medical  Society,  April  19. 
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5.  Cases  complicated  by  infection  and  other 
surgical  complications. 

6.  Cases  combining  4 and  5,  that  is,  Bright’s 
disease,  infection  and  other  surgical  compli- 
cations. 

For  my  paper  before  this  Society  I shall 
report  fully  only  on  one  of  these  cases  which,  to 
me,  was  the  most  interesting  and  valuable. 
This  case  definitely  exhibited  the  difficulties 
of  determining  and  keeping  balanced  the 
proper  dose  of  insulin.  I believe,  also,  this 
case  demonstrates  that  the  blood  sugar  in  dia- 
betes fluctuates  with  pus  infection, — infection 
partially  relieved,  blood  sugar  falls;  infection 
completely  removed — striking  drop  in  blood 
sugar.  Thus,  with  your  patient  on  same  diet, 
blood  sugar  rising  denotes  spreading  infection, 
although  he  looks  the  same. 

This  case  also  illustrates  the  huge  doses  of 
insulin  that  a moderately  severe  case  of  dia- 
betes may  require  when  complicated  by  pus 
infection,  as  demonstrated  by  the  very  small 
doses  required  when  the  infection  was  com- 
pletely removed.  This  case  also  illustrates 
that,  following  operation  requiring  general 
anesthetic,  glucose  should  be  given  intraven- 
ously immediately,  matched  against  relatively 
large  doses  of  insulin  given  subcutaneously, 
and  that  this  should  be  repeated  several  times, 
because  patient  may  vomit  all  food  by  mouth 
and  insulin  may  cause  a reaction. 

This  case  also  illustrates  the  quandary  in 
which  one  may  find  himself  to  sav  whether  it 
be  a case  of  uremic,  diabetic,  or  insulin  coma. 

This  case  likewise  illustrates  mistakes  which 
one  may  partially  avoid — mistakes  which  I 
feel  I have  a right  to  report  in  that  I made 
them  myself,  but  which  have  been  very  in- 
structive. 

I might  further  remark  that  insulin  seems 
to  have  had  no  influence  on  the  temperature 
curve  in  this  case  except  in  severe  insulin  re- 
action, or  may  be  to  have  held  the  infection  in 
abeyance;  that  the  temperature  curve  corre- 
sponded with  physical  signs  of  increasing  or 
decreasing  infection.  The  temperature  was 
highest  during  first  week — regular  pus  tem- 
perature,— and  was  reduced  somewhat  by 
simply  lancing  points  of  evident  pus,  irrigat- 
ing, etc.  From  this  time  to  first  operation,  a 
period  of  21/2  weeks,  there  was  very  slight 
variation  from  day  to  day — evening  around 
101°,  morning  99°.  Succeeding  first  operation, 
temperature  was  much  lower,  average  run 


being  evening  about  991/2°,  morning  subnor- 
mal, until  a few  days  before  amputation, 
February  24th,  when  it  began  to  rise  a bit. 
After  amputation,  the  usual  traumatic  post- 
operative temperature  was  present  for  a few 
days  and  then  became  normal. 

This  was  a case  of  diabetes  referred  to  me 
by  Dr.  F.  O.  Plunkett,  in  an  old  man  67,  com- 
plicated by  chronic  Bright’s  disease,  as  evi- 
denced by  urinary  findings  and  marked  arterio- 
sclerosis and  symptoms  of  myocarditis.  He 
was  brought  to  Lynchburg  after  having  been 
taken  suddenly  sick  with  delirium  and  un- 
consciousness coincident  with  symptoms  of  in- 
fection of  his  foot.  I first  saw  him  at  the 
Baptist  Hospital  December  27th,  after  he  had 
had  two  or  three  days  of  treatment,  and  then 
his  mind  was  quite  clear, — just  a little  off  at 
times.  His  foot  was  not  swollen,  but  had  a 
small  ulcer,  or  rather  hole  about  the  size  of 
the  end  of  a lead  pencil,  at  the  base  of  the 
second  toe,  plantar  surface,  from  which  could 
be  expressed  a few  drops  of  thick  pus  with 
a black  stringy  substance  like  gangrenous  tis- 
sue. At  first,  and  for  eighteen  hours,  he  was 
put  on  a diet  of  broth  only,  the  urine  the  fol- 
lowing morning  showing  sugar  — |—  — | — I — (—  and 
a trace  of  acetone.  No  blood  sugar  test  was 
made  just  then  as,  of  course,  it  would  be  high 
and  give  no  additional  information  necessary 
for  treatment  at  the  time.  The  following 
twenty  hours’  mental  status  being  very  good,, 
foot  treated,  he  had,  besides  broths,  four 
Uneeda  crackers  and  twenty  units  of  insulin. 
On  this  the  urine  showed  1.2  per  cent  sugar  in 
46  ounces — equivalent  to  16.5  gms.  of  sugar,— 
whereas,  the  crackers  contained  only  20  gms. 
of  carbohydrate.  Therefore,  I knew  while  I 
was  giving  a unit  of  insulin  per  gram  of  car- 
bohydrate it  was  not  enough ; mind  clear  and 
foot  about  the  same.  In  the  next  twenty-four 
hours,  he  had  six  crackers,  two  eggs,  half 
ounce  butter,  and  broths  equivalent  to  30  grams 
carbohydrate,  etc.,  but  50  units  of  insulin.  On 
this  the  urine  contained  no  sugar,  but  still  a 
trace  of  acetone,  and  blood  sugar  was  this  day 
only  68  mg.  per  100  c.c.  of  blood.  (Here  I 
wish  to  remark  that  the  trace  of  acetone  con- 
tinued throughout  this  man’s  illness  and  was 
still  present  when  he  was  discharged  from  hos- 
pital, and  every  diabetic  symptom  had  dis- 
appeared. I do  not  know  how  to  explain  this. 
Also,  after  this  date  sugar  was  not  again  found 
in  his  urine  while  he  was  in  the  hospital). 
Thus,  on  a diet  of  30  grams  of  carbohydrate. 
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etc.,  and  50  units  of  insulin,  I knew  he  was 
getting  too  much  insulin.  I reduced  the  in- 
sulin to  one  unit  per  gram  exactly  and  blood 
sugar  test  48  hours  later  was  normal.  100  mg. 
to  100  c.c.  Diet  was,  however,  far  below  basal 
requirements,  only  30  carbohydrate,  etc.,  so 
I raised  it  to  C 60.  P 44.  F 150,  equalling  1.766 
calories.  All  of  this  was  taking  place  the  first 
week,  foot  being  lanced  twice  and  free  pus 
evacuated,  pus  having  collected  on  the  dorsum 
of  the  foot  near  the  base  of  fourth  toe.  How- 
ever. the  foot  exhibited  practically  no  swell- 
ing 

Mv  experience  with  insulin  to  this  date  was 
that  it  was  very  powerful  and  usually  1 unit 
insulin  to  2 grams  carbohydrate  in  the  usual 
diabetic  ketogenic  anti-ketogenic  formula,  was 
enough,  and.  though  I did  not  get  a normal 
blood  sugar  until  I raised  it  to  1 for  1,  I was 
fearful  about  o-iving  60  units  to  handle  C 60. 
P 44.  F 150.  so  I gave  45  units.  Note  the  re- 
sult on  the  blood  sugar:  On  January  5th  it 
was  200  mgm.,  diet  the  same.  Insulin  was 
raised  to  60  units,  i.  e..  1 for  1,  and  five  days 
later  foot  still  pusy  but  no  evident  extension 
of  inflammation:  blood  sugar  was  147.8  gms. 
to  100  c.c.  This  was  January  10th.  What  was 
the  explanation  of  this?  There  was  retained 
pus.  though  no  special  signs,  and  more  of  it. 
I now  know.  Ten  days  before  it  had  been 
demonstrated  that  the  trouble  was  so  severe 
that  it  took  1 unit  per  grin., — twice  the  usual 
quantity: — now  it  would  require  even  more.  I 
knew  I was  giving  dangerously  large  dose- 
for  his  diet,  and,  knowing  frequently  with 
improvement  of  infection  this  dose  would  prob- 
ably be  enough.  I did  not  increase  it  for  a 
week,  doing  only  careful  daily  cleansing,  dress- 
ing. and  keeping  wounds  wide  open,  but  no 
improvement  was  seen.  So  I raised  the  insu- 
lin to  the  very  large  dose  of  68  units  a day  for 
a diet  of  C 60,  P 44,  F 150.  No  insulin  reac- 
tion took  place.  At  this  point — January  17th 
—slight  increase  of  temperature  curve  was 
noted : pain  in  foot  at  night  required  small 
doses  of  morphine:  foot  showed  outward  signs 
of  beginning  to  get  worse,  wound  had  more 
pus.  and  there  was  some  bogginess  on  dorsum, 
etc.  Thus,  on  January  21st  he  had  his  first 
real  operation — under  gas  anesthesia. 

Incision  was  made  on  plantar  surface  of 
foot,  beginning  at  the  base  of  second  toe,  car- 
ried outward  about  an  inch,  and  then  back- 
ward to  middle  of  foot  over  area  correspond- 
ing to  greatest  tenderness.  Incision  was  deep 


— to  the  deep  tendons — and  free  dissection 
was  made  with  finger  of  all  the  soft  tissues 
from  deep  tendons;  some  pus  was  present  here. 
Also  an  incision  was  made  on  dorsum  at  base 
of  the  fourth  toe.  and  finger  carried  through 
wound  to  plantar  incision.  AVound  was  packed 
with  iodoform  gauze. 

This  day — the  day  of  operation — I believe 
a mistake  was  made.  Patient  had  his  morn- 
ing meal  and  usual  dose  of  insulin,  which  was 
correct.  He  had  no  midday  meal  or  insulin — 
operation  being  done  at  5 P.  M. ; morphine 
followed  operation  and  also  insulin  24  units. 
Between  8:30  P.  ~M.  and  12  that  night,  the 
nurse  has  on  the  chart : ‘‘8 :30 — Patient  had 
a chill,  did  not  perspire  after  the  chill.  9 
P.  M. — T.  100.3.  Patient  fell  out  of  bed: 
seemed  unconscious  at  the  time  but  was  per- 
fectly rational  after  getting  back-  in  bed.  Pa- 
tient says  he  fell  while  he  was  asleep.  Per- 
spired freely.”  Balance  of  night  “not  a good 
night.”  I am  sorry  I did  not  know  this  at  the 
time.  To  me.  he  needed  glucose  intravenously, 
and  I am  sure  from  a later  experience  this 
would  have  been  right — at  least  20  gms.  in 
5 per  cent  solution. 

The  following  day,  January  22nd.  his  regu- 
lar diet,  C 60.  P 44,  F 150.  and  regular  dose 
of  insulin  were  reinstated,  and  for  the  suc- 
ceeding days,  barring  pain  at  times  in  foot, 
he  seemed  better.  Blood  sugar  test  on  Janu- 
ary 26th  showed  that  the  insulin  now  was 
more  effectual,  133.3,  whereas,  on  same  diet  and 
insulin  it  had  been  before  operation  147.8. 

Now  notice  a change.  On  February  1st — 
ten  days  after  operation  of  free  incision — 
same  diet  and  same  insulin  caused  symptoms 
of  insulin  reaction,  controlled  by  orange  juice. 
Insulin  reduced  to  60  units,  with  diet  on 
February  2nd  remaining  the  same.  On  Febru- 
ary 3rd  blood  sugar  test  100  mgm. — normal 
again  at  last.  Foot  was  looking  good — inci- 
sion wide  open — diet  still  the  same  and  insulin 
60.  Next  succeeding  two  or  three  days  patient 
had  mild  symptoms  of  too  much  insulin  and 
dose  ivas  reduced  to  50  units  a day — same  diet. 
From  February  6th  to  20th  patient  Avas  kept 
on  50  units,  same  diet,  foot  dressed  daily,  no 
symptoms  referable  to  insulin,  but  on  20th 
there  was  slight  reaction,  controlled  bv  orange 
juice.  SeA-eral  times  here  insulin  reaction  oc- 
curred, and  insulin  Avas  reduced  to  40  units  a 
day.  giving  the  same  diet.  This  treatment  av;is 
continued  without  reactions  until  amputation 
on  February  24th. 
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Amputation  was  considered  advisable  be- 
cause of  continuous  slight  evening  temperature 
which  had  become  slightly  more  elevated, 
though  wound  was  healthy  looking- — all  but 
the  dorsum  of  foot, — and  pain  in  foot.  Blood 
sugar  this  day  95  on  diet — C 60,  P 44,  F 150— 
and  40  units  insulin.  This  was  just  right.  On 
this  day  I tried  to  prevent  untoward  symp- 
toms from  operation  by  giving  him  a goodly 
quantity  of  carbohydrate  before  operation,  by 
matching  his  regular  breakfast  against  15  units 
insulin,  and  at  12  o’clock  noon  twelve  ounces 
of  milk  against  12  units  insulin.  I was  count- 
ing bn  this  to  displace  necessity  of  glucose  fol- 
lowing operation. 

Operation  was  done  by  Dr.  J.  W.  Devine. 
Amputation  high  above  the  knee.  Flap 
method  and  flaps  neatly  approximated.  Opera- 
tion consumed  about  40  minutes.  After  the 
amputation,  the  foot  was  dissected.  Most  sur- 
prising extent  of  pus  invasion  was  found.  It 
had  gone  beyond  the  deep  tendons  of  the 
plantar  surface  and  was  in  liquid  quantity  be- 
tween the  bones  of  the  tarsus. 

Quite  severe  shock  followed  operation,  for 
which  morphine  adrenalin  and  atrophine  were 
used,  together  with  hvpodermoclysis.  Good  re- 
sult from  stimulant  by  midnight. 

On  February  25th — day  following  opera- 
tion,— 28  oz.  milk  and  the  juice  from  2 oranges 
were  given,  equal  to  a diet  of  over  60  grm. 
carbohydrate  distributed  along  with  70  units 
insulin.  He  vomited  most  all  of  this  food  and 
delirium  developed  in  afternoon;  20  grm.  glu- 
cose was  given  that  night,  but  he  was  restless 
and  perspiring  most  of  night,  although  his 
mind  was  clear  morning  of  26th.  Morning  of 
26th,  blood  sugar  95.  In  succeeding  24  hours 
patient  had  diet  of  oatmeal  and  milk  equal  to 
C 50,  P 25,  F 22,  and  insulin  45  units,  but 
vomited  most  of  milk,  and  that  night  was 
flighty  and  vomited  large  quantity  fluid. 

On  February  27th  he  was  still  at  times  mo- 
mentarily flighty;  very  little  sleep;  nauseated. 
During  day  patient  was  given  insulin  matched 
against  oatmeal  and  cream,  1 unit  per  grm.  of 
carbohydrate,  but  he  refused  to  take  but  small 
portions  or  none  at  all.  Now,  clearly,  too 
much  insulin  again,  and  I gave  him  30  grm. 
glucose  in  5 per  cent  solution  about  7 P.  M. 
During  night  sypmtoms  were  much  better  but 
still  he  continued  sweaty,  restless  and  a trifle 
flighty  and  drowsy. 

On  February  28th  insulin  was  markedly  re- 
duced: took  all  of  his  oatmeal  and  cream  for 
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breakfast,  and  at  10  A.  M.  he  looked  like  he 
was  well.  During  this  day  he  had  52  units 
insulin  against  73  carbohydrate,  and  that  night 
was  feeling  well  and  had  a good  night. 

On  March  1st — fifth  day  following  opera- 
tion— was  noted  the  most 
clearly  demonstrated  power 
pus  infection  was  removed. 

7 :30  A.  M.  Insulin  20  units. 

8 :00  A.  M.  1 oz.  oatmeal,  1 orange, 
cream  and  oz.  butter- 
to  C 32;  P 13,  F 22.5. 

12:00  Noon  Perspiring  some  and  dizzy. 
12:30  P.  M.  Insulin  20  units. 

1 :00  P.  M.  1 shreaded  wheat  biscuit.  2 
cream,  1 egg— equal  to  C 
P 11,  F 30. 

2:45  P.  M.  Feeling  queer,  flighty,  perspir- 


interesting  and 
of  insulin  when 


2 oz. 
-equal 


oz. 

25, 


4 :00  P.  M. 


4:30  P.  M. 
5:30  P.M. 
6:00  P.M. 


mg. 

When  I arrived,  coma  and  heavy 
sweat.  Here  he  had  gotten  40 
insulin  and  57  of  carbohydrate 
(certainly  moderate  as  com- 
pared with  his  former  toler- 
ance). To  make  sure  just  what 
this  coma  was,  I ordered  blood 
sugar  test. 

Blood  test  45  mgm. ; clearly  in- 
insulin coma. 

20  grm.  glucose  in  5 per  cent 
solution. 

Patient  t a 1 k i n g,  expression 
bright. 


Saltine  crackers  during  night.  Had  very  good 


night. 

March  2nd — Apparently  well.  Put  on  diet 
C 68,  P 59.5,  F 132  and  insulin  34.  i.  e., 
2 for  1. 

March  3rd — Blood  sugar  111.1. 

March  4th — In  afternoon,  symptoms  of  too 
much  insulin;  insulin  reduced  to  20  units 
daily  and  diet  raised  to  C 73,  P 60,  F 


132.5. 

March  8th — In  chair — feeling  fine. 

March  9th — Blood  sugar  100;  calories  1744.5. 
on  a diet  of  C 73,  P 60,  F 132.5,  and  in- 


sulin 10  units  twice  a day. 
Discharged — Primary  union. 


Summary 

1.  Besides  the  known  difficulty  of  estimating 
severity  of  diabetes  by  outward  appearances,  it 
is  even  more  difficult  to  estimate  extent  of  pus 
infection  in  a diabetic  foot  by  appearances. 

2.  Diabetic  treatment  seems  to  have  no  in- 
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fluence  on  general  temperature  curve  in  a case 
of  pus  infection  in  a diabetic.  Temperature 
curve  in  this  case  corresponded  to  retained  pus. 

3.  A case  of  diabetes  complicated  by  pus  in- 
fection may  require  triple  or  quadruple  doses 
of  insulin  as  compared  with  dosage  10  days 
after  infection  is  removed. 

4.  In  a diabetic  with  pus  infection  kept  con- 
stantly on  same  diet — no  sugar  in  urine. — blood 
sugar  fluctuates  with  degree  of  infection;  in- 
fection partially  removed,  blood  sugar  falls 
some:  infection  completely  removed,  striking 
drop  in  blood  sugar.  Thus  your  insulin  dose 
has  to  vary. 

5.  It  is  best  to  give  glucose  intravenously,  in- 
sulin subcutaneously— unit  per  gram — immedi- 
ately following  operation  in  sevei’e  diabetes; 
where  a general  anesthetic  is  used,  probably  re- 
peat several  times.  Patient  may  vomit  food 
swallowed  and  you  will  o-et  an  insulin  reaction. 

«/  c 


HYDATIDIFORM  MOLE.* 

By  S.  PALMER  HILEMAN,  A.  B„  M.  D.,  Millboro,  Va. 

Hydatidiform  or  vesicular  mole  is  admitted 
to  be  a disease  of  the  chorion  in  which  the 
terminal  ends  of  the  villi  form  transparent 
grape-like  vesicles  held  together  by  little  pedi- 
cles. These  vesicles  range  from  the  size  of  a 
millet  seed  to  that  of  a large  grape.  The  pro- 
cess usually  comes  on  before  the  fourth  month 
of  pregnancy,  and  the  foetus,  having  its  nutri- 
tion impaired,  is  destroyed,  so  that  when  the 
mole  is  expelled,  frequently  one  finds  no  foe- 
tal remains.  Williams  states  that  spontaneous 
expulsion  is  rarely  delayed  after  the  sixth 
month. 

There  is  great  difference  of  opinion  as  to  the 
frequency  of  vesicular  moles.  Gebhardt  ob- 
served twelve  cases  in  16.000  pregnancies; 
Hirst  states  one  case  in  3.000  to  4.000  preg- 
nancies: Williamson  one  in  *2.400  pregnancies, 
and  Madame  Boivin  one  in  *20.000.  Gordon 
states  that  out  of  4,500  abortions,  twenty-one 
vesicular  moles  were  discovered,  and  he  feels 
sure  that  many  early  cases  in  this  series  were 
overlooked,  for  often  careful  examination  is 
necessary  to  determine  the  presence  of  a few 
vesicles.  He  suggests  that  the  aborted  prod- 
ucts,  after  cai*efxxl  washing,  be  placed  xxnder 
water,  and  this  causes  the  distended  vesicles 
to  rise  to  the  surface.  The  condition  may  de- 
velop in  yoxxng  women,  bxit  is  most  freqxient 

*Read  before  the  Medical  Association  of  the  Valley  of 
Virginia,  at  Clifton  Forge,  May  26,  1927. 
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in  nxultiparoxis  women  in  the  late  child  bear- 
ing period. 

The  diagnosis  can  only  be  positively  nxade 
when  the  cysts  are  expelled  or  ai*e  palpated 
through  the  dilated  cervix.  There  are  three 
signs,  however,  which  are  said  to  be  very  sug- 
gestive : 

1.  A greater  enlargement  of  the  uterus  than 
absent  menstrxxal  periods  would  lead  us  to  ex- 
pect. (In  exceptional  cases  the  xxterxxs  ixiay  be 
smaller) . 

2.  Irregular  hemorrhage,  and  a brownish, 
watery,  vaginal  discharge.  Sometimes  hemor- 
rhage is  profxxse. 

3.  A doughy,  indefinitely  oxxtlined  xxterus. 
with  absent  fetal  heart  soxxnds. 

In  addition,  there  nxay  be  nausea,  anoi*exia, 
extreme  exhaustion,  and  sometimes  renal  in- 
sufficiency. Very  early  the  only  sign  is  said 
to  be  the  brownish  vaginal  discharge. 

It  is  of  iixterest  that  by  far  the  greater 
number  of  vesicular  moles  are  associated  with 
cystic  changes  in  the  ovaries,  the  crysts  being 
identical  with  those  of  the  eorpxxs  luteum. 

The  mortality  is  varioxisly  estiixxated  from 
10  to  25  per  cent.  DeLee  gives  16  per  cent; 
Hirst  18  to  25.  The  cause  of  death  is  hemor- 
rhage, low  grade  sepsis  sxxperinxposd  on  an 
anemic  state,  and  the  development  of  chorio- 
epithelioma.  It  is  significant  that  half  of  all 
chorio-epitheliomas  follow  vesicular  lxioles,  and 
that  16  per  cent  of  vesicular  moles  become 
xxxalignant. 

After  the  expulsion  of  the  ixiole.  the  woman 
may  again  become  pregnant,  and  this  preg- 
nancy pursue  a normal  coxxrse ; or.  with  sxic- 
ceeding  pregnancies,  the  mole  may  again 
develop.  Williams  states  that  vesiexxlar  moles 
may  in  rai*e  instances  be  associated  with  pi*e- 
eclamptic  toxemia. 

The  following  methods  of  treatment  have 
been  employed : As  soon  as  the  cliagixosis  is 
made,  the  uterus  is  emptied,  the  cervix  being 
dilated  with  a steel  dilator  or  the  gauze  pack, 
and  every  cai*e  exercised  to  prevent  perfora- 
tion of  the  uteriixe  musculature,  already  weak- 
ened by  the  invasion  of  the  growth.  Some  lxxen 
have  employed  curettage,  but  most  observers 
advise  against  its  xise.  After  this  the  patient 
should  be  carefully  watched  for  a few  lxionths 
for  hemorrhage  or  lxxetastases.  Vineberg  pro- 
posed hysterectomy  in  those  cases  over  forty 
years  of  age.  Gordon  suggests  radium  or  deep 
X-ray  therapy.  Rawls  in  19*22  reported  fav- 
orable results  with  the  former,  used  for  hemor- 
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rhasre  two  months  after  the  uterus  had  been 
emptied  of  a mole  through  operation  done  as 
a Caesarian  section. 

The  following  case  of  vesicular  mole  is  re- 
ported because  of  the  rarity  of  the  condition 
and  not  because  it  differs  from  other  cases  I 
have  seen  in  the  literature. 

Mrs.  B.,  white,  forty-three  years  of  age. 
came  to  my  office  January  22,  1927,  complain- 
ing of  general  weakness  and  a bloody  vaginal 
discharge  which  had  been  present  about  a 
month.  Just  previous  to  this  she  had  missed 
one  menstrual  period.  She  had  been  preg- 
nant twice  in  the  six  years  of  her  married  life, 
having  a child  now  five  years  old,  and  having 
been  operated  on — Caesarian  section — for  pla- 
centa praevia  in  June,  1925.  She  had  never 
aborted,  and  her  general  health  had  been 
good,  except  for  typhoid  thirteen  years  ago, 
and  dysmenorrhea  when  a girl.  On  examina- 
tion anemia  was  apparent,  the  pulse  was  rapid 
(about  95),  and  temperature  one  degree  above 
normal;  otherwise  negative  except  for  the  pel- 
vic findings.  There  was  a slight  brownish  va- 
ginal discharge,  a softened  but  not  dilated 
cervix,  uterus  boggy  and  its  outlines  imper- 
fectlv  defined,  the  fundus  apparently  in  the 
position  of  a three  or  four  months’  pregnancy, 
with  no  foetal  heart  sounds.  The  patient  was 
advised  to  go  to  the  hospital  at  once.  This 
she  failed  to  do  and  I heard  no  more  of  her 
until  the  night  of  February  7th  when  I re- 
ceived a call  to  come  to  her  home  at  once.  On 
arrival  I found  her  having  severe  labor  pains 
and  bleeding  profusely.  No  products  of  con- 
ception had  been  expelled.  The  cervix  was 
slightly  dilated  and  a gelatinous  mass  was  felt 
protruding.  Uterine  contractions  were  strong 
and  with  the  aid  of  the  fingers  the  expulsion 
of  about  a litre  of  vesicular  mole  and  old 
blood  with  recent  clots  was  accomplished.  No 
foetal  remnants  were  found.  Pituitrin  was 
given,  and  the  vagina  tightly  packed  with 
gauze.  About  one-half  hour  later  the  patient 
was  given  morphine  and  removed  twelve  miles 
to  the  hospital  where  she  was  seen  by  Dr. 
J.  M.  Emmett.  That  night,  under  ether.  Dr. 
Emmett  did  a rapid  dilatation  of  the  cervix 
and  with  the  fingers  cleaned  out  the  uterine 
cavity,  obtaining  a few  pieces  of  the  mole. 
The  condition  of  the  patient  was  such  that  it 
Avas  felt  best  to  postpone  further  operative 
procedures  for  a while.  Five  days  later  Dr. 
Emmett  did  a hysterectomy  and  wrote  me  that 
the  uterine  walls  had  been  well  infiltrated  by 


the  growth.  Microscopic  examination,  al- 
though not  showing  definite  malignancy,  was 
in  some  places  suggestive.  The  ovaries  were 
not  cystic.  Convalesence  was  rapid  up  until 
March  2nd,  when  there  was  some  purulent 
drainage  from  the  lower  angle  of  the  wound. 
This  became  serous  and  subsided  in  a few 
days,  to  be  followed  in  a week  by  a rise  of 
temperature  and  an  indefinitely  outlined  mass 
in  the  region  of  the  left  broad  ligament.  This, 
however,  subsided  without  drainage  in  ten 
days,  and  since  that  time  the  patient  has  felt 
well,  has  been  up  and  about,  and  has  gained 
fifteen  pounds. 
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PILONIDAL  SINUS. 

By  HARRY  M.  HAYTER,  M.  D„  Abingdon,  Va. 

Recently,  as  I sat  talking  to  the  chief  of  our 
surgical  service,  a patient  entered  his  office  and 
gave  as  his  complaint,  the  presence  of  an  abscess 
low  down  and  near  the  mid-line  of  his  back,  at 
the  same  time  indicating  the  region  of  the  sa- 
crum. When  questioned  as  to  the  duration  of 
this  condition,  he  answered  that  it  had  been 
present  for  several  years,  and  supplemented 
this  statement  with  the  information  that  it 
had  been  “lanced  four  or  five  times.” 

As  this  patient  entered  the  examining  room, 
the  surgeon  remarked  that,  if  he  had  to  make 
a snapshot  diagnosis,  he  would  say  that  the  man 
was  suffering  with  an  infected  pilonidal  sinus. 
Examination  proved  this  diagnosis  to  be  cor- 
rect. 

If,  on  seeing  such  a case,  one  should  become 
so  interested  as  to  look  into  the  literature  on 
this  subject,  he  will  find  that  it  is  scanty.  The 
existing  literature  was  thoroughly  reviewed  and 
a study  of  sixty-one  cases  given  in  a paper  read 
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by  Dr.  H.  B.  Stone  of  Baltimore,  before  the 
Southern  Surgical  Association  on  December  11, 
1923.  and  published  in  the  Annals  of  Surgery , 
March,  1924. 

In  view  of  the  fact  that  such  brief  discussions 
of  this  condition  are  given  in  the  standard  text- 
books of  surgery,  and  of  the  scarcity  of  original 
articles,  one  might  conclude  that  the  condition 
is  one  of  little  importance.  However,  it  is  not 
so  to  that  unfortunate  individual  who  possesses 
one  which  has  become  the  site  of  infection : 
neither  is  this  true  for  the  physician  who.  not 
recognizing  the  true  nature  of  the  condition, 
hopes  to  obtain  a cure  by  incision  and  drainage 
of  the  area  involved. 

The  condition  was  first  described  by  J.  M. 
Warren  in  1867.  The  diagnosis  is  easy  if  one 
has  ever  seen  a case,  or  if  the  existence  of  such 
a condition  is  kept  in  mind.  The  lesion  oc- 
curs more  frequently  in  the  male  than  in  the 
female.  Of  the  sixtv-one  cases  studied  by 
Stone,  only  ten.  or  sixteen  per  cent,  were  fe- 
males. All  of  the  sixty-one  cases  occurred 
in  the  white  race.  Forty  of  these  sixty-one 
cases  were  seen  in  the  Johns  Hopkins  Hospital 
which  lias  a very  active  colored  service.  How- 
ever. not  a single  case  was  seen  in  the  negro. 
The  average  age  at  which  the  lesion  makes 
itself  manifest  in  this  series  of  cases  was  twentv 
and  one-half  years.  In  a series  of  twenty-two 
cases  seen  on  the  service  of  Dr.  Hugh  H.  Trout 
at  the  Jefferson  Hospital  in  Roanoke.  Virginia, 
the  average  age  at  which  the  condition  began 
to  cause  symptoms  was  twenty-one  years.  All 
of  these  cases  occurred  in  the  white  race.  Of 
this  series  of  twenty-two  cases,  six  of  the  pa- 
tients were  females  and  sixteen  were  males. 

The  lesion,  while  being  a congenital  one. 
usually  makes  its  presence  known  in  early  adult 
life. 

In  1880.  Hodges  gave  the  name  af  “piloni- 
dal sinus”  to  the  lesion,  which  is  located  on 
or  near  to  the  posterior  mid-line  of  the  body 
in  the  region  overlying  the  sacro-eoccygeal 
joint,  and  which  presents  itself,  in  its  uncom- 
plicated form,  as  a small,  round  or  oval  ori- 
fice, with  smooth  skin  covered  edges.  The  ori- 
fice is  from  three  to  five  millimeters  in  diame- 
ter. is  free  from  granulations,  and  may  or  may 
not  contain  a small  tuft  of  hairs. 

If  infection  has  taken  place,  which  is  prac- 
tically always  the  case,  as  it  is  the  infection 
which  gives  rise  to  the  symptoms  from  which 
the  patient  seeks  relief,  the  picture  is  that  of 
a red.  swollen,  tender  area,  with  pus  discharg- 


ing from  the  original  epithelial  lined  sinus,  as 
well  as  from  others  which  have  developed  spon- 
taneously. or  have  resulted  from  simple  in- 
cisions made  into  the  area  involved.  Such 
sinus  can  be  differentiated  from  the  original 
one  by  the  fact  that  it  contains  granulation  tis- 
sue. 

The  conditions  from  which  an  infected  pi- 
lonidal sinus  must  be  differentiated  are  fistula 
in  ano,  osteomyelitis  of  the  sacrum  and  infected 
haematoma. 

Fistula  in  ano  is  located  nearer  to  the  anal 
orifice  and  a probe  introduced  into  the  sinus 
passes  downward  towards  the  rectum  rather 
than  up  over  the  sacrum  as  it  does  in  a pilon- 
idal sinus.  Granulation  tissue  is  usually  pres- 
ent in  the  fistula  in  ano. 

In  osteomyelitis  of  the  sacrum,  the  probe 
will  encounter  bone  rather  than  end  in  a blind 
pouch  of  soft  tissue,  as  it  does  in  pilonidal 
sinus.  The  X-ray  is  of  great  Aralue  in  differen- 
tiating between  these  two  lesions. 

Quite  frequently  symptoms  referable  to  an 
infected  pilonidal  sinus  date  from  some  in- 
jury. However,  the  dimpling  and  the  pres- 
ence of  an  epithelial  lined  sinus  will  differen- 
tiate this  condition  from  a haematoma  which 
has  become  infected. 

A number  of  these  patients  have  had  previ- 
ous operations,  the  operation  consisting  of  in- 
cision and  drainage  or  incomplete  excision  of 
the  epithelial  lined  sinus.  Of  the  sixty-one 
cases  studied  by  Stone,  twenty-five  had  one  or 
more  previous  operations.  In  our  own  series 
of  cases,  thirteen  had  had  previous  operation, 
the  greatest  number  in  any  one  single  case 
being  eighteen. 

Frequently  the  lesion  is  found  in  two  or 
more  members  of  the  same  family. 

All  of  the  cases  which  we  have  seen  ha\<* 
been  complicated  bv  infection;  hence,  it  has 
not  been  our  privilege  to  study  the  histology 
of  the  uncomplicated  pilonidal  sinus.  How- 
ever, if  I may  be  allowed  to  quote  a paragraph 
from  Stone's  article,  it  will  give  you  the  his- 
tological picture  of  a pilonidal  sinus  which 
has  not  become  inflamed. 

“The  lumen  of  the  sinus  contained  hairs. 
The  inner  portion  of  the  wall  was  of  many 
layers  of  stratified  cuboidal  epithelium  with 
only  slight  cornification  adjacent  to  the  lumen, 
but  with  imperfect  and  rudimentary  papillar 
in  certain  area.  Hair  follicles  were  seen  and 
also  sweat  glands.  Outside  of  the  epithelial 
layer  was  a dense  corium-like  sheath,  and  be- 
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yond  the  loose  fat  and  areolar  tissue.  Some  of 
the  sweat  glands  lie  in  the  fat  at  quite  a dis- 
tance from  the  lumen  of  the  sinus.  In  short, 
the  sinus  is  a slightly  modified  imagination  of 
true  skin.  None  of  its  elements  were  fully  de- 
veloped, even  the  characteristic  hair  is  thin, 
fine  and  scanty,  in  pigment,  somewhat  like 
lanugo.” 

The  origin  of  this  lesion  is  not  known.  V ari- 
ous  theories  have  been  offered  to  explain  its 
occurrence.  The  earliest  theory  was  that  of 
Warren  who  considered  the  lesion  to  be  due 
to  a “reversed  hair-follicle.”  Another  theory 
is  that  the  sinus  originates  from  a remnant  of 
the  medullary  groove,  which  is  known  as  the 
“coccygeal  medullary  vestige.” 

It  is  the  view  of  Dr.  G.  L.  Streeter  of  the 
Department  of  Embryology,  Carnegie  Insti- 
tute of  Washington,  that  the  histological  pic- 
ture found  in  this  lesion  would  indicate  a down 
growth  of  epithelium  originating  from  the  true 
skin.  Just  why  such  a down  growth  of  epi- 
thelium should  occasionally  take  place  in  the 
coccygeal  region  is  not  known. 

Treatment  of  pilonidal  sinus  is  surgical.  To 
prevent  a recurrence  it  is  necessary  to  excise  the 
entire  epithelial  lined  tract.  If  one  is  so  fortu- 
nate as  to  see  a case  before  the  lesion  has  be- 
come inflamed,  the  sinus  can  be  excised  and  the 
wound  closed.  However,  the  usual  case  is  in- 
fected and  that  means  excision  with  drainage, 
and  that  the  wound  must  heal  by  granulation. 
Too  often  the  patient  comes  into  your  office, 
or  into  the  hospital,  after  having  been  told 
that  the  lesion  is  of  no  consequence;  hence,  he 
is  surprised  when  told  that  it  means  wide  ex- 
cision and  a granulating  wound  for  several 
weeks. 

It  is  our  practice  to  make  an  elliptical  in- 
cision around  the  site  of  the  lesion,  undercut- 
ting the  skin,  and  dissecting  downward  until 
the  fascia  covering  the  muscular  attachments 
and  the  sacrum  are  exposed,  then  removing  in 
a mass  the  fatty  tissue  surrounding  the  site  of 
the  lesion.  In  following  this  procedure  we  have 
obtained  very  satisfactory  results.  However, 
even  with  this  attempt  of  radical  excision  we 
have  had  two  cases  to  return  to  us  for  another1 
operation. 

George  Ben  Johnston  Memorial  Clinic. 


Dates  forythe  58th  Annual  Meeting  of  the  Medical 
Society  of  Virginia,  in  Petersburg,  are  October  18, 
19  and  20,  1927. 


PHYSICAL  DIAGNOSIS  AS  A PART  OF 
SOCIAL  CASE  WORK.* 

J 

By  BASIL  B.  JONES,  M.  D.,  Richmond,  Va. 

When  a family  or  an  individual  calls  on  a 
Social  Agency  for  aid,  it  usually  means  that 
the  difficulties  of  living  have  become  so  great 
that  they  cannot  be  overcome  without  assist- 
ance. The  causes  which  underlie  the  various 
calls  for  assistance  vary  with  each  individual 
case.  Consequently,  if  treatment  is  to  prove 
efficacious,  it,  too,  will  have  to  vary  according 
to  the  indications  of  the  indivdual  case. 

The  best  way  to  render  assistance  is  prob- 
ably somewhat  in  accord  with  the  following 
formula.  First,  discover  the  causes.  Second, 
determine  if  possible  the  effects  on  the  indi- 
viduals. Third,  try  to  answer  the  following 
questions:  What  do  the  clients  think  about  the 
situation?  Do  they  consider  the  situation 
hopeless,  or  merely  an  occasion  of  temporary 
embarrassment?  What  is  the  attitude  toward 
the  world  or  things  in  general?  Incidentally, 
it  is  very  helpful  to  know  the  attitude  toward 
yourself.  If  it  is  hostile,  your  best  endeavors 
may  be  futile.  If  they  look  upon  you  as  a 
friend  who  has  their  best  interest  at  heart, 
often  a great  deal  can  be  done. 

As  I see  it,  the  aim  of  the  Social  Worker 
should  be  to  help  individuals  get  back  to  a 
self-supporting  basis  as  soon  as  possible.  In 
order  to  accomplish  this  end,  it  is  of  course 
important  to  avoid  pauperizing  or  coddling 
operable  cases.  Your  efforts  should  be  directed 
toward  building  up  self-reliance  in  your  clients. 

As  a final  admonition,  it  must  be  recognized 
that  some  cases  are  inoperable  by  your  technic. 
Clients  with  whom  you  cannot  deal  construc- 
tively should  be  transferred  without  too  much 
delay  to  the  proper  hands. 

Physical  defects  and  ill  health  often  figure 
prominently  as  causative  factors  in  social  in- 
adequacies, and  frequently  make  up  a large 
part  of  a vicious  circle.  For  example,  a man’s 
health  becomes  poor,  his  poor  health  interferes 
with  his  work,  and  he  may  lose  his  job  because 
of  this.  The  resulting  poverty  and  mental  dis- 
tress not  only  interfere  seriously  with  this 
man's  social  adjustment  but  also  tend  further 
to  undermine  his  health.  It  is  obvious  that  in 
such  cases  the  physical  ailment  must  be  cor- 
rected if  constructive  work  is  to  be  done.  In 
this  connection  let  me  urge  you  not  to  rely  on 
hearsay  diagnosis,  or  on  your  own  personal  as- 

♦From  the  Pediatric  Department  of  the  Children’s  Memorial 
Clinic,  Richmond,  Va.  Read  before  the  Virginia  Conference 
of  Social  Workers. 
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sumptions.  It  is  essential  that  you  have  your 
client  examined  by  a physician  if  you  are  to  do 
your  work  intelligently.  Information  obtained 
from  the  examining  physician  will  give  you  a 
better  understanding  of  your  case,  and  often 
will  give  you  a plan  of  procedure  which  will 
accomplish  definite  results.  The  examination 
and  proper  treatment  of  possible  wage  earners 
will  often  convert  a liability  into  an  asset.  Ex- 
amination of  the  wife  will  often  reveal  some 
condition  which  could  be  relieved  by  appro- 
priate medical  treatment.  If  such  treatment 
is  provided,  a semi-invalid  often  may  be  con- 
verted into  a happier  and  more  efficient  per- 
son. and  many  of  the  complexities  of  your  job 
will  be  solved.  Frail  or  sickly  children  often 
constitute  a large  problem  of  immediate  con- 
cern. When  the  children  are  sick,  the  house- 
hold is  disturbed,  and.  in  addition,  there  is  the 
added  expense  and  fatigue,  which  constitute 
a definite  drain  on  the  over-burdened  parents. 
Acutely  ill  children  demand  attention ; the  mal- 
nourished. frail,  child  is  often  overlooked.  If 
you  would  build  for  the  future,  it  is  important 
to  remember  that  children  often  offer  the  best 
opportunity  for  constructive  work.  Many  ill- 
nesses and  much  bad  health  can  be  prevented, 
and  most  children  can  be  given  stronger  bodies 
and  better  health  if  properly  handled  and  fed. 
For  your  guidance  in  this  important  part  of 
your  job.  advice  from  the  physician  is  essen- 
tial. 

A complete  medical  examination  consists  of 
three  distinct  parts:  the  history,  the  physical 
examination,  and  enough  laboratory  work  to 
clear  up  questions  not  already  solved.  In  a 
large  series  of  cases  a study  was  once  made  to 
determine  which  part  of  the  medical  examina- 
tion was  the  most  important.  In  this  study  it 
was  found  that  in  about  75  per  cent  of  the 
cases  where  a diagnosis  could  be  made,  the  his- 
tory was  either  strongly  suggestive  of  the  diag- 
nosis or  essential  for  the  proper  treatment. 

Mv  experience  at  the  Children's  Memorial 
Clinic  has  shown  me  that  it  is  not  only  valu- 
able to  the  physician  but  also  to  the  social 
worker,  for  the  worker  to  take  the  medical  his- 
tory of  the  patient  before  she  brings  the  child 
to  the  Clinic.  Where  history  blanks  are  avail- 
able. the  question  should  be  filled  out  by  the 
social  worker  in  such  a way  as  to  picture 
clearly  the  medical  background  of  the  patient. 
For  example,  instead  of  answering  the  ques- 
tion, ‘‘Has  the  child  had  measles”,  with  a 
simple,  “Yes”:  give  enough  information  to 


show  what  occurred,  e.  g.,  “Yes — 1924,  mild”, 
or  “Yes — 1924 — complicated  by  abscessed  ears 
and  pneumonia.  Convalescence  slow — Mother 
tliinks  child’s  present  trouble  dates  from  this 
illness”.  Generally  the  patient’s  own  descrip- 
tion of  symptoms  should  be  given,  and  in  quo- 
tation marks  if  indicated.  The  history  also 
should  contain  the  details  of  diet  and  the  daily 
mode  of  living.  The  statement  of  facts  is  of 
far  greater  value  to  the  physician  than  per- 
sonal summaries  or  interpretations.  For  the 
purpose  of  illustrating  the  role  of  physical 
diagnosis  in  social  case  work.  I have  selected 
a family  that  I know  well. 

The  Brown  Family 

This  family  consists  of  seven  individuals. 
Mr.  Brown  is  not  a robust  man.  He  has  a 
speech  defect,  and  some  peculiarity  of  manner, 
which  suggests  a disease  of  the  central  nervous 
system.  In  addition,  he  has  been  bothered  for 
some  time  by  a hernia.  He  is  the  type  of  in- 
dividual who  srenerallv  is  laid  off  when  work 
becomes  slack.  He  has  never  consented  to  have 
a complete  physical  examination.  Conse- 
quently, we  did  not  know  as  much  about  him 
as  we  should. 

The  mother  is  a frail-looking  woman  who 
has  had  tuberculosis  in  the  past.  Apparently 
this  disease  is  not  now  active.  She  has  a tumor 
of  some  sort  that  should  receive  attention.  In 
addition  to  her  frail  health,  she  has  been  preg- 
nant eight  times  and  has  had  to  take  care  of 
all  the  household  duties.  It  is  not  surprising 
that  she  has  felt  that  she  had  to  keep  the 
younger  children  in  the  house  most  of  the  time 
in  order  to  keep  her  eye  on  them. 

Virginia,  nine  years  old.  is  12  per  cent  un- 
der the  average  weight  for  her  height.  She 
has  thirteen  carious  teeth.  Several  abscessed 
teeth  have  been  drawn.  She  has  a heart  lesion 
which  probably  resulted  from  numerous  in- 
fections of  her  teeth  and  tonsils.  She  also  has 
some  enlargement  of  the  glands  in  her  chest. 
This  trouble  may  possibly  be  tuberculous.  In 
addtion,  she  wets  the  bed  every  night. 

Louise,  eight  years  old,  is  17  per  cent  under 
the  average  weight  for  her  height.  She  has  sev- 
eral skeletal  defects  which  indicate  a previous 
rickets.  She  has  three  carious  teeth.  Several 
of  her  teeth  have  been  removed.  She  also  has 
a heart  lesion.  She  wets  the  bed  every  night, 

Mary,  six  years  old.  is  small  for  her  age,  but 
is  not  underweight  for  her  height.  This  ap- 
parent evidence  of  normality  may  in  reality 
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indicate  a slight  under-activity  of  the  thyroid 
gland.  She  has  twelve  carious  teeth.  At  the 
time  of  the  examination  she  had  a pulse  rate 
of  150.  Her  temperature  was  99.8.  There 
was  a heart  murmur,  which,  with  the  other 
findings,  suggested  an  acute  endocarditis.  She 
had  several  superficial  infectious  lesions  on  her 
skin.  She  wets  the  bed  every  night. 

Doris,  three  years  old,  is  small  for  her  age. 
She  is  not  underweight  for  her  height.  She 
has  two  carious  teeth.  She  is  slightly  anemic. 
She  has  several  superficial  infectious  lesions  on 
her  skin. 

Raymond,  twenty  months  old,  is  small  for 
his  age.  He  is  definitely  anemic.  He  has  a 
slight  rickets. 

This  whole  family,  but  especially  the  chil- 
dren, illustrate  what  an  inadequate  and  poorly 
balanced  diet,  plus  the  lack  of  fresh  air  and 
sunshine,  will  do  to  impair  the  efficiency  of 
the  human  body,  and  make  it  a fertile  field  for 
disease  germs.  Fortunately,  the  children  are 
made  of  tough  fibre — otherwise  one  of  their 
many  illnesses  would  have  carried  them  off 
before  this — and  most  if  not  all  can  be  made 
useful  and  fairly  strong  if  handled  properly 
from  now  on. 

If  constructive  work  is  to  be  done  in  this 
family,  provision  must  be  made  for  the  supply 
of  proper  diet  and  sunshine  for  all  the  family. 
Dental  work  will  have  to  be  provided  to  take 
care  of  the  immediate  needs.  Some  of  the 
children  will  have  to  have  operations  for  the 
removal  of  foci  of  disease,  for  example,  ton- 
sils. Proper  rest  and  medication  must  be  pro- 
vided for  those  ill  at  present.  The  physician 
can  easily  outline  many  of  the  necessary  steps 
to  take  in  rehabilitating  this  family.  It  is  the 
duty  of  the  social  worker  to  see  that  the  advice 
is  put  into  effect.  Frequent  check-up  visits 
must  be  made  to  see  that  things  are  going  along 
all  right.  If  it  is  found  that  things  are  not 
going  properly,  further  consultations  with  the 
doctor  should  be  arranged.  Neither  the  doctor 
nor  the  social  worker,  working  singly,  can  ac- 
complish much  in  this  family;  working  to- 
gether they  might  accomplish  a great  deal. 

The  Brown  family  was  chosen  as  an  illus- 
tration of  the  necessity  for  close  co-operation 
between  the  doctor  and  the  social  worker. 
Fortunately  this  family  is  not  typical;  un- 
fortunately, it  is  not  unique. 

1001  East  Clay  Street. 


CONCLUSIONS  REGARDING  RETIRE- 
MENT. 

The  Teacher  in  the  Medical  School. 

The  Chief  in  the  Hospital. 

By  I.  S.  STONE,  M.  D.,  Washington,  D.  C. 

Many  of  the  “born  teachers”  have  passed 
away  and  a new  type  now  occupies  the  arena 
of  the  lecture  room,  laboratory  and  hospital. 
Revision  of  Medical. Schools  has  almost  abol- 
ished personal  or  family  influence  in  the  se- 
lection of  a faculty,  and  standards  have  been 
raised  that  necessitate  vast  changes  in  the  per- 
sonnel of  our  schools. 

So  far  as  our  chief  interest  extends  at  pres- 
ent. we  see  no  necessity  for  change  in  the 
method  of  selecting  teachers  or  hospital  staffs, 
but  recent  developments  in  supervision  of  the 
output  of  our  schools,  as  by  the  American 
Medical  Association  and  Association  of  Ameri- 
can Medical  Colleges,  may  bring  close  scrutiny 
of  this  output,  with  some  degree  of  pressure, 
upon  certain  institutions. 

Among  other  matters  for  serious  thought 
will  be  the  kind  of  service  rendered  by  instruc- 
tors, and  whether  age  proves  an  obstacle  to 
the  most  efficient  teaching.  It  will  doubtless 
be  seen  that  the  productive  period  in  some  in- 
dividuals continues  much  longer  than  in  others. 
By  reference  to  the  Index  Medicus  it  may 
readily  be  seen  that  the  mental  activity  of 
some  of  our  prolific  authors  subsides  nearly 
as  the  physical  frame  loses  its  elasticity, — if 
we  may  judge  by  the  number  of  their  con- 
tributions which  appear  in  that  accurate 
record.  A glance  over  its  pages  will  show  up 
our  contemporaries  as  well  as  ourselves. 

The  “Fixed  Period” 

Retirement  at  a fixed  period  has  certain  fea- 
tures worthy  of  consideration.  As  the  posi- 
tion of  assistant  or  associate  is  sought  because 
an  unwritten  but  definite  rule  leads  to  pro- 
motion in  rank  (as  from  associate  to  chief  of 
service,  with  membership  on  the  Medical 
Board),  a fixed  period  should  prevent  pres- 
sure upon  a chief  by  a younger  class,  which 
pressure  is  intended  to  remind  him  that  his 
retirement  would  be  welcome. 

To  the  well-trained  man  of  forty  who  has 
shown  his  ability  and  fitness  for  any  service 
in  the  hospital,  the  outlook  becomes  very  in- 
teresting and  he  cannot  be  blamed  for  enter- 
taining hopes  which  may  afford  him  an  op- 
portunity to  gratify  his  ambition. 
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Two  Suggestions  for  Future  Thought 

1st : Should  a time  limit  be  set  for  a teacher 
or  chief. — say  for  twenty  years,  more  or  less? 

2nd:  Will  the  chief  who  prefers  to  hold 
his  position  until  health  decides  for  him, — 
say  at  seventy,  be  in  a better  financial  posi- 
tion than  if  he  had  retired  at  fifty-five  or  sixty, 
while  still  in  full  practice  and  in  a command- 
ing position  professionally?  In  the  second 
instance  he  would  be  able  to  continue  his  pri- 
vate practice  while  otherwise  his  practice  would 
hardly  prove  remunerative. 

Finally,  we  believe  that  a vast  majority  of 
practitioners  will  prefer  to  continue  an  un- 
limited and  unrestricted  practice  unless  fail- 
ing health  interferes.  There  are.  however, 
very  good  reasons  why  age  and  infirmity 
should  be  anticipated  and  suitable  insurance 
be  carried  for  this  purpose.  Many  experi- 
ments in  medical  insurance  have  been  tried, 
as  may  be  seen  in  the  literature.  What  may 
eventually  he  developed  in  our  great  medical 
schools  or  medical  organizations  looking  to- 
ward suitable  provision  for  retirement  of 
teachers,  remains  for  the  future  to  disclose. 
Perhaps  at  some  distant  date,  when  philan- 
thropists come  to  realize  the  value  of  the  al- 
truistic efforts  of  the  Medical  Profession  look- 
ing toward  a better,  healthier  and  happier 
world,  due  appreciation  may  be  forthcoming. 

1018  Rhode  Island  Avenue , Xorthivest. 


Bibliotheca  Obstetrica 

Walter  Channing. 

Charming  (Walter)  [1786-1876].  A treatise 
on  etherization  in  child-birth,  illustrated  by 
five  hundred  and  eighty-one  cases,  yiii.  400  pp. 
8°.  Boston . W.  D.  Ticknor  and  Co.,  1848. 

Also , Editor  of:  Xexo  England  Medical  Re- 
new and  ■ Journal , 1827. 

E or  Biography . see  Boston  M.  <{*  S.  •/..  1876. 
xev.  207.  also  Cyclopedia  of  Americal  Medical 
Biography.  Philadelphia , W.  B.  Saunders 
Company.  1912,  i.  169. 


Dr.  Channing  was  professor  of  obstetrics 
and  medical  jurisprudence  in  Harvard  Hni- 
versity  (then  called  the  Massachusetts  Medi- 
cal School)  and  was  on  the  visiting  staff  of 
the  Massachusetts  General  Hospital  when 
etherization  was  introduced  into  the  surgical 


practice  of  that  institution.  He  became  very 
much  interested  in  the  use  of  ether  in  obstetrics 
and  was  largely  instrumental  in  popularizing 
obstetrical  anesthesia.  In  1848  lie  was  able  to 
collect  581  cases,  which  he  published  in  detail 
along  with  various,  and  as  it  seems  to  us  now. 
whimsical  arguments  in  favor  of  such  practice. 
Tn  most  of  the  cases  a state  of  analgesia,  rather 
than  a state  of  anesthesia  was  induced.  In  for- 


Reproduction  of  title  page  of  Dr.  Channing’s  “Treatise  on 
Etherization  in  Childbirth.” 


ceps  deliveries,  he  recommended  that  the  in- 
struments be  applied  before  etherization.  The 
teaching  of  the  times  was  that  the  patient's 
sensations  were  an  important  guide  in  the 
proper  application  of  the  forceps.  By  delay- 
ing the  etherization  you  did  not  lose  this  im- 
portant guide. 

Dr.  Channing  was  the  grandson  of  a signer 
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of  the  Declaration  of  Independence,  the  son 
of  a distinguished  Rhode  Island  attorney,  the 
brother  of  a noted  Unitarian  clergyman  and 
the  father  of  a poet.  He  himself  was  the  first 
professor  of  obstetrics  in  the  Harvard  Medical 
School  and  at  one  time  its  dean,  an  editor  of 
the  predecessor  of  the  Boston  Medical  and, 
Surgical  ■ Journal , the  librarian  of  the  Massa- 
chusetts Medical  Society,  an  ardent  temper- 
ance reformer  and  a zealous  citizen.  He  was 
an  A.  B.  of  Harvard,  graduated  in  Medicine 
at  the  University  of  Pennsylvania  when  Dr. 
Rush  was  president,  continued  his  medical 
studies  under  Dr.  James  Jackson,  of  Boston, 
and  at  Edinburg  University  and  the  London 
hospitals.  He  was  an  honorary  fellow  of  the 
Obstetrical  Society  of  Ltondon.  He  was  a 
Bible  student  and  a lover  of  Shakespeare  and 
Scott.  He  kept  fine  horses,  but  was  a poor 
driver.  He  was  very  charitable,  devoted  to 
the  poor  and  loved  to  be  imposed  upon.  He 
died  at  the  age  of  90  among  his  books  and 
grandchildren. 

m.  r.  r. 
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What  Does  the  Word  “American”  Stand 

For?* 

Richmond,  Va., 
September  7,  1927. 

To  the  Editor  : 

While  the  Nation  has  wrangled  spectacularly 
over  the  airplane,  I have  waged  a single- 
handed  fight,  for  the  most  important  of  all — 
health  of  the  men  behind  our  guns.  My  survey 
of  health  conditions  in  the  American  Navy 
which  extended  half  way  around  the  globe, 
established  that  the  frequent  changes  in  per- 
sonnel is  due,  among  other  things,  not  only  to 
a shortage  of  medical  and  dental  officers  and 
nurses,  but  that  we  accept  untrained  physicians, 
who  are  engaged  in  duties  which  should  be 
executed  by  clerks.  During  the  fiscal  year  1926, 
more  than  half  of  the  American  navy  was  on 
the  sick  list,  which  cost  upwards  of  three  mil- 
lion dollars.  It  is  unthinkable  that,  of  our  per- 
sonnel of  115,391  officers  and  men,  represent- 
ing the  flower  of  American  manhood  for  1926, 
who  should  be  ready  for  any  emergency,  61.372 

•Read  before  the  Resolutions  Committee,  Virginia  Department, 
American  Legion,  at  Newport  News,  Va.,  September  5,  1927. 


of  the  Nation's  defenders  lost  1,219,031  days 
on  the  sick  list.  Does  this  sound  like  prepared- 
ness? What  would  happen  if  such  a state  of 
affairs  existed  with  submarines,  cruisers  or  air- 
planes? Isn't  the  man  behind  the  gun  en- 
titled to  the  same  consideration  as  the  ship? 
If  the  unearned  salaries  alone  were  spent  in 
preventable  medicine,  it  would,  reduce  sickness 
and  save  millions  of  dollars. 

I know  of  nothing  more  pathetic  than  to 
witness  an  untrained  doctor  who  returns  the 
voiceless  sailor  to  duty  with  a perfunctory  dose 
of  physic,  when  he  should  have  been  placed  on 
the  sick  list,  and  in  the  meantime,  the  disease 
advances.  The  physician  of  mature  training 
will  not  enter  the  Navy,  because  he  can  make 
more  money  in  civil  life;  besides,  he  objects 
to  our  system,  which  needs  adjustment.  Cap- 
able doctors  are  infinitely  cheaper  than  the 
maintenance  of  naval  hospitals  and  pensions. 
Within  six  years  we  have  invalided  33,140  of 
our  selected  risks  back  to  civil  life.  The  ap- 
proximate shortage  of  136  doctors  means  doc- 
torless ships,  which  is  as  disastrous  relatively, 
as  gunless  battleships.  If  Navy  doctors  who  are 
representatives  of  the  American  people,  as 
much  so  as  congressmen,  were  invited  to  dis- 
cuss Navy  health,  there  would  be  less  occasion 
to  condemn  bureaucracy.  The  time  has  come 
for  the  American  people  to  know  why  it  is 
necessary  to  adorn  the  streets  with  recruiting 
posters,  while  the  industrial  plant  has  a wait- 
ing list.  If  such  preventable  diseases  as  tu- 
berculosis were  given  as  much  publicity  as 
the  Army  and  Navy  football  game  gets,  it 
would  strengthen  both  national  defense  and  the 
treasury.  If  we  exhausted  the  United  States 
Treasury  in  building  cruisers,  submarines  and 
airplanes.and  then  do  not  exercise  our  utmost 
resources  in  curtailing  disease,  desertion,  dis- 
honorable discharge,  pension  and  death,  to  a 
minimum,  our  naval  policy  will  be  unsound. 

The  Executive  Committee,  Virginia  Depart- 
ment, American  Legion,  endorsed  my  survey 
with  a recommendation  that  I be  permitted  to 
address  the  Naval  Affairs  Committee  at  the 
National  Convention  which  was  held  in  Phila- 
delphia, October,  1926.  I read  a comprehen- 
sive paper  before  this  committee,  entitled  “The 
Navy’s  Human  Accountability”,  which  repre- 
sented massive  human  disasters,  incident  to 
the  Nation’s  selected  youths — taken  from  the 
official  record,  not  only  incontrovertible,  but 
never  discussed  with  the  people.  The  Com- 
mittee unanimously  resolved,  that  Navv  health 
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conditions  should  be  acted  upon  by  the  Con- 
vention. then  in  session.  The  Chairman  of 
the  Committee,  apparently,  deliberatly  muzzled 
the  resolution  by  not  bringing  it  to  the  atten- 
tion of  the  Convention,  which  has  since  been 
recovered  from  National  Headquarters  files, 
by  the  Virginia  Department. 

When  I tried  to  get  an  article  in  the  Ameri- 
can, Legion  Monthly , concerning  the  health  of 
American  sailors,  it  was  turned  down;  where- 
upon I inquired  what  it  would  cost  to  insert 
my  article  as  a paid  advertisement,  and  the 
reply,  dated  December  28,  1926.  recited  “the 
Monthly  is  guided  largely  bv  the  advice  of 
the  chairman  of  National  committees  in  the 
absence  of  specific  resolutions  adopted  by  the 
national  conventions  of  the  American  Legion 
or  other  official  action  on  a given  subject.  I 
am  enclosing  a copy  of  our  advertising  rate 
card.  I believe  the  cost  of  advertising  would 
be  greater  than  you  would  wish  to  bear.” 

On  February  24.  1927,  National  Commander 
Howard  P.  Savage,  appointed  former  Secre- 
tary of  the  Navy,  Hon.  Edwin  P.  Denby,  the 
new  chairman  of  naval  affairs.  All  the  papers 
in  the  case  were  sent  to  Mr.  Denby,  who  wrote 
me  on  June  27.  1927.  in  part,  “it  is  not  likely 
that  I shall  endeavor  to  get  before  the  Con- 
vention your  survey  or  any  resolution  in  re- 
gard thereto”.  The  foregoing  is  a mere  sum- 
mary of  the  case  and  conditions.  Let  it  be 
clearly  understood  that  I am  making  a specific 
complaint,  as  every  one  should  know — that 
the  American  Legion  as  an  organization  has 
accomplished  great  good  in  the  direction  of 
humanity.  Our  best  ships  were  scrapped — we 
are  not  in  the  league  of  nations — the  Geneva 
Convention  has  collapsed — and  if  our  honest 
to  God  American  doctors  are  to  be  muzzled, 
the  job  might  as  well  be  completed — muzzle 
the  guns.  The  airplane  may  have  replaced 
the  battleship,  but  it  has  not  reduced  disease 
or  injury.  Doctors  should  deem  it  a pleasure 
and  a duty  to  write  to  their  representatives  in 
Congress,  in  order  to  have  these  conditions 
corrected. 

W.  Armistead  Giles,  M.  D., 

U.  S.  Navy  (Retired). 


The  Woman’s  Auxiliary,  composed  of  the  wives, 
daughters,  mothers  and  sisters  of  members  of  the 
Medical  Society  of  Virginia,  is  to  have  a meeting  in 
Petersburg,  October  18-20.  Information  about  this 
may  be  secured  from  Mrs.  E.  F.  Truitt,  Secretary, 
Westover  Avenue,  Norfolk,  Virginia. 


Woman’s  Auxiliary, Medi- 
cal Society  of  Virginia 

To  the  Doctors. 

It  is  a wonderful  privilege  you  have  granted 
us,  the  forming  of  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  Virginia,  and  we  want 
you  doctors  to  know  that  we  desire  nothing 
more  than  to  be  asked  to  do  something  for  the 
medical  profession. 

Our  efforts  are  to  do  for  you  what  you  would 
have  us  do,  as  wives  and  daughters  of  you  won- 
derful men.  who  go  about  constantly  all  over 
the  state  doin<j  vour  work  for  humanitv.  It 
is  our  hope  that  in  the  years  to  come  we  may 
increasingly  serve  you  as  a true  Auxiliary. 

As  the  day  approaches  for  the  State  Medical 
meeting,  it  is  earnestly  desired  that  the  doctors 
understand  more  fully  what  the  Auxiliary 
means  to  the  profession.  We  are  not  seeking 
to  place  our  husbands  or  friends  in  office  and 
we  know  nothing  of  your  politics.  We  are  only 
what  the  name  implies,  an  Auxiliary,  doing 
only  the  work  desired  of  us  by  the  medical 
profession.  Our  motto  is  Service. 

The  Auxiliary  is  not  a club,  but  an  organiza- 
tion— a reserve  force.  Each  member  is  con- 
nected with  one  or  more  social,  literary  or  civic 
clubs  in  her  community.  Every  one  of  these 
clubs  should  be  persuaded  to  provide  at  least 
one  health  program  during  the  year.  It  is  the 
doctor’s  wife  who  can  do  this  best. 

The  aims  of  the  Auxiliary  are  to  supplement 
and  strengthen  the  work  of  the  medical  pro- 
fession. advancement  of  health  and  education 
along  the  lines  and  through  the  channels  best 
known  to  women.  This  is  being  studied  by 
groups  making  up  the  organization  in  all  parts 
of  the  country.  This  work  will  not  accomplish 
its  true  mission  until  every  county  in  Virginia 
is  organized. 

Let  us  seize  the  opportunity  to  carry  the 
Message  or  Health  and  Education  to  every 
part  of  our  state,  to  every  doctor’s  wife,  and 
thus  through  an  extensive,  intensive  organiza- 
tion plan  reach  all  other  womens’  organizations 
which  look  to  the  advancement  of  health  and 
education. 

Each  County  Medical  President  has  been 
asked  to  approve  an  auxiliary  to  his  County 
Society,  and  it  was  learned  that  a.  large  num- 
ber of  these  County  Medical  Societies  do  not 
meet  regularly,  sometimes  not  meeting  for  as 
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much  as  two  years,  and  some  counties  have  no 
Medical  Society.  This  shows  the  great  need 
of  the  Auxiliaries  because  wherever  there  is  an 
Auxiliary  (meeting  at  same  time  and  place — 
but  not  same  room,  as  the  doctors),  there  is  an 
active  Medical  Society.  Such  an  Auxiliary, 
even  if  there  are  only  three  or  four  members 
(composed  of  wives,  daughters,  mothers  and 
sisters  of  doctors),  can  be  of  great  service  to 
the  profession,  though  they  do  nothing  more 
than  hold  together  the  Medical  Society.  Natu- 
rally, if  the  wife  wishes  to  attend  a meeting 
the  husband  will  make  an  effort  to  go  and  take 
her  there.  It  is  hoped  that  every  doctor  will 
bring  a woman  member  of  his  family  to  the 
State  Meeting  in  Petersburg,  October  18th- 
20th. 

You  doctors  can  really  be  of  the  utmost  help 
to  the  Auxiliary.  We  do  need  you  and  we 
want  you  to  need  us,  so  please  call  upon  us. 

The  American  Medical  Association  has  asked 
two  things  of  us:  It  expects  the  Auxiliary  to 
represent  Ilygeia  and  place  that  splendid  maga- 
zine in  the  hands  of  the  laity  in  every  home 
in  the  State.  You  can  help  us  by  giving  the 
Auxiliary  your  subscription  to  Ilygeia.  With 
the  commission  derived  we  place  free  subscrip- 
tions where  they  will  do  the  most  good.  So 
please  go  over  to  the  booth  in  Petersburg  and 
take  out  your  subscription,  or  renewal,  a two- 
year  one  if  you  will,  or  order  some  for  Christ- 
mas presents  for  your  friends.  Do  let  the 
Auxiliary  have  the  credit  of  vour  subscription, 
because  your  State  is  way  behind  others  in 
Ilygeia  work. 

The  largest  problem  that  has  been  presented 
to  us  by  the  National  Organization  has  been 
the  request  that  we  put  over  the  idea  of  the 
annual,  thorough  physical  examination  among 
our  own  members.  We  have  really  had  a bit 
of  difficulty  with  that,  because  some  of  you  men 
have  not  seemed  to  want  to  examine  these  poor 
charity  patients, — that  is  all  a doctor’s  wife 
seems  to  be.  We  want  you  to  be  as  thoroughly 
imbued  with  the  idea  of  the  thorough  physical 
examination,  from  now  on,  as  we  are.  Any  of 
you  who  happen  to  have  cranky  wives,  or  as 
we  claim,  sick  wives  (we  think  all  wives  are 
good  wives,  and  that  if  they  are  cranky  wives 
they  are  sick),  should  have  them  examined,  for 
we  need  them  to  work  for  us.  If  you  do  not 
need  them  we  do.  So  please  have  them  well 
and  bring  them  to  Petersburg. 

You  will  see  by  the  program  sent  you  that 
we  have  planned  a very  interesting  meeting. 


You  are  our  expected  guests.  Know  this,  then, 
we  who  are  banded  together  for  the  purpose 
of  serving  the  doctors,  join  in  this  cordial  in- 
vitation. 

We  extend  to  you  an  outstretched  hand  and 
place  ourselves  and  all  we  are,  at  your  com- 
mand. 

(Signed ) The  Officers  of  the  Woman’s 
Auxiliary  to  the  Medical 
Society  of  Virginia. 


The  Truth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our  letter 
of  July  30th,  the  following  have  been  accepted: 
Abbott  Laboratories 

Acetarsone 

Amiodoxyl  Benzoate — Abbott. 

Ephedrine  Sulphate — Abbott. 

H.  K.  Mulford  Co. 

Diphtheria  Toxin — Antitoxin  Mixture,  New  Form- 
ula, Park-Banzhaf’s  0.1  L + . 

Erysipelas  Streptococcus  Antitoxin  (concentrated) 
— Mulford. 

Non-proprietary  Articles 

Amiodoxyl  Benzoate. 

NEW  AND  NON-OFFICIAL  REMEDIES 

Diphtheria  Toxin-Antitoxin  Mixture,  New  Form- 
ula, Park-Banzhaf’s  0.1  L-f-  (New  and  Non-official 
Remedies,  1927,  p.  341). — This  product  is  also  mar- 
keted in  packages  of  one  10  c.c.  vial,  representing 
three  immunizing  treatments.  H.  K.  Mulford  Co., 
Philadelphia.  (Jour.  A.  M.  A.,  August  20,  1927,  p. 
600). 

PROPAGANDA  FOR  REFORM 

Plasmochin. — The  Council  on  Pharmacy  and  Chem- 
istry issues  a preliminary  report  on  “Plasmochin,” 
a synthetic  quinoline  derivative,  developed  in  Ger- 
many and  proposed  for  use  in  the  treatment  of 
malaria.  For  many  years  attempts  have  been  made 
to  find  a substitute  for  quinine  that  would  be  cheap- 
er, less  bitter,  less  toxic  and  more  specific  than  qui- 
nine. Plasmochin  appears  to  be  a step  forward  in 
this  search,  though  it  is  not  a full  solution  of  the 
problem  of  eradicating  malaria.  It  is  said  to  act 
by  destroying  some  of  the  forms  of  the  malarial 
parasite  and  by  inhibiting  the  development  of  others. 
Those  who  have  studied  the  drug  appear  to  agree 
that  the  new  drug  is  most  effective  on  the  quartan 
forms  of  malarial  parasite,  that  in  tertian  malaria 
a combination  of  the  new  drug  with  quinine  is 
more  effective,  and  that  in  birds  the  drug  is  sixty 
times  more  effective  than  quinine.  The  Council 
points  out  that  results  derived  from  the  study  of 
bird  malaria  have  chiefly  a suggestive  value,  and 
that  further  clinical  study  must  be  made  before 
any  optimistic  estimate  of  its  value  in  human  be- 
ings can  be  formed.  The  Winthrop  Chemical  Co. 
has  imported  the  drug  for  clinical  trial  and  this  is 
labelled  to  be  “ethylaminoquinoline  tannate.”  The 
firm  states  that  the  product  when  placed  on  the 
market  in  this  country  will  be  manufactured  here. 
The  Council  has  postponed  further  consideration  of 
Plasmochin  until  clinical  evidence  concerning  the 
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efficacy,  safety,  and  dosage  of  the  product  is  avail- 
able. (Jour.  A.  M.  A.,  July  9,  1927,  p.  113). 

Limitations  of  Goiter  Prophylaxis. — Government 
authorities  believe  that  there  is  no  reason  for  special 
goiter  prevention  measures  on  the  part  of  the  state 
and  local  health  departments.  They  do  not  see  any 
necessity  for  universal  prophylaxis  such  as  may  be 
attained  by  iodization  of  table  salt  or  municipal 
water  supplies.  There  is  a growing  opinion  that 
the  administration  of  iodine  as  a means  of  prevent- 
ing goiter  should  be  under  the  guidance  of  phy- 
sicians and  should  be  individualistic.  In  this  way 
much  good  may  be  accomplished.  (Jour.  A.  M.  A., 
July  9,  1927,  p.  114). 

Vaccination  of  the  New-born  Against  Tuberculosis 
with  Bacillus  Calmette  Guerin.- — The  history  of  the 
vaccination  of  new-born  infants  against  tuberculosis 
with  Bacillus  Calmette  Guerin  (abbreviated  B.  C.  G.) 
since  July  1,  1924,  in  France,  and  other  countries 
over  a period  of  two  and  one-half  years,  to  January 
1,  1927,  has  just  been  reviewed  by  Professor  Cal- 
mette with  his  co-workers  Guerin,  Negre  and  A. 
Boquet,  at  the  Pasteur  Institute  in  Paris.  The  vac- 
cine is  a living  tubercle  bacillus  of  bovine  origin 
rendered  avirulent  for  all  animals  by  230  passages 
on  bovine  bile  medium.  For  the  preparation  of  the 
vaccine,  the  B.  C.  G.  organism  is  transferred  from 
the  bile  medium  to  a synthetic  medium,  cultured, 
and  an  emulsion  of  bacilli  prepared.  Two  c.c.  of 
the  finished  preparation  constitutes  a dose  to  be  fed 
to  an  infant  in  milk.  Three  doses  are  given.  A 
total  of  43,283  children  have  been  thus  vaccinated. 
The  various  papers  which  are  reviewed  may  be  said 
to  represent  the  culmination  of  the  life  work  of  a 
revered  scientist.  They  may  open  a new  era  in 
the  eradication  of  tuberculosis  and  in  the  knowledge 
of  its  epidemiology.  For  the  United  States,  how- 
ever, and  for  all  countries  it  would  seem  wise  to 
hold  in  check  uncontrolled  enthusiasm  for  its  use 
until  those  charged  with  the  responsibility  of  safe- 
guarding the  public  have  carefully  proved  that  the 
method  and  the  premises  are  sound.  (Jour.  A.  M. 
A , July  9,  1927,  p.  115). 

Cactina  Pillets  Again. — Twenty  years  ago  prepara- 
tions of  Cactus  grandiflorus — the  Mexican  night- 
blooming cereus — had  considerable  vogue,  chiefly  be- 
cause ot  the  extravagant  advertising  claims  made 
for  two  preparatons  said  to  be  derived  from  it — 
“Cactin”  and  “Cactina.”  In  1908,  Sollmann  thus 
ironically  described  the  claims  made  for  these  prep- 
arations: “Should  the  heart  be  too  slow,  cactus 

quickens  it;  if  the  heart  is  too  fast,  cactus  slows 
it;  should  the  heart  be  too  weak,  cactus  strength- 
ens it:  if  the  heart  is  too  strong,  cactus  weakens 
it;  does  the  heart  wobble,  cactus  steadies  it;  if  the 
heart  is  normal,  cactus  does  not  meddle  with  it.” 
Subsequently  a number  of  reports  were  published 
showing  pharmacologically  and  clinically  that  prep- 
arations of  cactus  were  inert.  As  a result  of  the 
thorough  exposure  of  the  worthlessness  of  cactus 
preparations,  proprietary  houses  have  generally 
abandoned  their  exploitation.  While  ‘Cactin’’  (now 
called  “Cactoid”)  is  still  offered  for  sale  and  is 
still  the  “joker”  in  a proprietary  morphine-scopola- 
mine preparation,  no  claims  for  it  are  advanced. 
In  the  case  of  “Cactina  Pillets,”  however,  the  pro- 
prietor— the  Sultan  Drug  Co. — still  finds  it  profitable 
to  continue  advertising  in  a certain  class  of  so-called 
medical  journals  and  to  continue  making  the  claims 
that  have  been  so  thoroughly  disproved.  To  those 
who  give  credence  to  these  advertising  claims,  a 
recent  clinical  study  will  be  of  interest:  it  reaches 
the  conclusion  that  Cactina  Pillets  are  no  more  than 
a placebo,  thus  agreeing  with  Sollmann,  who  twenty 


years  ago  called  the  preparation  a psychic  cardiac 
tonic.  (Jour.  A.  M.  A.,  July  9,  1927,  p.  138). 

Bisinarsen. — The  Council  on  Pharmacy  and  Chem- 
istry publishes  a preliminary  report  on  Bismarsen, 
the  name  given  by  the  Abbott  Laboratories  to  a new 
derivative  of  arsphenamine  containing  bismuth  and 
proposed  for  use  intramuscularly  in  the  treatment 
of  syphilis.  Bismarsen  is  the  sodium  salt  of*  a bis- 
muth derivative  of  arsphenamine  methylene  sul- 
phonic  acid,  the  exact  structural  formula  of  which 
has  not  been  established.  The  Council  reviews  a 
report  of  clinical  trials  made  by  Drs.  Stokes  and 
Chambers  and  of  a study  made  for  the  Council.  The 
Council  finds  that  the  available  evidence  is  insuf- 
ficient to  permit  the  acceptance  of  the  drug  for  New 
and  Non-official  Remedies;  however,  the  generally 
favorable  character  of  the  reports  together  with  the 
fact  that  Bismarsen  is  a chemical  substance  of  con- 
trolled composition  is  sufficient  to  warrant  its 
further  trial  by  physicians  with  due  recognition  of 
the  fact  that  the  drug  is  still  in  the  experimental 
stage.  For  the  information  of  those  who  desire  to 
use  this  compound,  the  Council  publishes  a descrip- 
tion of  the  chemical  properties,  the  actions,  uses 
and  dosage  of  the  drug.  (Jour.  A.  M.  A..  July  16, 
1927,  p.  204). 

Radithor. — This  is  one  of  the  numerous  pieces  of 
quackery  in  the  field  of  radioactivity.  It  is  ex- 
ploited by  the  Bailey  Radium  Laboratories  of  East 
Orange,  N.  J.,  the  moving  spirit  of  which  is  one 
William  J.  A Bailey.  The  Radithor  quackery  con- 
sists of  thirty  half-ounce  bottles  of  distilled  water, 
which  is  alleged  to  be  radioactive.  No  less  than 
thirty  bottles  can  be  purchased;  and  the  price  is 
$30.  That  is,  the  price  to  the  sucker  who  happens 
to  be  a layman  is  $30;  to  the  easy  mark  who  can 
write  M.  D.  after  his  name,  it  is  $25.  An  order 

from  “ for  Doctors’  Use  Only”  states  that 

“when  patient  buys  direct,  we  allow  doctor  a $5 
credit  on  all  orders.”  The  physician  who  would 
order  Radithor  must  be  weak  not  only  in  medicine 
but  also  in  morals.  (Jour.  A.  M.  A.,  July  16,  1927, 
p.  208). 

“Viscose”  for  Varicose  Veins. — The  Viscose  Com- 
pany, Los  Angeles,  California,  sells  a small  amount 
of  a glue  mixture  with  a few  rolls  of  gauze  band- 
ages for  $30.  This  combination  is  sold  as  a means 
of  reducing  varicose  veins.  Apparently,  the  Viscose 
Company  also  gives  medical  treatment  to  those  who 
will  come  to  its  headquarters.  The  treatment  con- 
sists of  the  mixture  “Viscose,”  which  is  melted,  ap- 
plied to  the  leg  and  covered  with  gauze;  more 
“Viscose"  and  gauze  are  applied  and  finally  all  cov- 
ered with  a paper  bandage.  An  analysis  of  “Vis- 
cose” in  the  A M.  A.  Chemical  Laboratory  showed 
it  to  be  essentially  a mixture  of  zinc  oxide  and 
glycerin  in  a gelatine  base.  The  Laboratory  pointed 
out  that  the  name  i-s  misleading,  as  Viscose  is  a 
well  recognized  chemical  substance.  (Jour.  A.  M. 
A..  July  16,  1927.  p.  225). 

The  Joy  Beans  Laboratories  Fraud. — One  Frank 
Beland,  of  Cairo.  Illinois,  exploited  an  indecent  piece 
of  quackery  under  such  trade  name  as  “Joy  Beans 
Laboratories”  and  “Beland  Laboratories,”  selling  a 
preparation  called  “Joy  Beans”  as  a sexual  tonic. 
Beland  had  no  medical  or  professional  training;  his 
nostrum  was  put  up  for  him  by  Eli  Lilly  and  Com- 
pany, Indianapolis.  Beland’s  exploitation  of  this 
aphrodisiac  was  found  fraudulent  by  the  post  office 
authorities  and  was  barred  from  the  use  of  the  mails. 
(Jour.  A.  M.  A.,  July  16,  1927,  p.  225). 

Pancreols. — In  the  advertising  of  the  Drug  Pro- 
ducts Co,  Inc.,  Pancreols  (formerly  called  Insulols), 
are  claimed  to  be  rectal  suppositories  “Containing 
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Specially  Prepared  Desiccated  Pancreatic  Hormone- 
bearing Substance  Containing  the  Active  Principle 
of  the  Islands  of  Langerhans.”  In  effect  this  prep- 
aration offers  insulin  for  rectal  administration. 
Scientific  evidence  has  not  been  offered  for  the  value 
of  this  product.  The  rectal  administration  of  insulin 
has  been  found  of  little  or  no  value,  as  compared 
to  the  subcutaneous  route,  against  glycemia,  glyco- 
suria or  acidosis.  The  rectal  administration  of  in- 
sulin belongs  to  the  class  of  methods  which  are 
"either  mechanically  difficult,  inconclusive,  incon- 
stant, or  wasteful  of  the  drug.”  No  preparation  of 
the  Drug  Products  Co.,  Inc.,  has  been  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  for  in- 
clusion in  New  and  Non-official  Remedies.  A num- 
ber of  this  firm’s  products  have  been  reported  on 
unfavorably,  namely:  Pulvoids  Calcylates,  Pulvoids 
Calcylates  Compound,  and  Pulvoids  Natrium  Com- 
pound. (Jour.  A.  M.  A.,  July  16,  1927,  p.  229). 

Koch  Cancer  Foundation. — On  September  22  and 
23,  according  to  an  announcement  just  issued,  the 
second  annual  convention  of  the  Koch  Cancer 
Foundation  will  take  place  in  Chicago,  one  of  the 
meetings  being  a joint  session  with  the  American 
Association  for  Medico-Physical  Research.  The 
American  Association  for  Medico-Physical  Research 
was  organized  in  1911  by  the  outstanding  quack  of 
the  century,  Albert  Abrams.  It  is  stated  that  some 
three  hundred  physicians  will  gather  to  discuss  the 
use  of  the  Koch  remedy  in  cancer.  But  one  meeting 
is  to  be  a joint  meeting  with  the  distinguished  mem- 
bers of  the  American  Association  for  Medico-Physical 
Research.  The  Koch  representatives  should  add  tone 
to  this  remarkable  assemblage.  (Jour.  A.  M.  A., 
July  23,  1927,  p.  296). 

More  Misbranded  Nostrums — The  following  pro- 
ducts have  been  the  subject  of  prosecution  by  the 
federal  authorities  charged  with  the  enforcement  of 
the  Food  and  Drugs  Act:  Vitona  (Vitona  Mineral 
Ore  Co.),  consisting  of  a crude  silicate  ore  contain- 
ing iron  sulphate,  free  sulphur  and  charcoal,  with 
traces  of  calcium,  magnesium  and  aluminum  sul- 
phate. McMichael’s  Allgland  with  Radium  (Carno- 
tite  Gland  Extract  Company),  tablets  containing  91 
per  cent  of  milk  sugar,  together  with  talc,  a trace 
of  nitrogenous  organic  matter  and  a faint  trace  of 
radium.  Allfood  with  Radium  (Allfood  Laborato- 
ries), consisting  of  about  86  per  cent  milk  sugar  and 
14  per  cent  of  material  insoluble  in  water,  compris- 
ing mainly  talc,  mineral  matter,  and  a small  amount 
of  animal  glandular  tissue.  Each  tablet  contained 
about  0.09  millimicrograms  of  radium.  Brooten’s 
Kelp  Ore  and  Brooten’s  Kelp  Ore  Liquid  (Kelp  Ore 
Remedies  Corporation).  The  first  was  found  to  be 
a shale-like  clay  containing  iron  and  aluminum  sul- 
phates, and  a trace  of  sulphur,  while  the  "Liquid” 
was  a water  solution  of  iron  and  aluminum  sul- 
phates, with  traces  of  calcium,  magnesium  and  potas- 
sium salts.  (Jour.  A.  M.  A , July  23,  1927,  p.  310). 

Cultures  of  Lactic  Acid  Producing  Organisms. — 
Pseudoscientific  promotion  of  lactic  acid  producing 
bacteria  has  become  familiar,  and  in  some  instances 
it  approaches  outspoken  quackery.  The  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association  has  attempted  from  time  to  time  to 
issue  conservative,  tolerant  statements  regarding 
the  status  of  the  uncertain  lactic  acid  bacillus 
therapy.  Furthermore,  it  has  endeavored  to  estab- 
lish the  conditions  under  which  alone,  if  at  all, 
actual  implantation  effects  can  be  expected.  Thus, 
acidophilus  milk  and  broth  cultures  and  concentrates 
of  B.  acidophilus  are  not  considered  acceptable  un- 
less the  number  of  viable  organisms  contained  in  a 
stated  quantity  is  clearly  stated,  and  the  broth  cul- 


tures and  concentrates  are  made  to  indicate  the  need 
of  the  coincident  administration  of  carbohydrates. 
The  wisdom  of  the  Council’s  cautions  is  indicated 
by  the  recent  investigations  of  James  in  the  micro- 
biologic laboratory  of  the  Bureau  of  Chemistry,  U. 
S.  Department  of  Agriculture.  This  survey  of  a 
number  of  marketed  preparations  indicated  that 
samples  representing  cultures  of  both  B.  acidophilus 
and  B.  bulgaricvs  are  not  infrequently  worthless. 
As  was  anticipated,  the  milks  showed  the  highest 
average  counts,  the  whey  cultures  next  to  the  high- 
est, and  the  solid  cultures  the  lowest.  (Jour.  A.  M. 
A.,  July  30,  1927,  p.  374). 

Foods  in  Diabetes. — A generation  ago  the  chief 
concern  in  the  management  of  diabetes  was  centered 
in  the  reduction  of  the  carbohydrate  intake;  con- 
sequently. in  the  choice  of  articles  of  diet  preference 
was  given  to  those  relatively  poor  in  sugars  and 
starches.  The  expression  “diabetic  food”  came  into 
vogue  to  designate  a variety  of  products,  having  in 
common  a content  of  carbohydrate  notably  below 
that  of  ordinary  products  of  the  same  class.  An 
official  definition  was  formulated  by  governmental 
authority,  permitting  the  application  of  the  term 
diabetic  to  indicate  that  a food  contains  “not  more 
than  half  as  much  glycogenic  carbohydrates  as  the 
normal  food  of  the  same  class.”  The  outlook  on 
the  dietotherapy  of  diabetes  has  been  considerably 
altered  in  more  recent  years.  It  is  no  longer  merely 
the  carbohydrate  in  the  food  that  merits  attention. 
Sugar  can  be  formed  from  protein.  Regulatory  offi- 
cials have  become  inclined  to  discourage  the  use 
of  the  term  diabetic  as  a part  of  the  name  of  these 
special  foods.  Accordingly  there  is  no  longer  any 
federal  definition  of  a diabetic  food.  Since  such 
products  are  offered  as  dietetic  aids  in  the  control 
or  mitigation  of  disease,  they  are  regarded  by  food 
control  officials  as  therapeutic  agents  rather  than 
as  foods  and  more  properly  regulated  under  the  pro- 
visions of  the  Food  and  Drugs  Act,  which  refer  to 
drugs.  E.  M.  Bailey,  the  chemist  of  the  Connecticut 
Agricultural  Experiment  Station,  has  also  abandoned 
the  term  “diabetic  food.”  In  his  latest  report  he 
remarks  that  successful  diets  for  patients  with  dia- 
betes may  be  formulated  by  proper  selection  of  com- 
mon foods  quite  as  well  as  by  the  use  of  special 
foods.  He  states  that  many  of  the  latter  serve  use- 
ful purposes  but  are  expensive.  The  utilization  of 
common  foods  is  of  increasing  interest  to  the  physi- 
cian and  to  the  patient.  (Jour.  A.  M.  A.,  Julv  30, 
1927,  p.  376). 

More  Misbranded  Nostrums. — The  following  pro- 
ducts have  been  the  subject  of  prosecution  by  the 
federal  authorities  charged  with  the  enforcement  of 
the  Food  and  Drugs  Act:  Sexvitor  (Joseph  A. 
Piuma),  tablets  consisting  essentially  of  strychnine, 
a phosphorus  compound,  a laxative  plant  drug  ex- 
tract, and  some  animal  matter.  Rider’s  Eucalyptus 
Oil  Compound  (Dr.  G.  H.  Rider  Company),  essen- 
tially petroleum  oil  flavored  with  sassafras.  Moore’s 
Liver-Ax  (The  Mount  Grove  Grocery  Company),  an 
extract  of  laxative  plant  drugs  in  a mixture  of 
water  and  alcohol.  Genitol  (Brewer  and  Company, 
Inc.),  containing  18  per  cent  alcohol,  about  2 per 
cent  mineral  matter,  sugar  and  glycerin.  Nervo- 
Vital  (Brewer  and  Company,  Inc.),  consisting  of 
alcohol,  glycerin,  sugar,  mineral  matter,  and  a small 
amount  of  strychnine  and  nitrogenous  matter,  to- 
gether with  some  water.  (Jour.  A.  M.  A.,  July  30, 
1927,  p.  390). 

Colloidal  Kaolin  in  Intestinal  Toxemia. — Suspen- 
sions of  colloidal  kaolin  are  of  little  or  no  use  in 
the  treatment  of  intestinal  toxemias.  Colloidal 
kaolin  chiefly  adsorbs  basic  substance  from  acid 
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mediums.  Alkaline  fluid  liberates  the  basic  sub- 
stance from  its  adsorption  compound.  Hence  much 
adsorption  in  the  alkaline  intestine  could  hardly  be 
expected.  In  practice,  colloidal  kaolin  has  been  dis- 
appointing. (Jour.  A.  M.  A.,  July  30,  1927,  p.  393). 

Ethylene — II. — The  A.  M.  A.  Chemical  Laboratory 
reports  another  examination  of  the  quality  of  ethy- 
lene for  anesthesia  which  is  on  the  market.  The 
Laboratory  reports  on  the  composition  of  “Ethylene 
for  Anesthesia”  of  the  Certified  Laboratory  Pro- 
ducts (which  has  been  accepted  for  New  and  Non- 
official Remedies),  and  a specimen  of  the  ethylene 
of  the  Kansas  City  Oxygen  Gas  Company,  the  qual- 
ity of  which  had  been  questioned  in  a hospital. 
The  laboratory  found  both  products  to  meet  the 
requirements  of  New  and  Non-official  Remedies. 
The  Laboratory  repeats  its  previous  recommenda- 
tion, that  physicians  use  only  the  brands  of  ethy- 
lene described  in  New  and  Non-official  Remedies. 
(Jour.  A.  M.  A.,  August  6,  1927,  p.  451.) 

J.  M.  Harris — Quack. — James  S.  Harris,  Tulsa, 
Oklahoma,  has  for  some  years  been  quacking  it  in 
the  “cancer  cure”  line,  selling  “Radium  Oil.”  The 
Supreme  Court  of  Oklahoma  has  recently  affirmed 
the  judgment  of  the  trial  court  that  had  awarded  a 
woman  ten  thousand  dollars  damages  because  Har- 
ris had  treated  what  at  the  outset  was  an  operable 
case  of  cancer  of  the  breast  and  allowed  the  mat- 
ter to  progress  until  it  became  inoperable.  (Jour. 
A.  M.  A.,  August  6,  1927,  p.  468). 


Book  Announcements 

Manual  of  the  Diseases  of  the  Eye.  For  Students 
and  General  Practit  oners.  By  CHARLES  H. 
MAY,  M.  D.,  Director  and  Visiting  Surgeon,  Eye 
Service,  Bellevue  Hospital,  New  York,  1916  to 
1926;  Consulting  Ophthalmologist  to  the  Mt.  Sinai 
Hospital,  the  French  Hospital,  and  the  Italian 
Hospital.  New  York,  etc.  Twelfth  Edition,  Re- 
vised. New  York.  William  Wood  and  Company. 
1927.  8vo.  of  445  pages,  with  374  original  illustra- 
tions, including  23  plates,  with  73  colored  figures. 
Cloth.  Price,  $4.00. 

Minor  Surgery.  By  ARTHUR  E.  HERTZLER,  M.  D., 
F.  A.  C.  S.,  Chief  Surgeon,  Halstead  Hospital,  and 
VICTOR  E.  CIIESKY,  M.  D.,  F.  A.  C.  S.,  Chief 
Resident  Surgeon.  Halstead  Hospital.  St.  Louis. 

C.  V.  Mosby  Company.  1927.  8vo.  of  568  pages, 
with  438  illustrations.  Cloth.  Price,  $10.00. 

Emergencies  of  a General  Practice.  By  the  late 
NATHAN  CLARK  MORSE,  M.  D„  F.  A.  C.  S. 
Revised  and  Rewritten  by  AMOS  WATSON  COL- 
CORD,  M.  D.,  Surgeon,  Carnegie  Steel  Co.;  Ex- 
President,  Association  of  Railway  Surgeons,  Penn- 
sylvania Lines  East,  etc.  Second  Edition.  St. 
Louis.  C.  V.  Mosby  Company.  1927.  8vo.  of  541 
pages.  Cloth.  Price,  $10.00. 

Gonococcal  Infection  in  the  Male.  By  ABR.  L.  WOL- 
BARST,  M.  D.,  Urologist  and  Director  of  Urologic 
Clinics,  Beth  Israel  Hospital,  etc.,  with  a Chap- 
ter Written  by  J.  E.  R.  McDONAGH.  F.  R.  C.  S., 
Late  Hunterian  Professor,  Royal  College  of  Sur- 
geons, etc.,  London,  England.  8vo.  of  237  pages, 
with  89  illustrations,  including  7 color  plates.  St. 
Louis.  C.  V.  Mosby  Company.  1927.  Cloth. 
Price,  $5.50. 

Physical  Diagnosis.  By  RICHARD  C.  CABOT,  M. 

D. ,  Professor  of  Medicine  in  Harvard  University; 
Formerly  Chief  of  the  West  Medical  Service  at 
the  Massachusetts  General  Hospital.  Ninth  Edi- 


tion. Revised  and  Enlarged.  8vo.  of  536  pages 
with  6 plates  and  279  figures  in  the  text.  New 
York.  William  Wood  and  Company.  1927.  Cloth. 
Price,  $5.00. 

Potassium  and  Tartrates.  A Review  of  the  Litera- 
ture on  Their  Physiological  Effects.  By  RALPH 
W.  WEBSTER,  Ph.  D.,  M.  D.,  Professor  of  Medi- 
cal Jurisprudence  in  University  of  Chicago  (Rush 
Medical  College),  Chicago;  Director  of  Chicago 
Laboratory;  with  A Digest  and  Bibliography  of 
the  Literature.  By  W.  A.  BRENNAN,  A.  B.  Pub- 
lished by  the  Commonwealth  Press,  Chicago. 
1927.  12mo.  of  168  pages.  Cloth.  Price,  $2.50  net. 

The  Truth  About  Baking  Power.  Sworn  Scientific 
Testimony  and  Government  Exhibits  from  Records 
in  Docket  No.  540.  Federal  Trade  Commission, 
Washington,  D.  C.  Compiled  and  Distributed  by 
Calumet  Baking  Powder  Company.  172  pages. 
Paper. 

Fistula  of  the  Anus  and  Rectum.  Bv  CHARLES 
JOHN  DRUECK,  M.  D„  F.  A.  C.  S., ' Professor  of 
Rectal  Diseases,  Post-Graduate  Hospital  and 
Medical  School,  Chicago.  Philadelphia.  F.  A. 
Davis  Company,  Publishers.  1927.  8vo.  of  318 
pages  with  66  original  illustrations.  Cloth.  Price, 
$3.50  net. 

Surgical  Diseases  of  the  Gall-Bladder,  Liver  and 
Pancreas  and  Their  Treatment.  By  MOSES 
BEHREND,  M.  D.,  F.  C.  S.,  Attending  Surgeon 
to  the  Jewish  and  Mt.  Sinai  and  Northern  Liber- 
ties Hospitals;  Instructor  in  Anatomy  at  the  Jef- 
ferson Medical  College.  8vo.  of  278  pages,  with 
numerous  illustrations,  some  in  colors,  including 
many  full  page  plates.  Philadelphia.  F.  A.  Davis 
Company,  Publishers.  1927.  Cloth.  Price,  $4.00 
net. 

Cream  of  Tartar  and  Tartaric  Acid.  By  MARIAN 

JANE  PARKER.  4100  Fillmore  Street,  Chicago, 
111.  Pamphlet  of  20  pages.  Paper. 

Feeding  and  the  Nutritional  Disorders  in  Infancy 
and  Childhood.  By  JULIUS  H.  HESS,  M.  D„  Pro- 
fessor and  Head  of  the  Department  of  Pediatrics,  | 
University  of  Illinois  College  of  Medicine;  Mem- 
ber Advisory  Board,  Children’s  Bureau,  Depart- 
ment of  Labor,  Washington,  D.  C.  8vo.  of  566 
pages.  Illustrated  with  45  engravings  in  the  text 
and  one  full-page  colored  plate.  FIFTH  REVISED 
AND  ENLARGED  EDITION.  Philadelphia.  F.  A. 
Davis  Company,  Publisher.  1927.  Cloth.  Price, 
$4.50  net. 

I ntsrnational  Clinics.  A Quarterly  of  Illustrated 
Clinical  Lectures  and  Especially  Prepared  Origi- 
nal Articles  on  various  phases  of  Medicine,  Surg- 
ery and  the  Specialties.  By  Leading  Members  of 
the  Medical  Profession  Throughout  the  World. 
Edited  by  HENRY  W..  CATTELL.  M.  D„  Phila- 
delphia, with  Collaborators.  Volume  III.  Thirty-  j 
Seventh  Series,  1927.  Philadelphia  and  London,  j 
J.  B.  Lippincott  Company.  1927.  8vo.  of  311 
pages.  Cloth. 

Cancer  Control.  Report  of  an  International  Sym- 
posium Held  Under  the  Auspices  of  the  AMERI- 
CAN SOCIETY  FOR  THE  CONTROL  OF  CAN- 
CER. Lake  Mohonk,,  New  York,  U.  S.  A.,  Sep- 
tember 20-24,  1926.  The  Surgical  Publishing  Com- 
pany of  Chicago,  1927.  Large  8vo.  of  336  pages. 
Cloth. 


1927 


VIRGINIA  MEDICAL  MONTHLY 


459 


Virginia  Medical  Monthly 

FOUNDED  BY  LANDON  B.  EDWARDS,  M.  D..  APRIL.  1S74. 
OWNED  BY  THE  MEDICAL  SOCIETY  OF  VIRGINIA. 
PUBLISHED  BY  THE  PUBLISHING  COMMITTEE. 


A. 

G.  BROWN,  Jr., 

M.  D.. 

Chairman,  Richmond, 

Va. 

B. 

R.  TUCKER.  M. 

D„ 

P.  W.  HOWLE.  M. 

D.. 

Richmond,  Va. 

Richmond,  Va. 

E. 

L.  KENDIG,  M. 

D. 

A.  L.  GRAY.  M. 

D.. 

Victoria,  Va 

Richmond.  Va 

ALEX.  G BROWN,  Jr.,  M.  D.. 

Editor. 

AGNES  V.  EDWARDS. 

Business  Manager  and  Secretary -Treasurer 
All  correspondence  regarding  editorial  matters,  articles,  ad- 
vertisements, subscription  rates,  etc.,  should  be  addressed  to 
the  Journal. 

All  advertisements  are  received  subject  to  the  approval  of  the 
Council  on  Pharmacy  and  Chemistry  of  the  American  Medical 
Association. 

Subscription  Price:  $2.00  per  annum  in  advance. 

Single  Copies  20c. 

Vni.  54  OCTOBER,  1927  No.  7 


Editorial 

Carcinoma  of  the  Pancreas. 

Kiefer1  has  recently  presented  this  subject. 
His  paper  is  based  upon  a review  of  the  litera- 
ture, report  of  cases  from  Peter  Bent  Brigham 
Hospital,  and  a general  consideration  of  the 
diseases. 

While  this  disease  has  been  known  and  writ- 
ten of  since  1836  there  is  not  an  extensive 
literature  on  this  subject.  The  rarity  of  the 
! condition  may  be  judged  by  the  following 
figures  from  post  mortem  examination:  127  in 
11,472  post  mortems  in  Milan;  226  cases  in  53,- 
000  autopsies  reported  by  Roswell  Park ; 
Bashford  reported  1,000  cases  in  84,448  autop- 
i sies.  Futcher  reported  that  of  41,949  patients 
j admitted  to  the  medical  wards  of  the  Johns 
Hopkins  Hospital  there  were  fifty-eight,  cases 
' diagnosed  as  carcinoma  of  the  pancreas;  while 
I of  50.494  patients  admitted  to  Peter  Bent 
Bri<»ham  there  were  diagnosed  fifty-nine  cases. 
This  gives  one  an  idea  of  the  incidence  of  this 
disease. 

It  may  lie  interesting  to  review  briefly  symp- 
toms of  this  condition  as  pointed  out  bv  Kiefer. 

Symptoms 

Cachexia:  This  should  he  regarded  as  a 
: sign  of  advanced  malignancy.  It  is  a late 
symptom.  In  other  words,  cachexia  may  be 
recognized  after  the  process  has  reached  a 
stage  approaching  termination.  In  the  Kiefer 
i cases  twenty-nine  out  of  thirty-three  cachexia 
were  observed.  This  symptom  seemed  to  be 


extreme.  The  size  of  growth  as  brought  out 
by  physical  examination  seemed  small  as  com- 
pared to  what  would  be  taken  to  be  a size 
sufficient  to  produce  such  cachexia.  This  status 
was  explained  by  the  obstructive  effect  upon 
outflow  of  bile  and  pancreatic  secretion.  Both 
obstructive  jaundice  and  deficient  digestion 
tend  to  a cachexia.  The  “ill-habit”  appearance 
is  further  emphasized  by  loss  of  weight.  Loss 
of  weight  was  noted  in  twenty-eight  out  of 
thirty  cases.  This  symptom  was  important  as 
it  was  a symptom  first  noted  by  twenty-two 
out  of  the  thirty-three  patients.  A rather  sud- 
den loss  of  weight  from  one’s  usual  weight  ex- 
cites interest  on  the  part  of  the  patient.  Every 
sudden  loss  of  weight  may  be  taken  to  be  im- 
portant enough  to  warrant  thorough  investi- 
gation. The  average  loss  of  weight  in  the 
series  was  twenty-eight  pounds;  one  patient 
lost  fifty  pounds.  The  rate  of  loss  is  rapid : 
in  one  case  there  was  a.  loss  of  forty-one 
pounds  in  six  weeks.  In  this  cachexic  group 
of  symptoms,  loss  of  appetite  was  found  in 
twenty  cases.  This  was  particularly  evident 
in  those  patients  who  were  jaundiced.  There 
was  marked  sense  of  weakness  associated  with 
the  symptoms.  Twenty-one  of  the  patients 
expressed  the  complaint  of  loss  of  strength. 

Jaundice:  Jaundice  is  also  a late  symptom. 
It  is  brought  about  by  obstruction  of  the  com- 
mon bile  duct.  The  degree  is  extreme.  It  is 
not  intermittent,  it  is  progressive:  it  may  as- 
sume that  intensity  known  as  “black  jaundice”. 
Obstruction  bv  gall-stones  is  usually  more  or 
less  intermittent.  This  type  of  jaundice  varies 
usually.  The  impaction  may  relax  from  time 
to  time.  In  this  way  some  release  of  bile  will 
occur.  This  mechanical  situation  is  brought 
about  by  the  fact  of  relative  positions  of  the 
common  bile  duct  and  the  head  of  the  pan- 
creas. In  60  per  cent  of  normal  people  the 
bile  duct  at  its  lower  end  is  completely  sur- 
rounded by  the  head  of  the  pancreas;  while  in 
the  remaining  40  per  cent  the  hile  duct  lies  in 
a groove  between  the  pancreas  and  duodenum. 
From  this  position  bile  block  is  brought  about 
by  pressure  or  metastasis. 

Pain  : Pain  is  always  an  important  symp- 
tom. In  twenty-one  of  the  thirty-three  cases 
of  this  series,  pain  was  a prominent  symptom. 
It  was  the  first  symptom  in  four  and  the  second 
in  three  patients. 

Much  attention  should  he  paid  to  complaints 
of  pain  in  the  epigastrium.  Patients  with 
cancer  of  the  pancreas  have,  according  to  our 
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author,  three  general  types  of  pain.  One  pa- 
tient may  have  one  or  all  at  one  time : 

(1)  A steady,  dull,  severe  mid-epigastric 
pain.  This  radiates  to  the  lower  part  of  the 
back. 

(2)  A paroxysmal  severe  pain.  This  begins 
near  the  umbilicus  and  radiates  to  the  back 
and  the  front  part  of  the  chest. 

(3)  A colicky  pain  in  the  right  hvpochon- 
drium.  This  sometimes  radiates  to  the  right 
sub-scapular  region.  In  this,  it  resembles  pain 
of  hepatic  colic. 

The  study  of  pain  in  the  upper  abdomen,  too 
often  thought  to  be  mere  pains  of  indigestion, 
may  be  the  most  profitable  means  of  bringing 
out  a.  diagnosis  at  an  early  moment.  X-ray  ex- 
amination supplementing  physical  examina- 
tions combine  in  offering  the  best  method  of 
reaching  an  understanding  of  the  cause  of  per- 
sistent pain  in  the  region.  Exploratory  opera- 
tion. a more  risky  method,  with  attendant  dan- 
gers. immediate  and  subsequent,  is  also  a 
method,  for  study  of  this  important  sign  of 
epigastric  pain. 

Nausea  and  Vomiting:  Nausea  with  or 
without  vomiting  was  noted  by  Iviefer  in 
twenty  of  his  series.  This  stomach  syndrome 
occurs,  because  of  (1)  the  suppression  of  bile 
and  pancreatic  secretion;  (2)  metastatic  path- 
ologv;  (3)  obstruction  and  stomach  misf unc- 
tions. This  is  another  common  symptom-asso- 
ciation. nausea  and  vomiting,  which  should  be 
carefully  run  down  to  its  origin,  if  possible. 
Patients  suffering  from  nausea  and  gastric  dis- 
tress should  be  carefully  examined  by  X-ray 
and  stomach  test,  besides  physically.  The  most 
evasive,  but  yet  very  significant  symptom 
emanating  from  the  stomach  is  epigastric  dis- 
tress— persistent  dyspepsia,  as  often  spoken  of 
by  patients.  Oppression,  heartburn,  pyrosis, 
constriction  in  epigastrium  and  substernum, 
are  a group  of  important  sensations  which  are 
abnormal  and  which  require  interpretation. 
An  early  investigation  of  these  symptoms  is 
a strategic  move  in  diagnosis. 

Edema — Ascites — Haematuria  : A 1 i 1 1 1 e 
comment  on  these  signs  is  pertinent  here. 
Edema  of  legs  in  ten ; free  fluid  in  abdomen  in 
three;  haematuria  as  a chief  complaint  in  one 
case,  are  notations  of  Kiefer  in  his  thirty- 
three  cases. 

Physical  Signs 

Emaciation  in  twenty-four;  jaundice  in 
twenty-three;  pigmentation  of  skin  were  noted 
in  inspections. 


Liver:  Liver  was  enlarged  in  fifteen,  al- 
though easily  felt  in  twenty-six  of  these  cases. 
This  enlargement  is  due  to  the  bile  block  and 
metastasis,  occasionally  associated. 

Gall-Bladder:  Infection  of  the  gall-blad- 
der is  a common  association.  Gall-stones  are 
frequently  found.  Previous  operation  for  gall- 
stones is  not  infrequent.  In  Kiefer’s  series,  a 
dilated  gall-bladder  was  felt  in  fifteen  of  the 
twenty -three  jaundiced  cases.  A palpable 
gall-bladder  in  jaundice  is  a frequent  asso- 
ciation in  carcinoma  of  the  pancreas.  Bard 
and  Pic,  and  Futcher  are  quoted  to  show  this. 
In  the  examination  of  a dilated  gall-bladder, 
it  is  found  to  be  a hard,  rounded,  smooth  mass, 
about  the  size  of  an  egg,  usually  situated  in 
the  right  upper  quadrant,  “distinct  from  and 
below  the  lower  edge  and  descending  with 
inspiration.” 

Tumor:  Carcinoma  of  the  pancreas  is  char- 
acterized by  a hard,  irregular  mass  formation 
not  large,  lying  in  mid-epigastrium,  some- 
times in  either  hypochondrium.  It  may  move 
without  respiratory  movement.  If  it  lies  over 
the  aorta,  pulsations  are  transmitted.  It  is 
tender  but  not  painful. 

Peripheral  glands  enlargement,  dilated  veins, 
intestinal  obstruction,  edema,  ascites,  hydrops 
of  pleural  sacs,  are  a few  signs  observed  in 
this  series. 

Laboratory  Evidence  : Glycosuria  is  com- 
monly associated,  although  true  diabetes  ap- 
pears to  be  rare.  Glycosuria  is  intermittent. 
A quotation  from  Joslin  notes  than  in  5.121 
cases  of  diabetes,  cancer  of  the  pancreas  was 
diagnosed  only  in  thirteen  instances. 

Blood  disturbances  are  leucocytosis  and 
anemia.  In  fifteen  of  fifty-three  cases  a count 
of  over  10,000  leucocytes  was  made,  while  in 
nine  of  twenty-one  cases,  less  than  four  million 
erythrocytes  were  noted.  In  jaundice,  blood 
serum  is  highly  colored. 

Stools  showed  absence  of  bile  in  twenty- 
three  cases;  occult  blood  was  present  in  ten  of 
twenty-seven  patients.  Fat  was  determined 
in  seven  cases.  Food  fat  is  lost  in  stools  in 
large  amount.  Roentgen  ray  examination  is 
held  by  Kiefer  as  of  little  positive  value.  It 
is  of  value,  however,  in  ruling  out  cancer  of 
the  gastro-intestinal  tract  proper.  Where  the 
tumor  mass  displaces  normal  lines  by  pressure 
or  adhesions,  this  inference  may  be  made. 

Duration  ; The  duration  of  life  A^aries.  Ac- 
cording to  a quotation  from  Bard  and  Pic, 
duration  of  life  after  onset  of  the  symptoms 
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is  from  six  to  seven  months;  Marillie,  four  to 
five  months;  Parmentier  and'Chabral,  four  to 
seven  months.  Keifer’s  series  showed  an  aver- 
age life  of  four  and  three-tenths  months. 


News  Notes 

All  Aboard  for  Petersburg! 

All  roads  for  Virginia  doctors  should  lead 
to  Petersburg,  October  18,  19  and  20,  for  the 
fifty-eighth  annual  meeting  of  the  Medical  So- 
ciety of  Virginia  to  be  held  in  that  city.  The 
programs  sent  each  member,  recently,  show 
much  of  interest  scientifically  as  well  as  so- 
cially. Our  invited  guests  will  be  featured  on 
Tuesday  and  Wednesday  evenings. 

Several  affiliated  societies  and  alumni  meet- 
ings will  be  held  in  the  form  of  luncheon  or 
dinner  meetings.  Indications  are  there  will 
be  a a large  attendance,  and  each  component 
society  is  urged  to  have  representation  in 
the  House  of  Delegates.  The  first  meeting 
of  this  body  is  to  be  held  on  Tuesday,  Octo- 
ber the  18th,  at  4 P.  M.,  in  the  Petersburg- 
High  School,  for  the  purpose  of  disposing  of 
as  much  business  as  possible  prior  to  the  scien- 
tific sessions. 

This  list  of  delegates  whose  names  have  been 
sent  this  office  to  time  of  going  to  press  ai'e 
as  follows : 

Albemarle — Dr.  M.  L.  Rea,  Charlottesville, 
delegate. 

Alexandria  City — Dr.  G.  T.  Klipstein, 
Alexandria,  delegate ; Dr.  P.  B.  Pullman, 
Alexandria,  alternate. 

A llegiia n y- Bath — A llegli a ny  County,  Dr. 
B.  R.  Hudnall.  Covington,  delegate;  Dr.  I.  T. 
Hornbarger,  Hot  Springs,  alternate. 

Batli  County — Dr.  Edgar  A.  Pole,  Hot 
Springs,  delegate;  Dr.  ,T.  W.  Wallace,  Cov- 
ington, alternate. 

Amelia — Dr.  James  L.  Hamner,  Mannboro. 
delegate. 

Arlington — Dr.  R.  N.  Sutton,.  Clarendon, 
ddegate;  Dr.  W.  C.  Welburn,  Ballston,  alter- 
nate. 

Botetourt — Dr.  M.  T.  McCulloch,  Trout- 
ville,  delegate;  Dr.  R.  T.  Givens,  Glen  Wilton. 
alternate. 

Fairfax — Dr.  Wm.  Meyer,  Herndon,  dele- 
gate; Dr.  F.  M.  Brooks,  Fairfax  Station,  al- 
ternate. 

Floyd — Dr.  J.  L.  Harvey,  Simpsons,  dele- 
gate. 


Fredericksburg — Dr.  Frank  C.  Pratt.  Fred- 
ericksburg, delegate;  Dr.  T.  Welch  Dew, 
Fredericksburg,  alternate. 

Halifax — Dr.  S.  T.  A.  Kent,  Ingram,  dele- 
gate; Dr.  R.  H.  Fuller,  South  Boston,  alternate. 

Lee — Dr.  P.  1).  Pence,  St.  Charles,  delegate; 
Dr.  C.  C.  Pearce,  Pennington  Gap.  alternate. 

Mid-Tidewater — Gloucester- — Dr.  Jas.  W. 
Smith,  Hayes  Store,  delegate. 

King  William — Dr.  A.  W.  Lewis,  Ayletts. 
delegate. 

King  and  Queen — Dr.  R.  I).  Bates,  Newtown, 
delegate. 

Middlesex — Dr.  W.  P.  Jones,  Urbanna.  dele- 
gate. 

Essex — Dr.  E.  L.  W.  Ferry,  Millers  Tavern, 
delegate. 

York— Dr.  L.  O.  Powell,  Seaford.  delegate. 

Mathews — Dr.  R.  R.  Hoskins,  Mathews,  dde- 
gate. 

Nansemond— Dr.  J.  L.  Rawls,  Suffolk,  dele- 
gate; Dr.  G.  R.  Joyner,  Suffolk,  alternate. 

Nelson — Dr.  B.  F.  Randolph,  Arrington, 
delegate;  Dr.  E.  C.  Kidd,  Lovingston.  alter- 
nate. 

Norfolk — Delegates , Dr.  N.  G.  Wilson.  Dr. 
J.  Warren  White,  Dr.  P.  St.  L.  Moncure,  and 
Dr.  Julian  L.  Rawls,  all  of  Norfolk. 

Patrick-Henry — Patrick — Dr.  J.  T.  Shel- 
burne, Critz,  delegate. 

Henry- — Dr.  J.  L.  Blanton,  Fieldale.  delegate. 

Pittylvania-Danville — Dr.  I.  C.  Harrison, 
Danville,  delegate;  Dr.  P.  W.  Miles,  Danville, 
alternate. 

Post-Graduate  of  Southern  Virginia — 
Xottoway — Dr.  J.  A.  Lowry,  Crewe,  delegate ; 
Dr.  C.  C.  Tucker,  Blackstone,  alternate. 

Dinwiddie — Dr.  Wright  Clarkson.  Peters- 
burg, delegate;  Dr.  Geo.  H.  Reese,  Petersburg, 
alternate. 

Prince  George— Dr.  D.  L.  Elder.  Hopewell, 
delegate;  Dr.  J.  M.  Bailey,  Hopewell,  alternate. 

Greenesville — Dr.  B.  J.  Atkinson.  N.  Em- 
poria, delegate;  Dr.  G.  M.  Naff,  N.  Emporia, 
alternate. 

Brunswick — Dr.  W.  C.  Harman,  Dolphin, 
delegate;  Dr.  W.  H.  Lewis,  Lawrenceville, 
alternate. 

Surry — Dr.  J.  H.  Parker,  Dendron.  delegate  ; 
Dr.  W.  W.  Seward,  Surry,  alternate. 

Sussex — Dr.  Joel  Crawford,  Yale,  delegate; 
Dr.  T.  M.  Raines,  Wakefield,  alternate. 
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Powhatax — Dr.  R.  D.  Tucker,  Powhatan, 
delegate ; Dr.  J.  E.  Tilman,  Rock  Castle,  al- 
ternate. 

Richmond  Academy  of  Medicine — Dele- 
gates— Dr.  J.  A.  Hodges,  Dr.  Fred  Hodges, 
Dr.  C.  C.  Coleman,  Dr.  A.  M.  Willis,  Dr. 
Stuart  Michaux,  and  Dr.  L.  T.  Price,  all  of 
Richmond.  Alternates— Dr.  C.  M.  Miller,  Dr. 
Carrington  Williams,  Dr.  T.  D.  Jones.  Dr. 
R.  F.  Gayle,  Dr.  M.  Grove-Hagen,  and  Dr. 
W.  II.  Blanton,  all  of  Richmond. 

Roanoke  Academy  of  Medicine — Dr.  T.  A. 
Kirk,  Roanoke,  and  Dr.  Everett  E.  Watson, 
Salem,  delegates. 

Rockbridge — Dr.  E.  P.  Tompkins,  Lexing- 
ton, delegate;  Dr.  M.  T.  Yaden,  Buena  Vista, 
alternate. 

Russell — Dr.  S.  C.  Couch.  Cleveland,  dele- 
gate; Dr.  T.  T.  McNeer,  Dante,  alternate. 

Southampton — Dr.  E.  A.  deBordenave. 
Franklin,  delegate. 

Southwestern — Bland — Dr.  A.  B.  Wool- 
wine,  Ceres,  delegate. 

Washington — Dr.  F.  H.  Smith.  Abingdon. 
delegate;  Dr.  W.  H.  Teeter,  Bristol,  alternate. 

Smyth — Dr.  Z.  V.  Sherrill.  Marion,  delegate ; 
Dr.  R.  E.  Hughes,  North  Holston,  alternate. 

Wythe — Dr.  J.  M.  Miller,  Wytheville,  dele- 
gate; Dr.  E.  M.  Chitwood,  Wytheville,  alter- 
nate. 

Carroll — Dr.  R.  R.  Goad.  Hillsville,  dele- 
gate; Dr.  C.  B.  Nuckolls,  Hillsville,  alternate. 

Grayson — Dr.  W.  P.  Davis,  Galax,  delegate; 
Dr.  J.  K.  Caldwell,  Galax,  alternate. 

Pulaski — Dr.  R.  H.  Woolling,  Pulaski,  dele- 
gate; Dr.  R.  F.  Thornhill.  Pulaski,  alternate. 

Montgomery — Dr.  M.  B.  Linkous,  Blacks- 
burg. delegate;  Dr.  J.  A.  Noblin,  Radford. 
alternate. 

Giles — Dr.  W.  C.  Caudill.  Pearisburg,  dele- 
gate; Dr.  Iv.  D.  Graves,  Pearisburg,  alternate. 

W arren-Rappahannock-Page  — Warren  — 
Dr.  L.  F.  Hansbrough.  Front  Royal,  delegate; 
Dr.  Giles  Cook.  Front  Royal,  alternate. 

Rappahannock — Dr.  E.  R.  Browning.  Flint 
Hill,  delegate;  Dr.  Jas.  G.  Brown.  Woodville. 
alternate. 

Page — Dr.  Geo.  LI.  Long,  Luray,  delegate; 
Dr.  B.  C.  Shuler,  Shenandoah,  alternate. 

The  Virginia  Pediatric  Society 

Will  hold  its  annual  meeting  Wednesday. 
October  19,  1927.  at  1 P.  M.  at  a luncheon  at 
Petersburg  Hotel,  during  the  meeting  of  the 

rr>  c»  c 

Medical  Society  of  Virginia  in  that  city.  This 


will  be  a subscription  luncheon  and  all  doc- 
tors especially  interested  in  pediatrics,  whether 
members  of  the  Pediatric  Society  or  not,  are 
invited.  There  will  be  a kind  of  Round  Table 
discussion,  which  will  be  participated  in  by 
Drs.  Franklin  D.  Wilson,  of  Norfolk,  St.  Geo. 
T.  Grinnan,  of  Richmond,  and  L.  T.  Royster, 
of  University. 

On  this  day,  there  will  also  be  several  pedia- 
tric papers  presented  before  the  Medical  So- 
ciety of  Virginia  and  all  pediatricians  are 
urged  to  attend.  Dr.  N.  T.  Ennett,  Richmond, 
is  president  of  the  Pediatric  Society;  Dr.  L. 
T.  Royster,  Lniversity,  vice-president;  and 
Dr.  W.  B.  Mellwaine,  Petersburg,  secretary- 
treasurer. 

The  Southwestern  Virginia  Medical  Society 

Held  a well  attended  meeting  in  Bristol,  Va., 
September  22nd  and  23rd,  under  the  presi- 
dency of  Dr.  Z.  V.  Sherrill,  of  Marion.  Fol- 
lowing the  subscription  banquet  on  the  first 
evening,  the  program  was  taken  up  and  an 
interesting  one  was  put  over.  The  symposium 
at  this  meeting  was  on  •'Pulmonary  Tubercu- 
losis”. It  was  decided  to  hold  the  next  meet- 
ing at  Marion,  ATa..  March  29th  and  30th.  1928. 
Dr.  J.  L.  Early,  of  Radford,  was  elected  presi- 
dent, Dr.  D.  M.  Sanders,  of  Chilhowie,  vice- 
president,  and  Dr.  E.  G.  Gill,  of  Roanoke,  was 
re-elected  secretary-treasurer.  Delegates  were 
also  elected  to  the  Petersburg  meeting  of  the 
State  Society. 

The  Fairfax  County  Medical  Society, 

At  its  meeting  held  at  Herndon,  August  4th. 
elected  the  following  officers  for  the  ensuing 
year:  President,  Dr.  Wm.  Meyer,  Herndon: 
secretary,  Dr.  W.  P.  Caton,  Accotink.  and 
treasurer.  Dr.  F.  M.  Brooks,  Fairfax,  both  of 
the  latter  being  re-elected.  Delegate  and  alter- 
nate to  the  State  Society  meeting  were  also 
elected. 

The  Post-Graduate  Medical  Society  of 

Southern  Virginia 

W as  organized  at  a meeting  in  Petersburg. 
September  12th.  This  is  composed  of  the  coun- 
ties of  Nottoway,  Dinwiddie,  Prince  George, 
Greenesville,  Brunswick,  Surry  and  Sussex. 
Dr.  Wright  Clarkson,  president  of  the  South- 
side  Virginia  Medical  Association,  xvas  the 
moving  factor  in  the  organization  of  this  so- 
ciety. which  has  already  secured  a charter  from 
the  State  Society  and  elected  delegates  and 
alternates  for  the  Petersburg  meeting. 
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Officers  of  the  new  organization  are : Presi- 
dent, Dr.  E.  W.  Young,  Petersburg;  vice-presi- 
dents. Dr.  S.  E.  Gunn,  Hopewell,  and  Dr.  B. 
J.  Atkinson,  Emporia ; and  secretary-treasurer, 
Dr.  W.  C.  Powell,  of  Petersburg.  The  follow- 
ing compose  the  Judiciary  Committee  : Dr.  W. 
D.  Prince,  Stony  Creek,  chairman,  and  Drs. 
W.  W.  Bennett,  Blackstone,  and  D.  C.  Mayes. 
Church  Road.  Dr.  F.  N.  Mallory,  Lawrence- 
' ille.  is  chairman  of  the  committee  on  public 
health  and  legislation,  other  members  of  this 
committee  beino;  Drs.  TV.  W.  Seward,  Surry, 
and  1\I.  H.  Tredwell,  Emporia. 

The  Society  will  hold  seven  meetings  a year 
—one  in  each  of  its  seven  counties.  The  next 
meeting  will  be  held  in  Surry  on  the  second 
Tuesday  in  November. 

A special  feature  of  this  society  is  its  “Steer- 
ing*’ committee  of  which  Dr.  Wright  Clarkson, 
Petersburg,  is  chairman.  The  committee  will 
be  composed  of  all  members  who  apply  in  writ- 
ing to  the  chairman  on  or  before  the  first  of 
each  fiscal  year.  Failure  of  a member  to  at- 
tend at  least  six  meetings  a year,  without  send- 
ing a good  written  excuse  to  the  chairman,  will 
automatically  bar  one  from  being  a member 
during  the  following  year.  This  committee 
will  have  charge  of  arranging  the  programs. 
It  is  planned  that  the  first  half  of  each  meet- 
ing will  be  “journal  hour”  and  will  be  in  con- 
trol of  members  residing  in  the  county  in  which 
the  meeting  is  being  held. 

Rockingham  County  Medical  Society. 

Rockingham  County  doctors  have  re-or- 
ganized  their  society.  Dr.  Noland  M.  Canter, 
has  been  elected  president;  Dr.  J.  E.  Wine, 
vice-president;  and  Dr.  Howard  Armstrong, 
secretary-treasurer.  All  officers  are  of  Har- 
risonburg, Ya. 

The  Medical  Association  of  the  Valley  of 
Virginia 

Held  its  regular  semi-annual  meeting  in 
Winchester,  September  the  29th,  under  the 
presidency  of  Dr.  A.  F.  Robertson,  Jr.,  of 
Staunton.  About  forty  physicians  were  in 
attendance.  A number  of  interesting  papers 
were  read,  the  feature  paper  being  one  on 
“Conditions  That  Simulate  Pneumonia”  by 
Dr.  E.  J.  G.  Beardsley,  of  Philadelphia.  Dis- 
cussion on  this  paper  was  opened  by  Dr. 
Kenneth  Bradford,  of  Staunton.  Dr.  Charles 
0.  Dearmont,  White  Post,  was  elected  presi- 
dent for  the  ensuing  year.  Other  officers  are : 


vice-presidents,  Drs.  L.  M.  Allen,  of  Winches- 
ter; H.  G.  Middlekauff,  of  Weyers  Cave;  and 
Dr.  J.  A.  Riffe,  of  Covington.  Dr.  L.  F.  Hans- 
brough,  Front  Royal,  was  elected  treasurer, 
and  Dr.  Allen  T.  Hawthorne,  Winchester,  sec- 
retary. The  Spring  session  will  be  held  in 
Harrisonburg,  in  May,  1928. 

Dr.  Joseph  Caplan, 

Of  the  University  of  Virginia,  class  of  ’25, 
after  two  years  in  Baltimore  hospitals,  sailed 
October  the  1st,  on  the  Steamship  Alinnesota 
for  Europe,  where  he  will  do  post-graduate 
work  in  diseases  of  the  ear,  nose  and  throat  in 
Vienna  and  in  other  clinics. 

Married. 

Dr.  Cornelius  B.  Courtney,  Newport  News, 
Va.,  and  Miss  Genevieve  Dellinger,  of  Lincoln- 
ton.  N.  C-,  September  14. 

Dr.  Joshua  Milburn  Dougherty,  Jr.,  Gate 
City,  Va.,  of  the  class  of  ’25,  Medical  College 
of  Virginia,  and  Miss  Alma  M.  Turner, 
Mineral,  Va.,  September  5. 

Dr.  Palmer  A.  Shelburne,  now  stationed  at 
the  Marine  Hospital,  Baltimore,  Md.,  and  Miss 
Ruth  Elfreth  Friend,  Drakes  Branch,  Va.. 
August  27.  Dr.  Shelburne  was  graduated  from 
the  Medical  College  of  Virginia,  last  June. 

Dr.  Robert  Edward  Feagans,  of  the  class  of 
*25,  University  of  Virginia,  Department  of 
Medicine,  now  assistant  house  surgeon  at  the 
University  Hospital,  and  Miss  Lois  Straley, 
Lynchburg,  Va.,  September  10. 

Dr.  Maurice  Matthew  Lynch,  Jr.,  Hacken- 
sack, N.  J.,  and  Miss  Theresa  Murphy,  Mont- 
clair, N.  J.,  October  1.  Dr.  Lynch  graduated 
from  Medical  College  of  Virginia  in  1925.  fol- 
lowing which  he  accepted  an  internship  at 
Holy  Name  Hospital,  Taeneck,  N.  J. 

Dr.  Glvnne  Brown.  Texarkana,  Ark.,  of  the 
class  of  ’25,  University  of  Virginia,  and  Miss 
Evelyn  Calvert  Via.,  Orange,  Va.,  Septem- 
ber 24. 

The  Mid-Tidewater  Medical  Society, 

Composed  of  the  seven  counties  in  the  penin- 
sula between  the  York  and  Rappahannock 
Rivers,  will  hold  its  next  meeting  in  West 
Point,  Va.,  at  the  Community  House,  on  Oc- 
tober the  26th,  at  10  A.  M.  A large  attend- 
ance is  requested.  Dr.  James  W.  Smith,  of 
Haves  Store,  is  president,  and  Dr.  Malcolm 
H.  Harris,  of  West  Point,  secretary. 
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Dr.  Hunter  Williams 

Is  re-building  his  home  at  North  Garden. 

a.,  near  the  site  of  the  one  lie  lost  by  fire  a 
little  over  a year  ago. 

Dr.  Thomas  B.  Washington, 

Of  Richmond,  left  the  middle  of  September 
for  New  York  City,  where  he  will  spend  the 
next  six  months  taking  a post-graduate  course 
in  urology  at  the  New  York  Polyclinic  Hos- 
pital. 

Dr.  P.  K.  Graybill, 

Of  Fincastle,  Ya.,  now  living  in  Arizona, 
has  returned  to  Cactus,  Arizona,  after  spend- 
ing the  past  year  at  Lake  Pleasant,  that  state, 
where  he  had  charge  of  the  emergency  medi- 
cal work  in  connection  with  the  building  of 
a big  dam  to  store  flood  waters  for  irrigation 
of  forty  thousand  acres  of  desert  land. 
Doctors  Interested  in  American  Legion. 

Drs.  E.  J.  Nixon,  L.  S.  Early  and  W.  A. 
Reese,  of  Petersburg.  Ya.,  have  been  elected 
members  of  the  executive  committee  of  the 
American  Legion,  Post  No.  1,  of  that  city,  for 
the  ensuing  year. 

Appointed  Chief  Surgeon  of  Norfolk  and 

Western  Railway. 

Dr.  W.  R.  Whitman,  Roanoke,  Ya.,  has  been 
appointed  chief  surgeon  of  the  Norfolk  and 
Western  Railway,  succeeding  Dr.  Sparrell  S. 
Gale,  deceased. 

Dr.  H.  Taylor  Hawkins, 

Clover,  Ya.,  was  appointed  by  Adjutant 
General  Sale  as  delegate  from  the  Virginia 
National  Guard  to  the  Association  of  Military 
Surgeons,  which  was  to  be  in  Carlisle,  Pa.. 
October  6-8. 

Dr.  R.  Cannon  Eley, 

Of  the  class  of  ’25,  University  of  Virginia, 
Department  of  Medicine,  after  several  months 
at  the  Willard  Parker  Hospitl,  New  York 
City,  has  gone  to  Boston,  where  he  will  be  con- 
nected with  the  Children's  Hospital,  for  the 
next  fifteen  months. 

Southern  Medical  Association. 

Officers  of  the  Association  and  members  of 
the  local  committee  on  entertainment  are  mak- 
ing plans  for  a “big”  meeting  in  Memphis.  No- 
vember 14-17,  under  the  presidency  of  Dr.  J. 
Shelton  Horsley,  of  Richmond.  Memphis  has 
one  of  the  most  modern  convention  auditoriums 
in  the  South  and  the  greater  part  of  the  Asso- 
ciation's activities  can  be  held  under  the  one 
roof.  Two  days  will  be  devoted  to  clinical  ses- 
sions and  two  to  section  meetings.  Every 
Southern  physician  who  is  a member  of  his 


State  organization  is  eligible  to  membership 
in  the  Southern  Medical.  Mr.  C.  P.  Loranz, 
Empire  Building.  Birmingham,  Ala.,  is  secre- 
tary-manager of  the  Association. 

The  Southern  Association  of  Anesthetists 

Will  hold  its  sixth  annual  meeting  at  the 
Claridge  Hotel,  Memphis,  Tenn.,  November 
14th  and  15th. 

This  organization  meets  annually  in  conjunc- 
tion with  the  Southern  Medical  Association. 
Its  objects  are : to  advance  the  science  and  art 
of  anesthesia  ; to  stimulate  interest  in  all  forms 
of  anesthesia  and  analgesia — general,  regional 
and  local : to  advance  and  improve  the  status 
of  anesthesia  administration  as  a well  defined 
specialty;  and  to  offer  and  provide  a Forum 
for  the  presentation  and  discussion  by  all  in- 
terested, of  phases  and  problems  of  anesthesia 
which  surgeons,  obstetricians  and  anesthetists 
constantly  encounter. 

The  Southern  Association  of  Anesthetists  is 
a regional  unit  of  the  Associated  Anesthetists 
of  the  United  States  and  Canada.  Others  serv- 
ing various  geographical  sections  are  the  East- 
ern, Mid-Western,  Pacific  Coast  and  Canadian 
Societies  of  Anesthetists.  The  parent  body,  the 
Associated  Anesthetists  of  the  United  States 
and  Canada,  under  the  enthusiastic  and  bril- 
liant leadership  of  the  Secretary-General,  Dr. 
F.  H.  McMechan,  of  Ohio,  has  wielded  an  in- 
fluence for  better,  safer,  more  scientific  anes- 
thesia that  can  Hardly  be  overestimated.  Dr. 
C.  Win.  Hoeflich,  Houston,  Texas,  is  president 
of  the  Southern  branch. 

An  exceedingly  interesting  program  has  been 
arranged  for  the  Memphis  meeting.  Any  one 
interested  should  communicate  with  W.  Hamil- 
ton Long,  M.  I).,  Secretary,  Francis  Bldg.. 
Louisville,  Ivy. 

Red  Cross  Membership  as  a Link  With  Ac- 
tive Days  of  War  Service. 

November  11,  1918 — November  11,  1927: 
nearly  ten  years.  The  past  year  thoughtful 
people  everywhere  have  meditated  on  the  fact 
this  is  the  tenth  anniversary  of  America's  entry 
into  the  World  War,  that  the  coming  year  will 
be  the  tenth  since  Ave  emerged  from  that  con- 
flict to  shift  our  frienzied  war  activities  into 
the  more  measured  pace  of  normal  life.  There 
are  few  material  links  connecting  us  Avith  those 
days.  The  Aast  uniformed  forces  which  were 
camped  everyAvhere  have  merged  into  the  per- 
sonnel of  shop  and  office,  coming  and  going 
with  the  rest  of  their  fellows.  Only  one  group 
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of  that  army  still  stands  apart ; they  are  the 
disabled. 

There  are  still  other  reminders  of  war  days; 
the  special  occasions  when  the  American  Legion 
parades,  and  the  Annual  Roll  Calls  of  Red 
Cross  Membership,  which  have  taken  place 
each  year  from  Armistice  Day  to  Thanksgiving, 
since  the  war.  Not  everyone  can  belong  to  the 
American  Legion;  that  privilege  is  reserved 
for  those  who  served  in  the  uniformed  ranks 
of  the  Nation  in  war.  But  there  is  one  service 
which  is  universal,  one  through  which  the  great 
majority  of  the  American  people  in  war  time 
rendered  one  of  their  obligations  to  the  coun- 
try and  to  their  sons;  through  membership  in 
the  American  Red  Cross.  Many  of  its  war- 
time members  have  never  permitted  themselves 
to  be  demobilized  from  that  service.  For  many 
thousands  of  others  each  year,  the  Roll  Call, 
— which  this  year  is  from  November  11-24 — is 
an  opportunity  to  identify  themselves  once 
more  with  an  organization  of  humanitarian 
helpfulness  to  the  whole  world,  and  the  de- 
mand for  whose  services  is  as  strong  each  year 
as  it  was  ten  years  ago. 

The  Association  of  American  Medical  Col- 
leges, 

Meeting  in  Montreal,  Canada,  October  24, 
2.5  and  26,  will  have  on  an  excellent  scientific 
program.  Headquarters  will  be  at  the  Mount 
Royal  Hotel  and  the  meetings  will  be  held  in 
the  Anatomy  Building  of  McGill  University. 
The  afternoons  and  evenings  will  be  given  over 
to  sight  seeing  and  entertainments. 

Dr.  James  W.  Smith 

Recently  returned  to  his  home  at  Haves 
Store,  Virginia,  after  spending  his  vacation 
visiting  in  New  York  and  Canada. 

Dr.  W.  Randolph  Graham, 

Of  the  class  of  '25,  Medical  College  of  Vir- 
ginia, has  located  in  Richmond,  where  he  will 
be  associated  with  Dr.  Warren  T.  Vaughan  in 
the  practice  of  gastroenterology.  Dr.  Graham 
has  been  associate  in  medicine  at  the  Peter 
Bent  Brigham  Hospital,  Boston,  and  assistant 
in  medicine  at  the  Harvard  Medical  School. 

New  Activities  of  the  National  Children’s 

Bureau,  Peru. 

Among  the  new  undertakings  of  the  Chil- 
dren s Bureau  of  Peru  during  1926,  according 
to  the  annual  report  of  the  bureau  for  that 
year,  were  the  opening  of  public  squares  for 
children's  playgrounds  and  efforts  to  prevent 


begging  by  children  in  the  streets.  The 
bureau  has  also  been  advocating  the  opening 
of  nurseries  in  connection  with  hospitals,  for 
children  whose  mothers  are  receiving  hospital 
care.  Other  activities  of  the  bureau  include 
studies  of  medical  and  social  problems,  legal 
aid  to  mothers,  health  centers  for  infants, 
summer  camps  for  children,  and  the  prepara- 
tion of  modified  milk  for  distribution.  The 
bureau  also  gives  financial  aid  to  private 
child-caring  agencies. 

Dr.  and  Mrs.  James  D.  Clements, 

Of  Ordinary,  Va.,  spent  their  summer  va- 
cation at  Virginia  Beach. 

Dr.  C.  L.  Woodbridge, 

Recently  returned  from  the  missionary  field 
in  China,  after  spending  the  summer  at  Mon- 
treat. N.  C-,  has  located  at  Montgomery,  W. 
Va.,  instead  of  Pulaski,  Va.,  as  he  at  first 
planned. 

Medical  Officers  Wanted  for  Veteran’s 

Bureau  Hospitals. 

Applications  for  junior  medical  officer  (in- 
terne) will  be  rated  as  received  by  the  Civil 
Service  Commission,  Washington.  I).  C-.  un- 
til December  30.  1927.  This  examination  is  to 
fill  vacancies  in  Veterans’  Bureau  Hospitals 
throughout  the  United  States  and  vacancies  in 
positions  requiring  similar  qualifications.  Full 
information  may  be  obtained  from  the  IT.  S. 
Civil  Service  Commission,  Washington,  D.  C.. 
or  the  secretary  of  the  hoard  of  U.  S.  Civil 
Service  Examiners,  at  the  post  office  or  cus- 
tom house  in  any  city. 

Prizes  for  Essay  in  the  Cause  of  the  Family 

Doctors. 

Realizing  that  the  “family  doctor”  does  not 
have  the  influence  or  the  income  which  he 
should,  a prominent  doctor  of  North  Carolina 
has  provided  the  funds  for  three  prizes — one 
each  of  $250,  $150  and  $100 — to  he  awarded 
for  the  best  essays  on  “How  the  Family  Doc- 
tor Can  Best  Increase  His  Usefulness  and 
His  Income.”  It  is  stated  that  this  contest  is 
open  to  all  regular  doctors  in  Virginia.  North 
and  South  Carolina,  and  it  is  urged  that  they 
write  essays  on  this  subject.  The  award  will 
he  decided  by  a committee  of  doctors  from  the 
three  states. 

Southern  Medicine  and  Surgery , Charlotte, 
N.  C-,  through  which  this  prize  is  offered, 
will  have  the  privilege  of  publishing  any  of  the 
essays  in  the  interest  of  doctors  in  general. 
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Essays  have  to  be  submitted  to  Southern  Medi- 
cine and  Surgery  before  December  1.  1927. 

It  is  hoped  that  Virginia  doctors  will  take 
advantage  of  this  offer  to  submit  their  views 
on  this  subject  which  should  be  of  great  inter- 
est. 

Dr.  and  Mrs.  H.  A.  Tabb, 

Gloucester.  Ya..  returned  home  the  middle 
of  September  from  a motor  trip  through 
Pennsylvania  and  thence  via  Washington.  D. 
C..  through  the  Valley  of  Virginia. 

Dr.  W.  H.  Batte,  Jr., 

Formerly  of  Jarratt.  Ya.,  is  now  connected 
with  the  medical  department  of  the  Norfolk 
and  Western  Railway  Company,  at  Bluefield. 
West  Virginia. 

Dr.  J.  Blair  Fitts, 

Richmond.  Ya..  announces  removal  of  his 
offices  to  917  West  Franklin  Street,  this  city. 

The  Southside  Virginia  Medical  Association 

Held  its  quarterly  meeting  in  Richmond. 
September  13th.  as  guests  of  the  McGuire 
Clinic.  There  was  a symposium  on  "The  Medi- 
cal and  Surgical  Aspects  of  Abdominal  Pain" 
in  addition  to  a number  of  other  interesting 
papers.  Immediately  following  the  scientific 
program  those  in  attendance  adjourned  to  the 
country  home  of  Dr.  Stuart  McGuire,  where 
they  were  entertained  at  dinner.  Dr.  Wright 
Clarkson.  Petersburg,  is  president,  and  Dr. 
R.  L.  Raiford.  Franklin,  secretary  of  this  As- 
sociation. 

Public  Playgrounds  in  Baltimore. 

In  Baltimore  this  summer  the  Playground 
Athletic  League  has  been  operating  134  play- 
grounds and  6 swimming  pools  under  trained 
leadership  and  supervision.  The  regular  daily 
schedule  of  each  playground  varied,  and  once 
during  the  summer  all  the  playgrounds  took 
part  in  a big  play  festival  held  at  the  stadium. 
On  August  11.  the  date  set  for  the  festival  this 
year,  about  3.000  children  were  brought  to- 
gether for  a demonstration  of  games  anti 
dances.  During  the  last  week  of  August  each 
playground  had  special  programs  for  visitors. 
Twenty  of  the  playgrounds  have  completed 
baby  days  this  season,  when  children  under 
three  years  of  age  were  examined  by  doctors 
and  nurses. 

Medical  College  of  Virginia  Alumni  Banquet. 

The  Alumni  Association  of  the  Medical  Col 
lege  of  Virginia  will  have  a banquet  and  a 


general  Jollification  Get-Together  meeting  at 
the  Petersburg  Hotel,  Petersburg.  Ya.,  dur- 
ing the  meeting  of  the  Medical  Society  of  Vir- 
ginia. Banquet  will  take  place  at  6 :30  P.  M. 
October  19th.  The  General  Chairman  of  this 
Committee  is  Dr.  Everett  E.  Watson,  Salem. 
Ya.  The  Petersburg  Committee  consists  of  Drs. 
Geo.  Reese  and  John  Harwood.  Dr.  Roshier 
W.  Miller,  President  of  the  Alumni  Associa- 
tion and  Dr.  Howard  Urbach,  President  of 
the  Richmond  Chapter,  have  charge  of  the  pro- 
gram. 

General  “roust-abouts”  and  “boosters”  are: 
Drs.  Greer  Baughman.  R.  D.  Garcin,  Clyde  F. 
Ross.  Arthur  S.  Brinkley.  F.  H.  Beadles,  H. 
W.  Decker.  Chas.  Phillips,  and  Thomas  D. 
Jones. 

Get  your  tickets  early.  There  will  he  plenty 
of  fun.  no  long  speeches,  and  positively  no  so- 
licitations for  funds. 

Come  One.  Come  Ale.  Let  your  lights  be 
shining.  Except  for  the  muddy  Appomatox 
River.  Petersburg  is  dry. 

Dr.  B.  S.  Yancey, 

Who  was  stationed  at  the  Marine  Hospital, 
Baltimore,  Md..  as  an  assistant  surgeon  (R)  in 
the  V.  S.  Public  Health  Service,  following  his 
graduation  from  the  University  of  Virginia  in 
1926.  has  been  appointed  health  officer  at  Chase 
City.  Ya...  where  he  will  do  general  practice  in 
connection  with  his  other  duties. 

Dr.  I.  R.  Wagner 

Has  been  transferred  from  the  Edw.  J. 
Hines.  Jr.  Hospital,  at  Maywood.  111.,  to  the 
U.  S.  Veterans’  Hospital.  Jefferson  Barrocks. 
Mo. 

Dr.  Claude  Moore, 

Roanoke.  Ya..  who  went  abroad  with  the 
American  Legionnaires,  is  visiting  clinics  in 
Berlin  and  Vienna  before  returning  home. 

Dr.  Bittle  C.  Keister, 

Washington.  I).  C-.  announces  that  he  has 
just  returned  from  the  University  of  Minne- 
sota and  the  Mayo  Clinic,  where  he  did  re- 
search work  in  general  medicine  and  surgery 
and  has  resumed  his  practice,  with  offices  at 
1315  Fern  Street.  Northwest. 

Dr.  Israel  Brown, 

Norfolk.  Ya..  was  elected  president  of  the 
Virginia  Department  of  the  American  Legion, 
at  its  meeting  in  Newport  News.  eai\v  this 
month.  He  was  one  of  the  Virginia  members 
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who  attended  the  national  gathering  of  the 
Legion  in  Paris  last  month. 

The  Association  of  Surgeons  of  the  Chesa- 
peake and  Ohio  Railway 

Held  its  annual  meeting  at  Virginia  Beach, 
early  in  September,  with  an  attendance  of  more 
than  four  hundred  surgeons  and  members  of 
their  families.  Dr.  J.  E.  Cannaday,  Charles- 
ton, W.  Va.,  was  the  presiding  officer.  Follow- 
ing the  scientific  program,  a business  session 
was  held  and  Dr.  Wm.  T.  Graham,  Richmond, 
Va.,  was  elected  president:  Dr.  Chas.  C.  Garr. 
Lexington,  Ky.,  first  vice-president,  and  Mr. 
G.  E.  Meanley,  Richmond,  Va.,  was  re-elected 
secretary. 

Dr.  Henry  L.  Townsend, 

Who  recently  completed  an  internship  at 
Memorial  Hospital,  Richmond,  has  located  at 
Marshall,  Va.  Dr.  Townsend  was  a member  of 
the  class  of  ’26,  Medical  College  of  Virginia. 

Dr.  A.  W.  Kelly, 

Of  the  class  of  ’26,  Medical  College  of  Vir- 
ginia, upon  completion  of  his  internship  at 
Mercy  Hospital,  Baltimore,  Md.,  has  located 
at  1412  Light  Street,  Baltimore,  where  he  will 
be  engaged  in  general  practice. 

Dr.  H.  B.  Mulholland, 

University,  Va.,  left  about  the  first  of  Sep- 
tember for  a year’s  study  abroad. 

Doctor’s  Son  Loses  Sight  of  Eye. 

Holland  Robinson,  fifteen  year  old  son  of 
Dr.  and  Mrs.  Julian  Robinson,  of  Danville, 
Va.,  had  the  misfortune  to  lose  sight  in  his 
right  eye  as  result  of  an  accident  at  school. 
He  had  called  to  another  bov  on  a porch  above 
him  at  school  to  throw  him  a broom.  It  was 
dark  and  the  handle  of  the  broom,  falling  first, 
struck  young  Robinson  in  the  right  eye,  rup- 
turing the  eyeball. 

News  of  Medical  College  of  Virginia. 

The  central  school  of  nursing  at  the  Medical 
College  of  Virginia,  Richmond,  has  matricu- 
lated in  its  preliminary  or  preclinical  course 
in  the  basic  sciences  which  covers  one  semester 
fifty  students  from  four  of  the  hospitals  of 
Richmond  in  addition  to  fifty-six  students  who 
are  residents  in  college  and  students  in  its 
school  of  nursing.  This  is  the  second  year  the 
central  school  has  been  in  operation;  students 
are  expected  to  meet  college  entrance  require- 
ments. 


Construction  work  has  begun  on  the  new 
dormitory  at  the  Medical  College  of  Virginia, 
Richmond,  which  will  accommodate  134  young 
women,  chiefly  of  the  school  of  nursing.  There 
will  be  four  dormitory  floors,  each  with  an 
ample  sun  porch.  On  two  additional  floors 
dining  room,  social,  and  recreational,  and  cer- 
tain teaching  facilities  will  be  provided. 

In  the  school  of  dentistry  of  the  Medical 
College  of  Virginia,  Richmond,  a new  course 
for  dental  assistants  has  been  inaugurated  this 
year.  Applicants  for  admission  must  meet 
college  entrance  requirements  and  spend  one 
year  in  residence.  This  course  is  designed  to 
equip  young  women  to  assist  the  dentist  in 
usual  office  and  certain  laboratory  routine.  It 
is  not  a course  for  dental  hygienists. 

New  appointments  at  the  Medical  College 
of  Virginia,  Richmond,  for  the  current  session 
are:  Dr.  Sidney  S.  Negus,  professor  of  chem- 
istry: Dr.  J.  Garnett  Nelson,  professor  of  clini- 
cal medicine:  Dr.  William  B.  Porter,  profes- 
sor of  medicine;  Dr.  Lewis  C.  Pusch.  asso- 
ciate in  pathology;  Dr.  J.  E.  Daugherty,  in- 
structor in  medicine;  Dr.  W.  A.  McGee,  in- 
structor in  pediatrics;  Dr.  Randolph  E.  An- 
derson, assistant  in  surgery;  Dr.  R.  B.  Easley, 
assistant  in  neurological  surgery;  Dr.  G.  H. 
Snead,  assistant  in  otolaryngology;  Dr.  T.  B. 
Washington,  assistant  in  surgery:  Dr.  W.  B. 
Massey,  assistant  professor  of  pedonontia ; 
Miss  Altha  Cunningham,  associate  in  art; 
Mr.  J.  G.  Jantz,  associate  in  anatomy;  Dr. 
W.  Tyler  Haynes,  assistant  in  dental  technics; 
Dr.  J.  R.  Fleet,  assistant  in  operative  dentis- 
try; Dr.  R.  A.  Williams,  assistant  in  prosthe- 
tic dentistry;  Miss  Grace  Goodchild,  R.  N., 
nurse;  Dr.  J.  G.  Forbes,  assistant  professor  of 
chemistry;  Professor  Haynie  H.  Seay,  Jr.,  in- 
structor in  economics  and  citizenship;  Dr.  W. 
P.  Barnes,  instructor  in  surgical  diseases:  and 
Dr.  J.  W.  Keever,  instructor  in  elementary 
physiology. 

Promotions  for  1927-28  include:  Dr.  Paul 
V.  Anderson  to  associate  professor  of  nervous 
and  mental  diseases;  Dr.  W.  A.  Shepherd  to 
associate  professor  of  medicine;  Dr.  James  H. 
Smith  to  associate  professor  of  medicine;  Dr. 
J.  M.  Whitfield  to  associate  professor  of  medi- 
cal jurisprudence,  ethics,  and  economics;  Dr. 
Pauline  Williams  to  associate  professor  pathol- 
ogy; Mr.  Clifford  W.  Skinner  to  assistant  pro- 
fessor of  anatomy;  Dr.  H.  DeJ.  Coghill  to  as- 
sociate in  nervous  and  mental  diseases;  Dr.  R. 
H.  Courtney  to  associate  in  ophthalmology; 
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Dr.  O.  B.  Darden  to  associate  in  nervous  and 
mental  diseases;  Dr.  G.  H.  Preston  to  asso- 
ciate in  nervous  and  mental  diseases;  Dr.  L. 
TV  Whitehead  to  associate  in  roentgenology; 
Dr.  D.  G.  Chapman  to  instructor  in  medicine: 
Dr.  C.  A.  Fblkes  to  associate  in  ophthalmol- 
ogy; Dr.  N.  H.  Turner  to  associate  in  ophthal- 
mology; Dr.  M.  B.  Rudd  to  associate  profes- 
sor of  prosthetic  dentistry. 

Dr.  William  B.  Porter, 

Whole-time  professor  of  medicine  at  the 
Medical  College  of  Virginia,  has  entered  upon 
his  duties  with  offices  in  the  Memorial  Hos- 
pital. He  will  give  certain  time  during  the 
day  to  private  consultation  work. 

University  of  Nebraska  Offers  Courses  in 

Child  Development. 

The  home-economics  department  of  the  Uni 
versity  of  Nebraska,  during  the  summer  ses- 
sions of  1924  and  1925,  offered  courses  in  child 
development  with  a nursery  school  as  a labora- 
tory for  student  observation.  These  courses 
were  introduced  in  order  to  meet  a need  of 
Nebraska  home-economics  teachers.  During 
the  school  year  1926-27  the  work  was  made  a 
part  of  the  regular  curriculum,  with  the  classes 
and  laboratory  open  to  junior  and  senior  home- 
economic  students  and  others  who  were  inter- 
ested. The  nursery  school  had  an  enrollment 
of  twelve  children,  and  the  city  health  de- 
partment co-operated  by  giving  the  services 
of  one  of  its  visiting  nurses  for  health  inspec- 
tion each  morning,  and  a group  of  pediatri- 
cians in  Lincoln  gave  each  child  a complete 
physical  examination  twice  during  the  year. 
The  division  of  nutrition  of  the  home-econom- 
ics department  of  the  university  is  conducting 
physical-growth  and  nutrition  studies,  and  the 
department  of  educational  psychology  directs 
the  mental  testing. 

The  American  Association  of  Obstetricians, 

Gynecologists  and  Abdominal  Surgeons 

Held  its  annual  meeting  at  Asheville.  N.  C., 
September  15-17,  inclusive,  under  the  presi- 
dency of  Dr.  John  Osborn  Polak.  of  Brooklyn. 
N.  Y.  Virginia  members  in  attendance  were 
Dr.  L.  A.  Calkins,  University,  and  Drs.  M.  P. 
Rucker  and  James  M.  Whitfield.  Jr.,  of  Rich- 
mond. Dr.  Palmer  Findley,  of  Omaha.  Nebr., 
was  elected  president  for  the  coming  year,  and 
Dr.  James  E.  Davis,  of  Detroit.  Mich.,  was  re- 
elected secretary.  It  was  voted  to  hold  the 
next  meeting  in  Toronto,  Canada,  in  Septem- 
ber. 1928. 


Dr.  and  Mrs.  Herbert  W.  Lewis 

And  daughter,  of  Dumbarton.  Va.,  spent 
their  vacation  in  September  at  Afton.  Va..  and 
on  a trip  through  the  Valley  of  Virginia  and 
West  Virginia. 

Dr.  C.  0.  Foree, 

Formerly  of  Pocahontas.  Va.'.  has  moved  to 
Athens.  Tenn. 

Dr.  C.  W.  Trexler, 

Of  the  class  of  ?26.  University  of  Virginia. 
Department  of  Medicine,  following  a service 
as  house  physician  at  French  Hospital.  San 
Francisco.  Cal.,  has  located  in  San  Diego.  Cal. 
He  is  associated  with  Drs.  Wegeforth.  with 
offices  in  Granger  Building,  and  his  work  will 
be  mainly  surgical. 

Dr.  F.  F.  Davis, 

Sassafras.  Va.,  recently  returned  from  his 
vacation  which  Avas  spent  in  Pennsylvania. 

Newr  Step  In  International  Relations  of  Phy- 
sicians. 

The  cordial  relations  of  the  physicians  of 
America,  North  and  South,  and  their  colleagues 
of  the  Old  World  were  further  expressed  by 
the  appointment  of  American  representatives 
to  the  editorial  cabinet  of  the  Acta  Dermato- 
Yenereologica  published  under  the  direction  of 
Dr.  Johan  Almkvist.  of  Stockholm.  Sweden. 
The  nominees  are : Howard  Morrow,  of  San 
Francisco.  Howard  Fox.  of  New  York,  J.  B. 
Shelmire.  of  Dallas.  D.  R.  Smith,  of  Toronto. 
Pardo  Castello,  of  Havana,  and  Herman  Good- 
man. of  New  York. 

The  Acta  Dermato-Yenereologica  publishes 
original  contributions  in  French.  German,  or 
English  within  the  fields  of  dermatology, 
urology,  and  social  hygiene,  and  items  of  in- 
terest of  persons  or  progress  in  these  special- 
ties. 

American  literary  contributions  should  be 
addressed  to  Dr.  Herman  Goodman.  18  East 
89th  Street.  New  York  City. 

“Belroi”  to  be  Opened. 

The  Walter  Reed  Commission  of  the  Medi- 
cal Society  of  Virginia  announces  that  “Bel- 
roi”,  the  birthplace  of  Dr.  Walter  Reed,  in 
Gloucester  County,  Virginia,  has  been  reno- 
vated and  will  be  formally  opened  to  the  pub- 
lic on  Saturday  afternoon,  October  the  15th. 
at  2 P.  M.  A most  attractive  program  will  in- 
clude speeches  and  music  by  one  of  the  1 . S. 
Army  bands  from  Ft.  Eustis. 

Dr.  James  H.  Hargrave,  Jr., 

Petersburg.  Va..  was  painfully  hurt  about 
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the  middle  of  September,  by  the  explosion  of 
gasoline  on  a yacht  at  the  Hummed  Ross  dock, 
that  city.  Dr.  Hargrave  was  blown  through 
the  top  of  the  yacht  and  it  is  almost  miraculous 
that  he  was  not  seriously  as  well  as  painfully 
hurt. 

The  American  Board  of  Otolaryngology 

Will  hold  an  examination  in  Memphis,  Tenn., 
November  14,  1927 — the  first  day  of  the 
Southern  Medical  Association  meeting.  As 
the  Board  seldom  meets  in  the  South,  this  will 
be  an  excellent  opportunity  for  those  from 
this  section  who  may  wish  to  take  the  exami- 
nation. The  certificate  of  this  Board  is  stated 
to  be  the  most  valuable,  of  its  kind  in  the 
world  and  is  certainly  the  most  valuable  cer- 
tificate that  any  Ear.  Nose  and  Throat  man 
in  America  possesses. 

All  applications  and  communications  con- 
cerning this  examination  should  be  addressed 
to  Dr.  W.  P.  Wherry,  1500  Medical  Arts 
Building,  Omaha,  Nebraska. 

Dr.  H.  L.  Burwell, 

F or  many  years  a practicing  physician  at 
Chase  City,  Va.,  has  moved  to  Roanoke,  Va. 

The  American  Public  Health  Association 

Is  to  hold  its  annual  meeting  in  Cincinnati, 
Ohio,  October  17-21,  with  headquarters  at 
Hotel  Gibson.  Any  health  worker  is  eligible 
to  membership  in  this  organization.  In  addi- 
tion to  the  usual  attractive  scientific  program, 
pleasant  entertainment  is  being  arranged  for 
the  visitors.  Mr.  Homer  N.  Culver,  370 
Seventh  Avenue,  New  York  City,  is  executive 
secretary  of  the  Association. 

Census  of  Institutions. 

The  U.  S.  Department  of  Commerce  has 
just  made  public  a preliminary  announcement 
of  the  results  of  the  census  of  state  and  federal 
institutions  for  the  feebleminded  and  epilep- 
tics, hospitals  for  mental  disease,  and  prisons 
and  reformatories.  Returns  from,  thirty-six 
states  on  institutions  for  the  feebleminded  and 
epileptics,  covering  sixty  institutions,  shows 
an  increase  of  8.6  per  cent  of  first  admissions 
over  reports  in  1922;  reports  from  thirty  states 
covering  105  hospitals  for  mental  disease  show 
an  increase  of  7.5  per  cent  over  1922;  and  re- 
turns from  thirty-one  states  covering  fifty- 
eight  prisons  and  reformatories  show  an  in- 
crease of  28.3  per  cent  on  1922  figures.  In 
each  case,  the  first  admissions  per  100,000  popu- 
lation have  increased  more  rapidly  than  the 


general  population,  though  this  increase  may 
be  largely  attributable  to  an  expansion  of  the 
capacity  or  facilities  of  the  institutions  in  some 
states  and  the  effectiveness  of  local  machinery 
in  bringing  these  cases  under  the  care  of  in- 
stitutions. 

Dr.  I.  K.  Briggs 

Has  returned  to  his  home  in  South  Boston, 
Va.,  after  a visit  to  clinics  in  Chicago  and 
Rochester,  Minn. 

Dr.  Lewis  A.  Law, 

Upon  completion  of  his  internship  at  George 
Ben  Johnson  Memorial  Hospital,  Abingdon, 
Va.,  has  located  in  Alberta.  Va.,  for  the  prac- 
tice of  medicine. 

Dr.  and  Mrs.  E.  J.  Nixon, 

Petersburg,  Va.,  suffered  quite  painful  in- 
juries and  narrowly  escaped  death,  on  Septem- 
ber the  30th,  when  their  automobile  was  struck 
by  another  on  the  Petersburg  Turnpike.  Their 
conditions  were  reported  as  favorable  as  we  go 
to  press. 

Wanted — 

A physician  for  a good  country  practice.  If 
interested  communicate  with  Zannie  B.  Givens, 
Newport,  Va.,  R.  F.  D.  1.  Box.  69.  ( Adv .) 

Obituary 

Dr.  Frank  Stanley  Hope, 

Prominent  physician  of  Portsmouth.  Va.. 
died  in  that  city,  September  26th.  following 
an  operation.  He  was  seventy-two  years  of 
age.  Dr.  Hope  was  graduated  in  medicine 
from  the  University  of  Virginia  in  1876, 
shortly  after  which  he  commenced  practicing 
in  Portsmouth.  He  was  in  active  practice  to 
the  time  of  his  last  illness  and  in  addition  was 
active  in  community  welfare  work  and  in  poli- 
tics. He  served  a term  as  mayor  of  Ports- 
mouth. for  several  terms  as  health  officer  of 
that  city  during  which  time  he  was  also  a 
member  of  the  former  State  Board  of  Quar- 
antine Commissioners  which  had  much  to  do 
with  quarantine  regulations  over  the  port  of 
Hampton  Roads,  and  served  a number  of  years 
on  the  Central  State  Democratic  Committee  as 
a member  from  the  Second  District.  Dr.  Hope 
had  been  a member  of  the  Medical  Society  of 
Virginia  since  1880,  was  a member  of  the  Nor- 
folk County  Medical  Society,  was  a Mason  and 
a member  of  a number  of  fraternal  and  civic 
organizations.  His  wife  and  a daughter  sur- 
vive him. 
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Dr.  Wade  Hampton  Saunders, 

Roanoke,  Va.,  died  at  his  home  in  that  city, 
September  19th,  death  being  due  to  heart  trou- 
ble. Dr.  Saunders  was  born  in  Bedford  County, 
Virginia,  fifty  years  ago  and  upon  completion 
of  his  academic  education,  studied  medicine  at 
the  former  LTniversity  College  of  Medicine, 
Richmond,  from  which  he  graduated  in  1903. 
He  had  been  an  active  member  of  the  Medical 
Society  of  Virginia  since  that  same  year.  His 
burial  was  conducted  with  Masonic  orders. 
His  wife  survives  him. 

Dr.  John  Wesley  Bovee, 

Washington,  D.  C.,  honorary  member  of  the 
Medical  Society  of  Virginia,  died  September 
3rd,  as  the  result  of  injuries  received  from  a 
fall.  He  was  a native  of  New  York  State  and 
was  sixty-five  j^ears  of  age.  Dr.  Bovee  gradu- 
ated in  medicine  from  the  Medical  Department 
of  Columbian  University,  Washington,  in 
1885,  after  which  he  located  in  that  city.  He 
was  emeritus  professor  of  gynecology  in 
George  Washington  University  Medical 
School ; a member  and  ex-president  of  the 
Medical  and  Surgical  Society  of  the  District 
of  Columbia,  the  American  Gynecological  As- 
sociation, and  the  Southern  Surgical  Associa- 
tion, and  a member  of  numerous  other  medical 
organizations.  He  was  for  many  years  gyne 
cologist  to  several  of  the  Washington  hos- 
pitals. 

Dr.  Charles  William  Massie, 

Richmond,  Va.,  for  over  thirty  years  a prac- 
ticing physician  in  this  city,  died  September 
26th,  after  being  in  bad  health  for  about  three 
years,  though  he  kept  up  active  practice  until 
a year  ago.  He  was  a native  of  Amherst 
County,  Va.,  and  seventy-one  years  of  age. 
His  medical  education  was  received  at  the  Uni- 
versity of  the  City  of  New  York,  from  which 
he  graduated  in  1880.  He  was  at  one  time  a 
member  of  the  Medical  Society  of  Virginia. 
His  wife  and  several  children  survive  him. 

Dr.  John  R.  Atwell, 

Wicomico  Church,  Va.,  formerly  a member 
of  the  Medical  Society  of  Virginia,  died  in  a 
Washington  hospital,  September  13,  at  the 
age  of  fifty-three  years.  He  was  a native  of 
Washington  and  graduated  in  medicine  from 
the  National  (now  George  Washington)  Uni- 
versity, that  city,  in  1898. 

Dr.  Richard  Fishburne, 

For  over  forty  }Tears  a practicing  physician 
in  Leesburg,  Va.,  died  in  Staunton,  Va.,  Sep- 


tember 14,  at  the  age  of  seventy-six  years.  He 
took  his  degree  in  medicine  from  the  Kentucky 
School  of  Medicine,  in  1876  and  was  at  one 
time  a member  of  the  Medical  Society  of  Vir-  j 
ginia.  He  is  survived  by  daughter  who  is  now 
a missionary  in  Japan. 

Resolutions  on  the  death  of  Dr.  Charles 
Venable  Carrington. 

Dr.  Charles  Venable  Carrington  was  born  in  Char- 
lotte County,  Virginia,  July  29,  1866.  He  taught 
school  for  several  years  at  Chatham  in  order  to 
earn  money  to  attend  the  University  of  Virginia. 
While  at  the  University  he  was  secretary  to  his 
uncle,  the  late  Colonel  Charles  S.  Venable,  pro- 
fessor of  mathematics.  He  graduated  in  medicine 
at  the  University  of  Virginia  in  1889,  and  became 
an  interne  at  the  old  St.  Luke’s  Hospital,  Richmond, 
Virginia,  under  the  late  Dr.  Hunter  McGuire. 

He  married  Mrs.  Grant,  a widow,  who  was  Miss 
Avis  Walker.  The  union  was  ideal,  and  he  cared 
for  her  with  the  tenderest  affection  throughout  his 
life. 

He  was  physician  to  the  Spring  Street  Home  for 
twenty  years,  and  for  twelve  years  was  surgeon  to 
the  State  Penitentiary,  being  appointed  by  Governor 
J.  Hoge  Tyler.  He  was  surgeon  to  the  Richmond 
Street  Railway  Company  for  many  years,  and  his 
fearless  and  courageous  conduct  during  the  trouble- 
some times  of  the  strike,  about  twenty-five  years 
ago,  was  widely  noticed.  He  was  surgeon  to  the 
Richmond  Fire  Department  when  he  died.  He  was 
an  ex-president  of  the  Richmond  Academy  of  Medi- 
cine and  Surgery. 

HiS  health  for  the  last  few  years  had  appeared  to 
be  good.  He  died  after  a few  hours’  illness  at  seven 
o’clock  in  the  morning  of  July  22nd,  apparently  from 
angina  pectoris. 

Dr.  Carrington  was  the  particular  champion  of 
the  down-trodden  and  the  oppressed.  A sense  of 
injustice  always  brought  forth  the  strongest  reac- 
tion from  him.  His  generosity  was  complete.  He 
was  under  all  conditions  willing  to  share  every- 
thing he  had  with  his  friends,  and  he  seemed  to 
think  as  a matter  of  course  that  others  would  do 
the  same  thing  with  him. 

Siding  with  the  “under-dog”  was  his  natural  in- 
stinct. His  work  at  the  Spring  Street  Home,  and 
as  surgeon  for  the  Penitentiary,  are  instances  of 
this  trait  of  character.  He  was  the  chief  factor  in 
mitigating  much  of  the  harsh  treatment  of  the  in- 
mates of  the  Penitentiary  while  he  was  surgeon 
there.  He  was  a pioneer  in  the  advocacy  of  sterili- 
zation of  the  habitual  criminal,  a policy  which  has 
been  adopted  by  several  states  and  carried  out  with 
apparent  benefit  by  the  State  of  California.  This 
contribution  to  sociology  is  just  beginning  to  be 
appreciated. 

In  his  big  heart  there  was  no  place  for  sham  or 
hypocrisy.  The  love  of  his  fellowman  crowded  out 
these  small  vices. 

Be  it  Resolved,  Therefore,  that  the  Richmond 
Academy  of  Medicine  wishes  to  express  a deep  sense 
of  loss  in  the  death  of  a faithful  fellow  and  ex- 
president, Dr.  Charles  Venable  Carrington,  and  to 
extend  its  sincere  and  heartfelt  sympathy  to  his 
widow  and  the  rest  of  his  surviving  family. 

Robert  C.  Bryan, 

Thomas  W.  Murrell, 

J.  Shelton  Horsley,  Chairman.  i 
Obituary  Committee. 
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THE  MEDICAL  PROFESSION  OF 
VIRGINIA." 

By  J.  SHELTON  HORSLEY,  M.  D„  Richmond,  Va. 

A history  of  the  medical  profession  of  Vir- 
ginia would  be  profoundly  interesting.  The 
presidental  address  of  Dr.  W.  L.  Harris  at 
the  Norfolk  meeting  of  this  society  last  year 
on  “John  Peter  Mettauer,  A.  M.,  M.  D.,  L.L.D., 
A Country  Surgeon”,  shows  the  attractive  ma- 
terial that  exists  in  Virginia  for  biographical 
essays  on  medical  men.  In  a presidential  ad- 
dress, which  should  be  short,  there  is  hardly 
time  even  briefly  to  sketch  all  of  these  inter- 
esting lives,  so  the  temptation  to  speak  of  them 
must  be  resisted;  for  what  now  deeply  con- 
cerns us  are  the  problems  of  the  present  and 
of  the  immediate  future. 

Commercialism  in  Medicine 

Times  are  changing.  The  intensely  personal 
relationship  which  has  existed  between  doctor 
and  patient  is  waning.  Many  of  the  older  con- 
ditions and  customs  are  passing  and  new  things 
are  appearing.  Whether  we  approve  or  not 
we  cannot  ignore  this  situation,  and  we  must 
meet  it  as  best  we  can.  It  is  expected  of  us 
that  we  shall  not  fail  in  this  trust:  that  we 
shall  hold  untarnished  above  all  changes  the 
real  purpose  of  the  medical  profession, — that 
is,  the  conquest  of  suffering  and  disease  and 
the  saving  and  prolongation  of  human  life. 
So  long  as  this  ideal  is  in  the  forefront  and 
so  long  as  doctors  keep  other  things  secondary 
or  subsidiary,  no  real  harm  can  come  to  the 
medical  profession.  But  other  things  press 
closely.  It  is  necessary  for  the  doctor  to  have 
food  to  eat  and  clothing  to  wear,  to  educate 
his  children  and  to  maintain  a certain  stand- 
ard of  respectable  living.  The  practice  of 
medicine  must  pay  at  least  a living  wage ; for 
the  vast  majority  of  medical  men,  whether 
specialists  or  general  practitioners,  are  de- 
pendent upon  their  practice  for  the  mainte- 
nance of  themselves  and  their  families.  And 
are  they  not  entitled  to  a living  wage?  The 

•Presidential  address  before  the  fifty-eighth  annual  meeting 
of  the  Medical  Society  of  Virginia,  Petersburg,  Virginia,  Octo- 
ber 18,  1927. 


objects  of  their  calling  command  the  admira- 
tion and  the  respect  of  everyone  and  it  is  cer- 
tainly no  more  discreditable  to  be  rewarded  for 
curing  a case  of  diphtheria  or  for  saving  a 
patient  with  gangrenous  appendicitis  than  it 
is  to  be  paid  for  winning  a lawsuit  over  dis- 
puted property  or  for  managing  an  industrial 
plant,  and  yet  there  is  a very  vital  difference 
of  responsibility  when  a human  life  is  directly 
concerned. 

While  the  physician  should,  of  course,  look 
after  his  business  affairs  in  an  orderly  way, 
and  while  the  laborer  is  worthy  of  his  hire, 
when  the  commercial  situation  begins  to  domi- 
nate a doctor’s  life  instead  of  being  secondary,, 
there  sets  in  a waning  of  the  professional 
spirit  and  a tendency  to  convert  the  profession 
of  medicine  into  a trade.  There  are  many  who 
feel  that  changes  in  the  direction  of  commerce 
are  not  real  progress, — that  the  patronizing 
attitude  of  some  pharmaceutical  houses  in- 
forming the  physician  as  to  the  method  of 
treatment  he  should  adopt,  and  the  conde- 
scending manner  of  some  of  the  captains  of 
industry  are  not  to  our  credit. 

Surely,  medicine  is  a noble  profession,  but 
the  constant  dinging  of  this  in  our  ears  by  well- 
meaning  admirers,  though  pleasing  to  our 
vanity,  is  not  helpful  to  our  character-build- 
ing. Doctors  of  medicine,  like  other  aggrega- 
tions of  human  beings,  are  subject  to  many 
frailties.  It  is  a wholesome,  even  though 
sometimes  a disagreeable,  experience  to  take 
stock  of  ourselves  occasionally  and  see  if  there 
are  not  within  us  faults  that  may  be  corrected 
or  some  unworthy  attitude  that  may  be  altered. 

The  Fraternity  of  Medicine 

The  profession  of  medicine  should  be  like 
a kind  of  religion,  and  each  member  should 
have  a fraternal  spirit.  When  the  newspapers 
mention  a doctor  who  has  committed  murder 
or  is  guilty  of  a high  crime,  every  right-think- 
ing medical  man  feels  somewhat  the  disgrace. 
The  misconduct  of  every  member  reflects  di- 
rectly or  indirectly  upon  the  whole  medical 
profession.  It  particularly  behooves  us,  then. 
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to  examine . ourselves  wherein  we  maj’  have 
sinned  and  to  correct  if  possible  our  errors. 

Since  the  World  War  the  temptations  for 
doctors. have  been  peculiarly  abundant.  The 
pressure  to  break  laws,  to  make  short-cuts  to 
success,  to  take  undue  advantage  of  certain 
forms  of  publicity,  has  never  been  greater.  If, 
then,  a larger  proportion  of  the  younger  doc- 
tors have  fallen  by  the  wayside  than  happened 
in  the  early  career  of  those  of  us  who  are  older, 
it  maj^  not  necessarily  be  due  to  a weakening 
of  character  but  to  more  abundant  temptation. 
When  temptations  come,  however,  it  is  all  the 
more  important  to  steel  ourselves  against  them. 
We  have  no  right  to  ask  the  Legislature  or  the 
public  for  consideration  unless  we  really  de- 
serve it.  The  man  who  is  dishonest  and  un- 
trustworthy, even  though  he  be  a doctor,  should 
not  demand  any  respect  because  of  his  profes- 
sion. As  Dr.  George  C.  Davis  says : “We  can- 
not expect  an  immoral  man  to  become  a moral 
physician.  Medicine  opens  a wide  field  to  the 
man  without  conscience.  Is  there  a picture  of 
more  abject  depravity  than  the  physician  given 
to  the  many  forms  of  illicit  practice,  aiding  and 
abetting  crime,  actually  committing  crime, 
preying  on  the  afflicted  in  body  and  soul,  capi- 
talizing misfortune  itself?” 

The  rules  of  honest  conduct  and  of  good 
citizenship  are  exceedingly  simple.  They  ax-e 
comprised  in  the  Golden  Rule,  and  in  the  mag- 
nificent verse  of  Micah  that  the  only  require- 
ments of  the  Lord  are  that  we  “do  justly,  love 
mercy  and  walk  humbly”.  The  difficulty  is 
not  in  finding  these  rules,  but  in  following 
them.  The  relation  of  the  doctor  to  the  patient 
requires  no  complicated  ritual  if  he  has  the 
right  spirit.  It  is  the  same  as  the  traditional 
policy  of  the  captain  of  a vessel  or  of  the 
engineer  or  conductor  of  a railway  train  to- 
ward his  passengers:  the  safety  and  welfare 
of  the  passengers  is  always  supreme.  The 
health  of  the  patient  should  always  be  the  chief 
consideration  and  duty  of  the  medical  man. 
When  rules  of  ethics  about  matters  of  profes- 
sional etiquette  are  stretched  in  any  way  to  the 
detriment  of  the  patient,  it  is  a misinterpreta- 
tion of  the  real  spirit  of  medical  ethics.  Ethics 
in  medicine  merely  means  being  a gentleman 
and  following  the  proper  dictates  of  right  liv- 
ing and  good  citizenship. 

The  medical  profession  can  be  no  better  than 
its  individual  members.  It  is  impossible  for 
a doctor  to  besmirch  his  own  private  character 


without  lowering  the  profession  which  he  rep- 
resents. The  old  tradition  of  the  doctor  being 
a leader  for  morals  and  good  citizenship  in 
his  community  cannot  continue  unless  he  liter- 
ally practices  what  he  preaches.  There  are 
many  things  that  appear  insignificant  at  first 
and  yet  tend  to  undermine  character  instead  of 
strengthening  it.  Yielding  to  temptations  that 
beset  the  medical  profession  is  one  of  the 
causes  of  degeneration  of  character. 

Shall  a Doctor  Tell  the  Truth? 

There  are  other  things  which  the  public  as- 
sociates with  the  medical  profession  that  are. 
not  helpful  in  character-building.  If  we  were 
to  select  the  most  important  of  the  fundamental 
virtues,  it  would  probably  be  truthfulness. 
Not  only  the  academic  love  of  truth,  but  the 
practical  application  of  it  in  daily  life,  is  the 
mainspring  of  a desirable  character.  It  is  a 
public  opinion  that  doctors  and  their  associate 
nurses  are  not  truthful  to  their  patients.  This 
seems  to  be  viewed  to  some  extent  with  casual 
amusement,  but  at  the  bottom  is  it  not  true 
that  such  amusement  breeds  disrespect?  In  a 
recent  issue  of  Harper’s  Magazine  a celebrated 
neurologist  of  New  York,  Dr.  Joseph  Collins, 
maintained  the  thesis  that  doctors  should  not 
always  tell  the  truth  to  patients.  Fortunately, 
he  does  not  represent  the  real  spirit  of  the 
medical  profession.  At  the  present  time  when 
efforts  are  beino;  made  to  advance  medical  prog- 
ress and  to  increase  the  confidence  of  the  pub- 
lic in  the  medical  profession,  it  seems  pecu- 
liarlv  unfortunate  that  any  article  should  ap- 
pear from  so  eminent  a source  which  will  tend 
to  weaken  this  confidence.  The  success  of 
movements  for  the  control  of  cancer,  of  meas- 
ures for  the  prevention  of  heart  disease  and  of 
other  similar  endeavors  must  depend  upon  the 
intelligent  co-operation  of  the  public  with  the 
medical  profession,  and  the  basis  of  all  this 
necessarily  is  the  trust  that  the  patient  has  in 
the  doctor  whom  he  consults.  Advocacy  of  a 
policy  of  deliberate  and  intentional  deception 
will  do  much  to  break  down  whatever  confi- 
dence exists.  To  be  sure,  tact  must  always  be 
used  in  dealing  with  patients,  and  it  is  not 
necessary  to  pour  brutal  truths  into  the  un- 
willing ears  of  the  sick.  At  the  same  time, 
when  anything  is  told  the  patient  it  should 
in  all  its  essentials  be  true. 

Dr.  Richard  C.  Cabot,  of  Boston,  has  made 
a study  of  this  question  from  a scientific  stand- 


1927] 


VIRGINIA  MEDICAL  MONTHLY 


473 


point  and  has  written  articles  on  the  value  of 
telling  the  truth  to  patients.  He  appears  to 
have  o-one  into  the  matter  much  more  thor- 

C 

oughly  than  Dr.  Collins  did.  Dr.  Cabot  seems 
to  have  shown  from  a clinical  investigation 
that  solely  from  a clinical  standpoint  this 
course  gives  better  results  than  a deliberate 
policy  of  lying  and  deception.  It  is  perfectly 
obvious  that  no  one  can  respect  a profession 
that  must  have  some  special  lying  license  in 
order  to  carry  on  its  work. 

Moral  Requirements  for  Medical  Students 
Among  the  many  changes  affecting  the  medi- 
cal profession  the  rapidly  rising  standards  of 
medical  education  are  prominent.  Forty  years 
ago  practically  any  one  who  could  read  and 
write  and  had  the  price  of  the  fees  could  study 
medicine.  The  standards  have  rapidly  risen 
from  this  low  level  to  a point  where  the  mini- 
mum requirement  is  graduation  from  a high 
school  and  at  least  two  years  of  college  work. 
Many  medical  schools  demand  an  academic  de- 
gree for  admission.  All  medical  colleges  now 
require  a course  of  four  years,  and  some  an 
internship  of  a year  in  addition.  This  in- 
cludes many  of  the  best  years  of  a young  man’s 
life,  and  there  should  be  adequate  compensa- 
tion for  the  time  and  expense.  But  while  the 
educational  standards  have  advanced  there  has 
been  practically  no  change  in  the  requirement 
for  moral  character.  The  same  casual  certifi- 
cate or  letter  from  some  acquaintance  or 
preacher  appears  to  be  all  that  is  necessary 
as  to  character.  The  consequence  is  that  em- 
phasis has  been  placed  more  upon  the  intellec- 
tual attainments  and  technical  training  than 
it  has  upon  the  character  of  the  individual, 
and  this  notwithstanding  the  facilities  for 
modern  psychologic  examinations  and  the  op- 
portunities for  a thorough  insight  into  the  life, 
traits  and  family  history  of  the  prospective 
medical  student.  Does  it  not  seem  that  this 
standard  should  have  been  raised  at  least  in 
some  degree  proportionate  to  the  standards 
for  mental  training?  A candidate  for  the 
study  of  medicine  should  be  fully  examined  to 
find  his  intentions  in  studying  medicine, 
whether  he  is  attracted  to  medicine  as  a pro- 
fession or  as  a commercial  undertaking,  and 
whether  he  has  an  ideal  of  real  service.  Some 
of  the  medical  schools  might  thus  be  relieved 
of  their  undesirable  students, — undesirable  on 
account  of  their  ideals  and  their  character,  even 


though  their  mental  equipment  is  all  that  could 
be  desired. 

The  doctor  who  has  a bad  character  possesses 
more  potentialities  for  doing  harm  if  he  has 
had  scientific  training-  than  if  he  has  not  had 
it.  Consequently,  a man  of  low  ideals  and 
lacking  in  scruples  can  be  infinitely  more  dan- 
gerous in  these  modern  days  with  the  exten- 
sive scientific  instruction  necessary  for  medi- 
cine than  he  could  have  been  when  not  so  much 
was  known. 

It  would  seem  wise  to  call  attention  of  the 
authorities  in  medical  education  to  this  very 
important  matter  in  selecting  students  from 
whom  later  the  medical  profession  must  be 
filled. 

Public  Health  Work 

The  Department  of  Public  Health  in  Vir- 
ginia has  increased  enormously  its  good  work. 
The  medical  profession  of  this  state  and 
throughout  the  country  is  losing  a great  op- 
portunity for  helpful  service  if  it  does  not 
cordially  co-operate  in  public  health  measures. 
The  public  itself  demands  that  the  state  take 
every  measure  possible  to  prevent  disease  and 
to  promote  the  health  of  the  people.  This  ob- 
ject is  in  keeping  with  the  best  ideals  and  tra- 
ditions of  the  medical  profession  and  by  co- 
operating with  the  public  health  authorities  we 
can  attain  these  ideals  and  uphold  our  standing 
with  the  public.  Doubtless  there  are  instances 
in  which  the  enthusiasm  or  tactlessness  of 
some  of  the  agents  of  the  health  department 
have  offended  doctors.  If  such  occurrences  are 
reported  to  the  head  of  the  health  department 
I am  sure  they  will  be  corrected  or  explained. 
If  all  of  the  local  medical  societies  would  ap- 
point a committee  to  co-operate  with  the  health 
authorities,  much  friction  would  be  avoided 
and  the  local  medical  men  could,  through  the 
direction  of  the  authorities  of  the  state  health 
department,  carry  on  preventive  medical  work 
such  as  administering  toxin-antitoxin  of  diph- 
theria and  similar  measures,  while  at  the  same 
time  maintaining  their  personal  relationship  to 
their  patients  and  their  prestige  in  public- 
opinion. 

“Allopathy”. 

The  public  often  suffers  because  of  a lack 
of  appreciation  of  the  efforts  of  the  medical 
profession.  The  word  “allopathy”  which  was 
wished  upon  us  by  Hahnemann  is  hard  to  down, 
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and  yet  it  is  this  very  word  that  tends  to  cre- 
ate much  confusion  in  the  minds  of  laymen 
and  even  of  some  doctors.  It  is  difficult  for 
them  to  realize  that  regular  organized  medi- 
cine  is  not  a “ school ” of  medicine  just  as  there 
is  no  “school”  of  astronomy  nor  “school”  of 
anatomy,— that  a doctor  who  is  bound  by  a 
creed  ceases  to  become  a regular  doctor  and 
must  practice  according  to  his  creed.  A medi- 
cal creed  is  in  itself  an  ironbound  thing  that 
prevents  progress.  The  regular  medical  doc- 
tor has  a perfectly  legitimate  right  to  use  any 
remedy  that  he  thinks  is  best  for  his  patient. 
Not  infrequently  methods  employed  by  some 
of  the  cults  are  adopted  in  certain  cases  with 
much  benefit  to  the  patient.  Naturally  the 
members  of  the  cults  make  the  most  of  attempt- 
ing to  call  regular  doctors  “allopaths”,  which 
really  is  a term  of  reproach ; for  it  means  that 
he  who  practices  “allopathy”  must  give  reme- 
dies causing  symptoms  unlike  the  disease  he 
is  treating,  in  contradistinction  to  the  “homeo- 
path” who  according  to  his  creed  gives  reme- 
dies causing  symptoms  similar  to  the  disease. 

Legal  Regulation  of  Medical  Practice 

It  seems  strange  that  the  legal  regulations 
for  the  practice  of  veterinary  medicine  are 
really  in  some  respects  more  stringent  than 
those  for  the  practice  of  medicine  on  human 
beings.  Our  State  Health  Department  and 
our  State  Board  of  Medical  Examiners  have 
the  highest  standards  and  give  faithful  serv- 
ice, and  yet  in  spite  of  their  efforts  not  in- 
frequently the  Legislature  nullifies  the  work 
of  the  State  Board  of  Examiners.  Of  what 
service  is  a State  Board  to  license  men  and 
women  to  practice  medicine,  when  a special 
act  of  the  Legislature  gives  the  right  to  prac- 
tice to  an  arrant  quack. — a privilege  that  would 
not  for  a moment  be  accorded  to  him  if  he  were 
to  practice  upon  cattle?  An  unfortunate  in- 
stance in  our  state  is  that  of  de  Collard.  Sen- 
ate Bill  No.  55,  which  passed  the  Legislature 
in  the  session  of  1918  for  Arthur  de  Collard. 
gave  him  the  right  to  practice  “poropathy” 
without  any  examination  or  inquiry  into  his 
scientific  attainments  by  the  State  Board  of 
Medical  Examiners.  This  bill  was  earnestly 
opposed  by  representatives  of  the  regular  medi- 
cal profession,  but  without  effect.  De  Collard 
claimed  to  be  a Corsican  and  a cousin  of 
Napoleon.  Undoubtedly  he  is  foreign.  He 
said  that  he  graduated  at  several  European 


universities  but  that  all  of  his  diplomas  had 
been  burned ! He  would  not  answer  the  sim- 
plest question  on  the  elements  of  medicine  and 
surgery,  as  he  said  the  doctors  were  jealous  of 
him.  His  attitude  could  be  readily  and  justly 
estimated  by  any  man  of  common  sense,  and 
yet  a foreigner  of  this  type  was  taken  up  and 
a special  measure  exempting  him  from  the  State 
Boai'd  of  Medical  Examiners  passed  the  Legis- 
lature by  an  overwhelming  majority.  I un- 
derstand that  several  “poropathists”  who  have 
taken  the  course  under  de  Collard  now  desire 
to  be  licensed  to  practice  medicine  in  Virginia. 

Part  of  the  bill,  a mass  of  incomprehensible 
and  senseless  jargon,  is  as  follows: 

“1.  Be  it  enacted  by  the  General  Assem- 
bly of  Virginia  : That  the  system  and  prac- 
tice of  Poropathy  and  Manipulative  Surgery 
is  hereby  defined  to  be  a new  branch  of 
therapeutics  and  is  the  use  and  employment  j 
of  medical  manipulation  and  absorption 
through  the  pores  of  the  skin  and  the  mucous 
membrane  without  medicine  taken  through 
the  stomach  or  the  use  of  the  knife,  and  the 
use  and  employment  of  healing  and  curative 
agencies  and  lotions,  applied  directly  to  the 
diseased  organs  and  to  the  nerves  controlling 
these  organs,  through  the  pores  of  the  skin 
and  mucous  membrane,  which  are  opened  by 
medical  manipulation,  and  which  immedi- 
ately reach  the  disease  or  ailment  through 
the  eliminating  organs  of  the  human  body, 
and  by  this  process,  heal  and  cure  the  fol- 
lowing diseases  and  ailments:  Neurasthenia 
or  nervous  prostration,  internal  cancers, 
stomach  or  otherwise,  tumors,  internal  and 
otherwise,  kidneys,  liver,  uterus,  ovaries  and 
all  obscure  ailments,  adipose  tissue,  rheuma- 
tism, locomotor  ataxia,  cerebrospinal  men- 
ingitis, St.  Vitus  dance,  epilepsy,  paralysis, 
tuberculosis  of  the  joints,  heart  trouble, 
fatty  degeneration,  and  valvular  weakness; 
and  also  adjust,  heal  and  cure  broken  bones, 
sprains,  dislocations,  displacements  o f 
muscles  and  joints,  slipping  of  cartilages  of 
knees  or  other  joints,  spinal  injuries,  break- 
ages or  displacements  of  small  bones  of  legs 
and  feet,  and  supplementary  system  and 
science  of  Physical  Culture,  by  which  every 
muscle  of  the  human  body  is  reached,  de- 
veloped and  strengthened  without  the  aid  of 
any  apparatus;  which  treatment  and  Medical 
Manipulation  consist  of  Poropathy,  Manip- 
ulative Surgery,  Massage,  Physical  Culture, 
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Dieting,  Herb-lotions  and  Salves,  also  in- 
cluding the  treatment  and  cure  of  diseases 
or  ailments  through  the  pores  of  the  skin 
and  the  mucous  membrane  of  the  human 
body  as  above  mentioned  and  specified.” 

This  bill  giving  de  Collat'd  full  privilege  to 
practice  and  teach  “poropathy”  passed  in  the 
Senate  in  1918  by  a vote  of  17  to  7,  and  passed 
in  the  House  of  Delegates  by  an  overwhelming 
majority.  In  the  public  hearing  of  the  com- 
mittee on  this  bill  de  Collard  exhibited  among 
other  things  a piece  of  decayed  meat  in  a 
Mason  jar,  and  claimed  that  it  was  a cancer 
of  the  stomach,  and  that  he  had  cured  the  pa- 
tient by  rubbing  some  material  into  the  skin 
which  caused  him  to  vomit  the  cancer ! The 
proponents  for  de  Collard  gravely  and  solemnly 
sat  through  such  an  exhibition.  It  is  difficult 
to  see  how  any  intelligent  man  or  woman  could 
read  this  law  giving  special  privileges  to  de 
Collard  without  having  his  risibilities  aroused, 
except  for  the  tragedy  that  such  practice  is 
permitted  on  our  people  of  Virginia  but  would 
be  utterly  illegal  for  our  chickens,  dogs  or  hogs. 
This  law  is  even  now  in  full  effect  on  the 
statute  books,  and  it  is  strange  that  it  seems 
difficult  or  impossible  to  repeal  such  an  utter 
monstrosity  of  a law, — a disgrace  to  the  statutes 
of  Virginia  and  a menace  to  the  health  of  the 
people. 

It  is  an  obvious  duty  of  every  member  of 
this  society  to  instruct  not  only  the  representa- 
tives in  Legislature  from  his  or  her  county  or 
city  as  to  the  viciousness  of  such  laws  as  this 
and  special  laws  to  legalize  cults  of  medicine, 
as  chiropractic,  but  to  carry  on  the  educational 
campaign  among  the  intelligent  public  spirited 
citizents  of  his  or  her  acquaintance.  All  the 
good  accomplished  by  the  State  Board  of 
Health  in  its  public  health  work  and  by  the 
State  Board  of  Medical  Examiners  in  main- 
taining a high  standard  for  the  medical  pro- 
fession may  be  nullified  by  the  passage  of  such 
laws  as  these. 

Suggestions  and  Recommendations 
Several  states  have  adopted  the  plan  of  a 
post-graduate  assembly  for  medical  teaching. 
In  Connecticut,  for  instance,  under  the  auspices 
of  the  State  Society,  each  year  there  is  an  as- 
sembly to  which  well-known  teachers  and  clini- 
cians are  invited  to  give  lectures.  The  lec- 
tures may  be  illustrated  by  lantern  slides, 
specimens  or  patients.  The  lecturers  are 


paid  their  expenses.  The  doctors  attend 
these  meetings  just  as  they  would  attend 
a post-graduate  school.  This  plan  might  be 
undertaken  in  Virginia  and  those  who  are 
particularly  interested  could  meet  in  such  a 
post-graduate  course  under  the  instruction  of 
some  of  the  most  eminent  teachers  and  clini- 
cians in  America  and  at  the  same  time  be 
within  easv  reach  of  their  homes  and  prac- 
tices, and  without  the  expense  that  such  a 
course  would  cost  if  attended  els  where.  It 
has  been  suggested  by  Dr.  Stewart  Roberts,  of 
Atlanta,  a former  president  of  the  Southern 
Medical  Association,  that  distinguished  for- 
eign medical  men  be  invited  to  lecture  at  such 
an  assembly. 

It  might  also  be  well  once  in  two  or  three 
3rears  to  have  a general  congress  of  medical 
and  allied  professions  of  Virginia.  Such  a 
suggestion  has  been  made  by  Professor  Wort- 
ley  F.  Rudd,  dean  of  the  Department  of 
Pharmacy  of  the  Medical  College  of  Virginia. 
Druggists,  nurses  and  doctors  could  very 
profitably  have  a day’s  session,  probably  in 
conjunction  with  the  annual  meeting  of  the 
Medical  Society  of  Virginia,  every  second  or 
third  year,  in  which  problems  of  common  in- 
terest would  be  discussed. 

After  consulting  the  chairman  of  the  Exe- 
cutive Council,  Dr.  Lawrence  T.  Price,  and  at 
the  solicitation  of  several  members  of  the 
Medical  Society  of  Virginia  who  were  inter- 
ested in  this  matter,  I have  appointed  a com- 
mittee to  survey  and  make  recommendations 
upon  the  training  of  midwives.  The  committee 
consists  of  Dr.  Greer  Baughman,  of  Richmond, 
Chairman,  Dr.  H.  I).  Howe,  of  Hampton,  Dr. 
J.  Bolling  Jones,  of  Petersburg,  Dr.  William 
R.  Martin,  of  Charlotte  Court  House.  Dr.  II. 

G.  Middlekauff,  of  Weyers  Cave,  Dr.  L.  A. 
Calkins,  of  the  University  of  Virginia,  and 
Dr.  Mary  E.  Brydon,  of  the  State  Board  of 
Health.  Their  report  will  be  given  at  this 
meeting. 

Another  committe  has  been  appointed  on  the 
regulation  of  technicians.  It  consists  of  Dr. 
Charles  Phillips,  of  Richmond,  Chairman,  Dr. 
W.  E.  Bray,  of  the  University  of  Virginia,  Dr. 
R.  E.  Caldwell,  of  Lynchburg,  and  Mr.  Aubrey 

H.  Straus,  of  the  State  Board  of  Health  as  an 
associate  member.  There  has  been  much  con- 
fusion about  the  qualifications  and  the  efficiencjr 
of  technicians,  a matter  of  very  vital  import- 
ance to  doctors  who  are  dependent  upon  labo- 
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ratory  technicians  in  chemistry,  general  labo- 
ratory work  or  in  roentgenology. 


Permit  me  in  closing  to  express  my  profound 
appreciation  of  the  honor  that  was  conferred 
upon  me  in  electing  me  president  of  the  Medi- 
cal Society  of  Virginia — a society  that  has 
great  potentialities  for  good  both  for  the 
medical  profession  and  for  the  people  of  Vir- 
ginia and  whose  interest  I shall  always  deeply 
cherish. 


REPORT  OF  AN  UNUSUAL  CASE  OF 
CALCULUS  IN  THE  BLADDER.* 

By  LAWRENCE  T.  PRICE,  M.  D„  Richmond,  Va. 

The  following  case  is  reported  because  of 
the  unusual  number  and  the  character  of  stones 
found  in  the  bladder,  and  the  infrequency  of 
stones  found  in  the  bladder  of  the  female. 

Mrs.  R.  M.  E.  entered  the  Memorial  Hos- 
pital May  1,  1927.  Age  48 ; widow ; mother  of 
five  children ; complaining  of  frequency  of 
urination  and  tenesmus.  The  following  his- 
tory was  obtained  from  records  of  a previous 
entry  to  the  Hospital  on  September  5,  1916. 
The  patient  gave  a history  of  having  had  the 
usual  diseases  of  childhood,  has  always  led 
and  active  life  as  a housewife,  and  had  re- 
mained in  o-ood  health  until  following  the 
birth  of  her  third  child,  at  which  time  she  had 


X-ray  of  bladder  before  operation. 


a difficult  delivery  with  a badly  lacerated 
perineum  as  a result  therefrom.  Beginning 
from  this  time  she  had  a frequency  of  urina- 

*Read at  the  fifty-eighth  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Petersburg,  October  18-20,  1927. 


tion  and  at  times  dribbling  of  urine,  especial- 
ly upon  coughing  or  straining. 

A general  physical  examination  was  negative, 
including  the  usual  laboratory  examinations. 
Patient  is  of  slight  build,  weighing  122  pounds. 
Upon  inspection  of  the  vaginal  outlet,  a badly 
lacerated  perineum  was  observed,  and  upon 
straining,  the  upper  wall  of  the  vagina  would 
be  everted,  bringing  along  with  it  the  ure- 
thra, producing  a mass  about  the  size  of  a'  hen 
egg.  A cystoscopic  examination  was  made  at 
that  time  by  myself,  with  the  findings  that  the’ 
bladder  capacity  was  two  ounces;  negative  for 
stone  and  tumor.  The  entire  mucous  mein-  * 
brane  was  intensely  inflamed  with  minute  su- 
perficial ulcerations  over  the  entire'area  of  \the 
bladder.  Both  ureter  openings  were  observed 
and  ureteral  catheters  introduced  without  diffi- 
culty and  specimen  obtained.  The  bladder 
specimen  was  very  foul,  strongly  alkaline  in 
reaction,  great  quantity  of  pus  cells,  many  red 
blood  cells  and  phosphatic  crystals.  The 
ureter  specimens  were  negative  chemicalty,  mi- 
croscopically and  upon  culture.  Phthalein  ap- 
pearance normal  in  time  and  output  from  both 
kidneys.  X-ray  of  entire  urinary  tract  nega- 
tive for  stone  and  abnormalities. 

The  cystocele  was  thought  to  be  responsible 
for  the  symptoms  and  an  operation  was  done 
by  a surgeon  for  the  repair  thereof.  The  uri- 
nary symptoms  were  relieved  and  upon  the  ad- 
ministration of  sodium  acid  phosphate,  the 
phosphatic  urinary  condition  cleared  up.  How- 
ever, shortly  after  leaving  the  hospital,  the  pa- 
tient stated  that  she  was  not  able  to  void  with- 
out inserting  her  finger  in  the  vagina  to  press 
the  floor  of  the  bladder  upwards.  The  patient 
was  of  low  mentality  and  the  statement  on 
the  part  of  the  patient  regarding  this  act  was 
not  thought  to  be  of  any  significance. 

Upon  returning  to  the  Hospital  May  1,  1927, 
the  patient  stated  that  she  had  been  having  a 
great  deal  of  distress  in  the  bladder  region  for 
about  three  years,  gradually  becoming  more 
severe  in  character.  The  urine  was  very  foul, 
and  the  patient  was  not  able  to  retain  the  urine 
more  than  half  an  hour,  day  or  night.  The  pa- 
tient stated  that  she  still  practiced  the  act  of 
inserting  the  finger  in  the  vagina  to  success- 
fully void.  A cystoscopic  examination  showed 
a very  congested  condition  of  the  mucous  mem- 
brane of  the  bladder,  and  a mass  of  stones  in 
the  bladder,  lying  posterior  to  the  trigone  and 
occupying  most  of  the  capacity  of  the  blad- 
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Photo  showing  actual  size  of  stones  after  removal. 


der.  The  stones  observed  were  symmetrical  in 
size  and  shape,  and  universally  of  a rectangu- 
lar shape.  Seventeen  stones  were  counted.  An 
X-ray  showed  a mass  of  stones  packed  into  a 
a ball  formation  in  the  bladder.  A suprapubic 
cystotomy  was  done  for  the  removal  of  these 


stones,  thirty-seven  in  number.  The  mass  of 
stones  weighed  94.5  grams  (a  little  over  3 
ounces),  and  a chemical  analysis  of  several  of 
the  stones  showed  the  composition  to  be  cal- 
cium phosphate. 

505  Professional  Building. 


A TREATMENT  OF  THE  COMMON  COLD.* 

By  COURTNEY  EDMOND,  M.  D„  F.  A.  C.  S.,  Clifton  Forge,  Va. 

“Any  one  who  discovers  a method  for  the  pre- 
vention or,  shall  we  say,  the  quick  cure  of  the  con- 
dition known  as  head  cold  would  confer  a boon  on 
humanity.  It  is  not  only  the  inconvenience  to  the 
sufferer  but  the  fact  that  so  many  serious  compli- 
cations can  be  traced  to  head  colds,  sdch  as  pneu- 
monia, nephritis  and  the  like.  Like  all  self-limiting 
processes  any  form  of  treatment  would  seem  to  give 
results.  The  vogue  which  vaccine  treatment  has 
enjoyed  seems  to  be  dependent  only  on  this  factor. 
Chlorin  treatment,  when  results  have  been  carefully 
observed,  does  not  seem  to  have  been  of  any  par- 
ticular value. — Ed.” 


The  above  quoted  lines  are  from  the  Eye, 
Ear,  Nose  and  Throat  Year  Book  for  192G. 
They  represent  the  editor’s  foot-note  after  re- 
viewing the  treatment  of  the  common  cold  as 
perfected  to  date  of  publication.  The  appear- 

•Read  before  the  Medical  Association  of  the  Valley  of  Vir- 
ginia, in  Clifton  Forge,  Va.,  May  26,  1927. 


ance  of  this  commentary  would  seem  to  justify 
mention  of  a treatment  for  simple  coryza  which 
in  my  hands  has  proved  most  satisfactory. 
While  the  procedure  is  purely  rhinological, 
its  details  are  not  difficult  and  may  be  readily 
acquired  by  the  general  practitioner.  The 
treatment,  however,  is  not  so  simple  that  it 
may  become  a household  remedy  or  that  the 
public  may  become  its  own  physician,  and 
it  is  realized  that  it  may  prove  trite  to  the 
initiated.  In  fact,  it  will  be  surprising  should 
there  be  any  physician  who  has  not  tried  it 
at  least  in  some  variant  manner.  To  those  who 
have  never  used  the  method  in  detail  it  is 
hoped  something  useful  may  be  offered.  An 
occasional  criticism  of  articles  of  medical  lit- 
erature is  that,  although  exhibiting  marked 
erudition  and  masterly  familiarity  with  text, 
they  fail  to  supply  points  of  practical  worth 
or  what  might  prove  “the  helping  hand”.  It 
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is  here  sought  to  reverse  this  order  or  to  at- 
tempt the  presentation  of  something  simple, 
practical,  helpful. 

Technique 

The  patient  is  seated  before  the  physician 
in  the  usual  manner  of  rhinological  practice. 
With  forehead-mirror,  reflected  light  and 
speculum,  the  nasal  fossae  are  quickly  in- 
spected. Their  comparative  size  is  especially 
noted  to  determine  the  proper  form  to  give 
cotton  pledget  now  to  be  attached  to  the  end 
of  a small  probe.  This  swab  should  be  softly 
made,  not  too  large  to  pass  freely  through  to 
the  post-nasal  space  when  conveying  the 
remedy  to  be  mentioned.  No  pressure  or  force 
is  used.  The  two  nasal  chambers  usually  dif- 
fer in  contour  and  capacity,  requiring  swabs 
of  unequal  size.  If  a good  view  of  their  in- 
terior cannot  be  readily  had,  a 4 per  cent  co- 
caine solution  is  used  in  the  usual  manner  to 
shrink  the  anterior  ends  of  the  turbinates. 
Waiting  a few  minutes,  the  speculum  is  again 
used  and  the  mucous  membrane  of  both  nasal 
fossae  is  gently  and  thoroughly  coated  with 
an  argyrol  solution.  I make  this  solution  in 
my  office  as  a routine  by  adding  about  twenty 
grains  of  argyrol  crystals  to  about  two  drachms 
of  water,  stirring  with  wooden  applicator  un- 
til a dark  brown  color  develops.  It  seems  un- 
necessary to  use  a solution  of  definite  percent- 
age strength,  but  it  should  be  freshly  made.  It 
is  of  importance  to  thoroughly  coat  the  mucous 
membrane,  after  which  a new  swab  carries  a 
small  quantity  of  mistol,  or  equivalent  prepa- 
ration, to  just  within  the  nostrils.  The  nasal 
speculum  need  not  be  used  for  this  step.  The 
menthol-camphor  flavor  is  always  well  re- 
ceived by  the  patient  and  constitutes  a some- 
what pleasant  termination  to  an  otherwise  not 
entirely  agreeable  experience.  This  step  is 
useful,  also,  in  wiping  away  any  argyrol  ex- 
cess which  may  be  inclined  to  drip  from  the 
nose. 

Whenever  the  eyes  are  reddened,  a few 
drops  of  the  argyrol  solution  are  placed  in 
the  conjunctival  sacs,  which  might  well  be- 
come the  routine  practice.  The  patient  is  now 
directed  not  to  blow  the  nose  but  to  allow  the 
medicines  to  remain  in  situ  as  long  as  possible. 
If  blowing  becomes  inevitable,  the  patient 
should  avoid  the  universally  bad  habit  of 
squeezing  the  nostrils  together  preceding  the 
act.  It  is  my  custom  to  coat  the  larger  side 
first,  which  is  least  disturbing  to  the  patient 


and  inspires  a certain  confidence  for  the  smaller 
or  narrower  side,  which,  on  account  of  deviated 
septum,  or  spur,  may  require  more  care  of  phy- 
sician and  fortitude  of  patient.  Advice  is  given 
the  patient  to  return  on  the  following  day,  two 
treatments  being  sufficient  in  the  average  case. 
Many  fail  to  return,  considering  one  treatment 
to  have  accomplished  a cure.  Others  need  to 
be  treated  on  several  occasions,  depending 
largely  upon  duration  of  the  attack  before 
coming  to  the  physician.  In  such  case  the 
sinuses  may  be  involved,  which  complication 
would  necessarily  protract  the  nasal  infection. 
In  using  this  remedy  for  coryza,  I am  re- 
minded of  antitoxin  for  diphtheria — the  sooner 
given  the  better. 

It  should  be  noted  that  no  cotton  pledgets 
are  left  within  the  nose  and  no  s}rnergistic 
drugs  used.  In  a practice  extending  over  two 
decades  it  seems  I have  tried  a great  many 
remedies  for  the  common  cold.  However,  I 
am  pleased  to  have  left  to  my  fellow-practi- 
tioners the  disappointments  following  the  use 
of  nasal  irrigations,  vaccines  and  chlorine. 

It  is  pertinent  to  mention  that  the  argyrol 
method  was  instituted  after  contemplating  the 
specific  effect  of  the  silver  preparations  in  the 
milder  conjunctival  infections.  Assuming 
coryza  to  result  from  like  infection  of  the 
nasal-membrane,  it  was  reasoned  by7  analogy 
that  similar  specific  results  should  here  ob- 
tain, and  in  my  experience  this  has  proven 
true.  It  is  perhaps  needless  to  state  that  ear 
or  sinus  conqilications  are  not  included  as  being 
amenable  to  this  simple  treatment.  Should 
other  physicians  at  first  experience  disappoint- 
ment with  this  procedure,  it  might  be  ascrib- 
able  to  fault  in  technique.  This  has  already 
come  to  notice  where  the  argyrol  coating  was 
not  thorough  enough  or  the  nasal  swabs  were 
too  large  for  ease  of  manipulation  or  comfort 
to  the  patient.  Once  treated  harshly,  a pa- 
tient becomes  timid.  Gentleness  is  the  watch- 
word and  the  size  of  the  swab  is  of  special 
importance.  When  properly7  given,  the  treat- 
ment is  but  mildly  unpleasant,  and  on  suc- 
ceeding visits  the  patient  takes  pride  in  co- 
operating with  the  physician. 

When  administering  to  a new  patient,  yvith- 
out  knowing  the  personal  poise,  I sometimes 
take  the  precaution  to  protect  myself  by  plac- 
ing a towel  over  my  nose  and  mouth,  clasping 
it  with  artery  forceps  at  the  back  of  the  neck. 
After  the  first  sitting  the  patient  has  usually 
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been  silently  taught  not  to  barrage  the  physi- 
cian and  this  precaution  becomes  unnecessary. 
It  is  better  to  begin  the  ai’gyrol  applications 
in  the  roof  of  the  nose,  continuing  downward, 
finishing  on  the  floor  beneath  the  inferior  tur- 
binate well  into  the  post-nasal  space.  A cer- 
tain deftness  in  this  instrumentation  is  de- 
sirable and  easily  attainable.  It  is  well  to  re- 
inspect the  mucous  surfaces  and  to  retouch  any 
small  area  which  may  appear  to  have  been 
slighted.  During  treatment  the  patient  should 
be  instructed  to  breathe  through  the  mouth. 
This  insures  unobstructed  air  current  and  may 
prevent  an  embarrassing  spray  from  the  nose. 

“A  specific,”  as  defined  by  the  medical  dic- 
tionary before  me,  “is  a remedy  specially  in- 
dicated for  any  particular  disease”.  The  ar- 
gyrol  remedy  favorably  comports  with  this 
definition.  Other  non-irritating  drugs  might 
yield  as  good  results,  but  my  experience  with 
argyrol  has  been  so  gratifying  that  no  other 
is  preferred. 

Much  recently  has  been  written  in  the  lay 
journals  on  the  pecuniary  losses  sustained  by 
the  large  industrial  units  because  of  the  com- 
mon cold  which  constantly  incapacitates  em- 
ployees. This  loss  annually  must  be  very  great. 
It  may  be  that  many  working  days  would  be 
savable  with  this  special  treatment  readily 
available. 

Should  the  physician  feel  impelled  to  sup- 
plement the  treatment  with  some  favored  in- 
ternal therapy,  these  topical  applications  could 
in  no  way  furnish  a contraindication.  It  is 
suggested  that  the  treatment  be  first  given  as 
outlined  without  synergistic  aid  to  avoid  at- 
tributing curative  effects  to  undeserving 
remedies. 


THE  SPIRIT  OP  RESEARCH  AS  TYPI- 
FIED BY  WALTER  REED." 

By  LAWRENCE  T.  ROYSTER,  M.  D„  University,  Va. 

We  dedicate  today,  as  a nation’s  shrine,  the 
birthplace  of  an  immortal.  It  is  given  to  few 
men  to  so  serve  the  human  race  that  mankind 
itself  acclaims  their  immortality.  It  is  an  ex- 
ceedingly difficult  and  hazardous  task  for  his- 
torian or  eulogizer  to  attempt  to  place  such  an 
individual  in  his  proper  setting,  with  relation 
to  other  great  personages  whose  services  to 
humanity  have  entitled  them  to  permanent 
recognition;  nor  is  it  necessary  in  the  case  of 

‘Address  given  at  the  exercises  incident  to  the  opening  of 
Belroi,  the  birthplace  of  Walter  Reed,  and  its  dedication  as  a 
National  Shrine. 


Walter  Reed,  for  by  common  consent  and  with- 
out debate  his  name  is  placed  in  that  galaxy 
of  brilliant  investigators,  which  includes  Pas- 
teur, Koch,  Lister,  Jenner,  von  Behring,  Mor- 
ton and  Long;  and  the  brilliance  of  the  galaxy 
is  increased  by  the  addition  of  his  name. 

An  excellent,  though  brief  and  inadequate 
chronicle  of  the  life  and  accomplishments  of 
Walter  Reed  has  been  given  us  by  Howard 
Kelly  and  Caroline  Latimer.  These  two  and 
others  who  knew  him  and  worked  with  him 
have  furnished  us  a picture  of  the  man.  It 
is  unnecessary,  therefore  to  rehearse  these 
phases  of  his  life,  available  to  all  in  book  and 
pamphlet,  and  I will  limit  my  remarks  on  this 
occasion  to  a brief  discussion  of  “The  Spirit 
of  Research,”  as  typified  in  the  life  and  char- 
acter of  this  truly  great  man. 

Walter  Reed  is  said  by  one  of  his  biograph- 
ers to  have  “inherited  an  individuality  of  char- 
acter and  a desire  of  knowledge”  from  the 
forebears  of  both  of  his  parents.  Beyond  this 
we  know  little  of  the  characteristics  of  his  an- 
cestors, but  this  alone  is  a goodly  heritage. 
That  he  inherited  something  can  hardly  be 
doubted,  for  he  was  the  son  of  a Methodist 
minister,  and  his  helpmate,  of  ante-bellum 
days,  sturdy  individuals  of  undaunted  cour- 
age, and  definiteness  of  purpose.  Reared  in 
such  a family  in  the  period  immediately  pre- 
ceding, and  during  the  Civil  War,  he  was  early 
schooled  to  endure  hardships  and  overcome 
difficulties;  to  accept  privation  and  share  lib- 
erally with  those  around  him.  This  early 
training  evidently  did  more  than  build  a 
foundation  for  his  life;  a desire  to  serve  his 
fellowman  was  developed  early,  for,  after  one 
year  at  the  University  of  Virginia  spent  in 
academic  study,  he  entered  its  Medical  De- 
partment, at  the  very  early  age  of  seventeen, 
and  graduated  in  1869,  one  of  the  youngest 
graduates  of  that  institution.  After  several 
years  devoted  to  graduate  work  in  New  York 
and  elsewhere,  he  entered  the  medical  service 
of  the  U.  S.  Army  and  almost  immediately 
was  assigned  to  duty  on  the  then  distant  fron- 
tier in  Arizona  and  other  western  states,  and 
served  on  garrison  duty  for  the  next  thirteen 
years.  These  years  of  arduous  and  monoto- 
nous labor,  might  have  broken  the  spirit  of  a 
less  courageous  individual,  or  have  caused  one 
less  avid  of  knowledge  to  lose  what  of  am- 
bition he  might  have  started  life  endowed 
with.  But  not  so  Reed.  He  used  what  few 
leisure  hours  were  his  for  reading;  the  bed- 
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side  practice  in  the  garrison  and  the  surround- 
ing country  was  his  laboratory,  in  which  he 
developed  his  powers  of  observation.  This 
training  proved  to  be  invaluable  to  him 
throughout  the  remainder  of  his  life,  in  fact 
was  the  very  basis  of  his  future  success.  “Irk- 
some duties  they  were,  but  specially  fitting  for 
his  final  and  culminating  work.”  His  training, 
then,  was  not  so  much  that  of  the  laboratory 
as  “a  constant,  daily  unselfish  devotion  to  the 
needs  of  others,  often  amid  the  most  uncon- 
genial surroundings.”  Thus,  in  spite  of  monot- 
ony, discomforts,  hardships,  in  the  quiet  and 
solitude  of  the  desert,  the  foundation  of  his 
scientific  career  was  laid.  “Es  bildet  ein  Tal- 
ent sich  in  cler  Stille.”  The  spirit  of  research 
had  been  inspired. 

During  those  years  of  comparative  isolation 
in  the  desert,  and  shut  off  from  the  stimula- 
tion from  contact  with  other  enquiring  minds, 
he  did  all  he  could,  more  than  many  another 
would  have  done.  But  he  was  not  satisfied  to 
remain  longer.  Realizing  the  inadequacy  of 
self-training  away  from  a teaching  center,  he 
asked  for  the  appointment  to  examine  recruits 
in  Baltimore,  and  while  there  pursued  studies 
at  Johns  Hopkins  Hospital.  He  eagerly 
grasped  the  opportunities  of  the  newly  de- 
veloped studies  of  pathology  and  bacteriology. 
His  intense  desire  for  laboratory  study  was 
gratified.  What  could  be  more  inspiring  to  a 
man  craving  laboratory  research  than  a period 
of  study  in  such  a place  and  under  such  a 
man  as  Welch?  He  was  further  inspired  and 
fascinated  by  the  discoA'eries  which  had  been 
made  in  rapid  succession  just  before  his  ar- 
rival. These  discoveries  included  the  specific 
causative  agents  of  tuberculosis,  cholera, 
leprosy,  glanders,  erysipelas,  surgical  infec- 
tions, tetanus,  pneumonia,  typhoid  fever,  ma- 
laria, amebic  dysentery,  cerebrospinal  menin- 
gitis, diphtheria  and  others  affecting  both  man 
and  domestic  animals.  From  then  on  his  pa- 
pers bore  the  mark  of  the  trained  investigator. 

Reed  was  shortly  called  on  to  serve  on  his 
first  commission,  to  investigate  the  cause  of 
the  very  high  incidence  of  typhoid  fever  among 
the  American  troops  during  the  Spanish- 
American  War.  As  a result  of  this  investi- 
gation by  the  commission,  led  by  Reed,  many 
new  facts  concerning  all  phases  of  typhoid 
were  brought  out;  but  particularly,  that  not 
only  could  typhoid  fever  be  spread  by  the 
common  fly,  but  that  that  is  exactly  what  hap- 


pened during  that  war.  It  also  proved  that  con- 
taminated water  could  transmit  the  disease. 
So  far  as  the  spread  and  control  of  typhoid 
is  concerned,  the  work  of  that  commission  still 
stands  as  the  most  important  work  done,  with 
the  single  exception  of  the  discovery  of  the  in- 
fecting organism.  The  crowning  research  work 
of  Reed’s  life,  however,  was  the  extermination 
of  yellow  fever.  In  1897  while  on  the  yellow 
fever  commission  he  proved  that  the  bacillus 
icteroides  is  not  the  cause  of  yellow  fever,  and 
this  discovery  not  only  disproved  a false  theory, 
but  was  the  first  of  the  series  of  experiments 
which  culminated  in  the  absolute  control  and 
subsequent  eradication  of  one  of  the  most  de- 
structive of  plagues.  In  1899  the  plague  broke 
out  in  Havana  and  spread  rapidly,  carrying 
death  and  destruction  before  it,  terrorizing  the 
inhabitants  of  Cuba  and  devastating  the  popu- 
lation ; striking  terror  to  the  hearts  of  our  own 
troops,  and  consternation  among  relatives  at 
home.  Resentment  rose  to  a high  peak,  the 
government  was  powerless,  officials  were  dazed, 
and  nothing  was  being  done  to  check  the  spread 
of  the  yellow  scourge,  largely  because  nothing 
was  known  about  it.  The  government  ap- 
pointed a commission  for  the  study  of  yellow 
fever,  and  Reed,  Carroll,  Lazear,  and  Agra- 
monte  were  named  with  the  result  as  already 
stated.  The  details  of  the  woi’kings  of  this 
commission  are  too  well  known  for  further 
consideration  at  my  hands.  The  methods  pur- 
sued b}r  Reed  in  the  conduct  of  this  investiga- 
tion, however,  do  call  for  special  attention.  I 
do  not  wish  to  belittle  any  one  who  in  any 
way  contributed  to  the  success  of  the  under- 
taking, and  many  did,  but  “Reed  was  the  origi- 
nating, directing,  and  controlling  name  in  this 
work,  and  the  others  were  associates  only.” 

The  ravages  of  yellow  fever  had  never  been 
checked  by  any  means  then  employed.  Quar- 
antine had  failed,  fumigation  was  futile, 
chemical  sterilization  appeared  to  be  merely  a 
waste  of  time ; even  the  burning  of  contami- 
nated clothing  and  that  brought  from  infested 
localities  brought  no  results.  The  burning  of 
houses  was  merely  scoffed  at  bv  the  dread  spec- 
ter; yet  all  of  these  measures  were  still  em- 
ployed, just  because  those  in  authority  knew 
nothing  else  to  do.  Reed  appeared  on  the 
scene  and  began  his  studj’  of  the  situation  in 
a manner  which  showed  him  to  be  not  only  a 
trained  investigator  but  a clinician  of  unusual 
ability.  It  was  evident  to  him  that  the  usual 
methods  of  plague  control,  employed  by  the 
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best  sanitarians  of  the  period,  were  useless. 
The  solution  of  the  problem  lay  in  some  other 
direction — along  some  line  never  before  tried. 
It  required  but  a short  time  for  him  to  per- 
ceive that  he  must  either  discover  the  cause  of 
the  disease  and  subsequently  develop  a cure, 
or  must  determine  the  method  of  transmission 
and  thus  be  able  to  check  the  spread  at  once. 
The  first  was  the  common  plan — the  conven- 
tional; the  latter  the  untried — the  unconven- 
tional. Had  he  chosen  the  former  he  would 
probabty  have  failed,  for  the  exact  nature  of 
the  infecting  agent  is  still  unknown.  He  chose 
the  latter  plan,  the  mode  of  transmission  was 
discovered,  and  in  less  than  a year  the  plague 
was  banished  from  the  earth. 

He  possessed  the  characteristics  needed  for 
effective  research,  and  without  which  any  great 
scientific  undertaking  must  fail.  His  origi- 
nality was  shown  by  the  different  angle  of  his 
investigation  of  the  disease ; he  determined 
how  the  disease  was  conveyed,  not  its  cause. 
He  conceived  the  problem  in  a new  light ; 
older  conceptions  had  been  adhered  to  long 
enough.  He  devised  an  entirely  new  plan  of 
attack.  He  was  thoroughly  unconventional. 
“Too  much  reverence  for  accepted  teachings, 
and  too  little  experience  in  grappling  with 
difficulties  unassisted,  and  they  might  never 
have  been  conceived  or  carried  out.”  He  trod 
not  the  beaten  path  but  departed  from  it  and 
made  his  path  anew. 

Reed  was  open  minded.  Carlos  Finlay  had 
long  felt  that  the  virus  of  yellow  fever  was 
conveyed  by  the  bite  of  a certain  mosquito; 
he  had  not  proved  it,  he  could  not.  He  had 
stated  this  as  his  belief  so  often  that  his  brother 
physicians  and  some  scientists  called  him  the 
“doting  old  fool”.  But  even  from  the  “old 
fool”  Reed  thought  he  might  learn  some- 
thing. He  listened,  was  impressed;  but  how 
could  he  prove  the  theory?  Man  alone  was 
subject  to  the  disease.  He  had  daring,  he  had 
moral  courage,  and  both  asserted  themselves. 
A hurried  and  whispered  interview  with 
Leonard  Wood,  the  military  governor,  himself 
a physician.  Permission  was  granted — for 
what?  To  experiment  on  human  beings — to 
deliberately  risk  human  lives.  “In  the  inter- 
est of  science — and  for  humanity.”  The  spirit 
of  research. 

Not  only  must  it  be  proven  that  yellow 
fever  is  transmitted  by  the  mosquito,  but  that 
it  is  not  conveyed  by  fomites,  which  was  the 
accepted  theory.  What  was  the  sacrifice  of 


one  human  life  when  the  mass  of  mankind 
was  to  be  benefited?  What  though  the  lives 
of  Spanish  hirelings  be  risked  or  even  for- 
feited; nay  more,  even  the  lives  of  brave  en- 
listed men  of  our  own  army  or  still  more — 
the  lives  of  fellow  officers;  Lazear,  Carroll, 
Cooke,  Kissenger,  Moran  and  others?  They 
had  caught  from  Reed  the  spirit  of  investi- 
gation, of  service,  of  sacrifice.  He  was  will- 
ing to  sacrifice  and  be  sacrified,  if  human  suf- 
fering could  be  alleviated.  “In  the  interest 
of  science — and  for  humanity.”  As  is  well 
known  these  experiments  proved  the  mosquito 
to  be  the  conveyor  of  the  deadly  virus,  and 
the  innocuousness  of  fomites,  and  the  yellow 
plague  was  conquered. 

“It  is  given  to  but  few  scientific  men  to  lay 
bare  a secret  of  nature  materially  affecting  the 
prosperity  of  nations,  and  the  lives,  fortunes, 
and  happiness  of  thousands.  Fewer  still  suc- 
ceed in  so  quickly  convincing  brother  scientists 
and  men  in  authority  of  the  truth  of  their 
discoveries,  that  their  own  eyes  behold  the 
glorious  result  of  their  labor.”  But  Reed  was 
sincere,  he  was  thorough,  his  personality  domi- 
nating, his  proofs  convincing,  and  the  world 
accepted  his  work  on  yellow  fever  as  final. 

One  prominent  scientist  in  commenting  on 
the  far  reaching  results  of  Reed’s  work  says 
that  it  is,  “The  most  valuable  contribution  to 
medicine  and  public  hygiene  which  has  ever 
been  made  in  this  country,  with  the  exception 
of  the  discovery  of  anesthesia.  They  have  led 
and  will  lead  to  the  saving  of  thousands  of 
lives.”  President  Eliot  on  the  occasion  of  the 
conferring  of  an  honorary  degree  said  of  Reed, 
“He  gave  to  man  control  over  that  fearful 
scourge,  Yellow  Fever”.  This  was  the  inscrip- 
tion chosen  by  his  wife  to  be  placed  on  his 
tomb. 

Reed’s  work  on  yellow  fever,  typhoid,  erysip- 
elas. malaria  and  cholera,  will  endure  as  long 
as  the  history  of  these  diseases.  His  power- 
ful and  convincing  advocacy  of  the  antitoxin 
treatment  of  diphtheria,  at  a time  when  its 
use  still  hung  in  the  balance,  cannot  be  forgot- 
ten, while  his  ability  as  a teacher  is  attested 
to  by  many  an  admiring  pupil.  The  spirit  of 
research. 

Deeds  themselves  do  not  always  explain  the 
motive  which  prompted  them  nor  can  we  fully 
appraise  the  work  of  great  men  from  historical 
records  alone.  A fuller  appreciation  may  often 
be  had  from  the  testimony  of  those  with  whom 
the  individual  worked,  and  from  the  corres- 
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pondence  of  the  individual,  and  so  to  these 
sources  of  information  we  turn  for  a moment, 
to  observe  the  man  himself  and  try  to  discover 
the  spirit  which  actuated  his  efforts.  The  life 
he  led  in  this  humble  cottage  as  a child  in  a 
minister’s  family  not  only  furnished  the  en- 
vironment suitable  for  the  development  of  cer- 
tain attributes  already  alluded  to,  but  no 
doubt  imbued  him  with  the  missionary  spirit 
which  was  one  of  the  impelling  forces  of  his 
whole  life.  When  he  entered  active  service  in 
the  Spanish- American  War,  it  was  not  pri- 
marily to  do  research,  but  rather  to  minister 
to  sick  soldiers,  the  missionary,  the  humani- 
tarian, the  benefactor.  That  he  was  intensely 
human  is  pointed  out  bv  one  observer  of  his 
career,  who  says,  “In  the  poor  cabins  and  dug- 
outs  of  the  pioneers  in  the  sparsely  settled  dis- 
tricts where  he  served  his  flag,  Reed  was  ever 
a messenger  of  healing  comfort.” 

While  serving  his  flag,  he  learned  self-con- 
trol, and  submission  to  higher  authority — and 
also  learned  to  direct  the  energies  of  others. 
While  serving  his  flag  he  was  called  on,  in 
sparsely  settled  parts  of  the  desert,  to  minister 
to  those  who  suffered  and  might  have  died 
save  for  his  ministrations;  and  thus  he  became 
a clinician.  Here  he  had  emergencies  to  meet, 
and  through  them  he  learned  to  observe.  He 
was  not  the  detached  scientist  of  the  labora- 
tory type  alone  but  like  another  outstanding 
scientist — Sir  James  Mackenzie — learned  most 
from  the  bedside.  It  was  here  that  he  acquired 
that  keen  sense  of  proportion,  that  power  of 
discrimination  which  were  such  outstanding 
characteristics  of  his  being,  and  which  con- 
tributed so  much  to  his  ultimate  success.  He 
grasped  every  opportunity  to  observe,  and  saw 
opportunities  which  others  better  trained  failed 
to  see.  What  were  trivialities  to  others  were 
momentous  factors  to  him. 

He  possessed  courage  of  conviction,  a strong 
moral  nature,  a tenacity  of  purpose ; he  spurned 
half  truths  and  accepted  only  irrefutable  proof. 
Yet  he  always  kept  an  open  mind — he  doubted. 
Always  willing  to  listen  to  the  suggestions  of 
others,  and  even  to  test  their  theories  if  plausi- 
ble. The  spirit  of  research. 

One  writer  tells  us  that  he  “possessed  force 
of  character,  self-control,  a passionate  love  of 
knowledge,  and  a keen  sense  of  humor,”  and 
this  last  is  borne  out  in  the  letters  to  his  wife’s 
sister.  This  sense  of  humor  was  shared  by 
his  wife,  and  without  it  they  would  probably 
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not  have  endured  the  many  hardships  of  a 
varied  and  trying  life. 

His  efforts  were  prompted  by  humanitarian 
motives  as  well  as  by  science,  and  he  felt  as 
others  have  felt,  “For  what  purpose  science,  if 
mankind  is  not  benefited  by  its  discoveries.” 
“His  personality  left  an  indelible  impression 
on  all  of  us  with  whom  he  associated.  He  was 
remarkably  accurate  and  full  of  resolution” 
testifies  one  of  his  associates.  He  had  abso- 
lute independence  of  thought  and  an  uncon- 
querable purpose — and  lived  to  see  the  fulfill- 
ment of  his  hope.  In  describing  the  personality 
of  Reed,  a witness  of  one  of  his  famous  de- 
bates, the  one  on  the  specificity  of  diphtheria 
antitoxin,  states  that  he  took  his  stand  in  the 
gathering,  “majestic,  fearless,  determined  to 
conquer”,  and  did  conquer.  He  regarded  as  the 
true  happiness  the  “giving  what  we  can  to 
life,  rather  than  the  getting  what  we  can  from 
it.”  In  giving  he  received  the  blessing. 

The  true  spirit  of  the  man,  and  the  one  which 
accounts  for  all  his  success,  is  shown  in  two  ex- 
tracts from  letters  to  his  future  wife,  and  they 
also  give  us  a glimpse  of  his  philosophy  of  life, 
a philosophy  surmised  already  but  rather  sur- 
prising in  one  so  young.  He  was  studying  to 
prepare  himself  for  the  entrance  examination 
for  the  Army ; he  was  tired  and  sick,  and  very 
skeptical  of  his  success,  and  says  “But  one  thing 
I will  not  permit  to  forsake  me  is  my  cour- 
age, and  if  effort  will  avail  anything  it  shall 
not  fail  me  in  this  case,”  and  in  another  let- 
ter written  at  the  age  of  twenty-three  he  states 
that  he  prefers  “To  suffer  death  rather  than 
defeat.”  Once  more  he  writes  to  the  girl  he 
hopes  to  marry  in  a rather  mature  and  serious 
manner,  “Still  I believe  that  when  a person 
determines  to  accomplish  an  end,  that  he  should 
put  forth  all  honest  effort,  nor  turn  aside,  un- 
less for  the  best  of  reasons;  and  if  he  meets 
with  defeat  let  him  accept  it  like  a man,  re- 
membering that  many  better  men  have  found 
themselves  in  a like  situation.  At  all  events  I 
shall  pursue  my  course  until  every  prop  is 
knocked  from  under  me.  Sufficient  to  the  day 
is  the  evil  thereof.”  There  is  small  wonder 
when  one  reads  such  thoughts  as  these  that 
yellow  fever  succumbed  to  his  will.  The  spirit 
of  research. 

That  Walter  Reed  lived  the  life  of  a true 
man  is  attested  by  all  who  knew  him, — it  has 
been  called  blameless;  that  he  had  a deep  and 
quiet  philosophy  of  life  has  been  amply  shown. 
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That  he  was  enthusiastic  there  can  be  no  doubt, 
but  the  over-zealousness  of  the  fanatic  was 
conspicuously  absent;  rather  did  he  possess  that 
abiding  faith  of  the  moral  giant,  the  true 
man  of  science.  This  is  shown  clearly  in  an- 
other letter  to  his  wife. 

The  fight  against  the  dread  plague  had  been 
Avon  and  he  was  sitting  quietly  reviewing  the 
struggle,  rejoicing  in  the  victory,  and  contem- 
plating the  possibilities  of  the  future.  It  was 
at  the  closing  moment  of  the  nineteenth  cen- 
tury and  he  was  anticipating  the  future  vic- 
tories for  science  which  the  new  century  would 
bring,  and  he  wanted  his  wife  to  enjoy  all 
this  with  him,  and  writes : “The  prayer  that 
has  been  mine  for  twenty  years,  that  I might 
be  permitted  in  some  way  or  at  some  time  to 
do  something  to  alleviate  human  suffering,  has 
been  granted.  A thousand  happy  New  Years. 
Hark ! There  go  the  twenty- four  buglers  in 
concert,  all  sounding  taps  for  the  Old  Year.” 
He  little  thought  that  in  eighteen  short  months 
taps  would  sound  for  him. 

He  left  active  sendee  in  the  army  to  devote 
the  remaining  years  of  his  life  to  passing  on 
the  knowledge  he  had  acquired,  through  such 
arduous  labor,  to  others  less  qualified  to  strug- 
gle for  themselves,  and  in  1902,  his  body  weak- 
ened by  the  years  of  toil,  he  was  taken  with 
an  attack  of  appendicitis  from  which,  after 
operation,  he  did  not  recover.  It  seems  al- 
most a pity,  that  since  fate  had  decreed  him 
to  survive  the  campaign  for  so  short  a time, 
he  had  not  been  permitted  to  die  from  the  very 
plague  he  had  conquered,  rather  than  from  a 
prosaic  appendicitis,  and  thus  add  the  martyr’s 
halo  to  the  victor’s  crown.  Although  he  had 
not  surrendered  his  life  in  the  fight  at  the 
moment  of  victory,  in  spirit  he  had  made  the 
great  sacrifice  “In  the  interest  of  science — and 
for  humanity.”  “Greater  love  hath  no  man 
than  this,  that  he  lay  down  his  life  for  his 
friends.”  The  spirit  of  research. 


ABDOMINAL  PAIN  FROM  THE  NEURO- 
LOGIC POINT  OF  VIEW.* 

By  R.  FINLEY  GAYLE,  JR.,  M.  D„  Richmond,  Va. 

No  attempt  is  made  in  this  paper  to  discuss 
in  detail  all  diseases  of  the  nervous  system  caus- 
ing pain  in  the  abdomen.  Mention,  only,  of 
•some  of  them  will  be  made,  and  the  ones  in 
which  there  is  the  most  likelihood  of  mistaken 
diagnosis  will  be  discussed  briefly. 

*Read  before  the  Southside  Virginia  Medical  Association  in 
Richmond,  September  13,  1927. 


Abdominal  pain  should  always  be  thoroughly 
investigated  from  the  neurologic  standpoint 
for  the  reason  that  so  many  apparently  ob- 
vious cases  of  appendicitis,  cholecystitis  and 
other  affections  of  intra-abdominal  organs  are 
not  diseases  of  the  Auscera  themselves,  but  are 
root  pains  which  radiate  to  these  organs  and 
have  their  pathology  in  the  spinal  cord,  men- 
inges, vertebrae  or  posterior  spinal  nerves.  An 
old  case  of  tabes  dorsalis  with  gastric  crises, 
when  this  symptom  has  preceded  the  ataxic 
stage,  seldom  conies  under  our  observation, 
which  has  not  had  one  or  more  intra-abdominal 
operations.  Even  those  cases  Avith  completely 
absent  deep  reflexes  and  other  signs  of  central 
nervous  disease  have  not  infrequently  been  sub- 
jected to  surgery.  Spinal  syphilis  by  no  means 
is  the  only  neurologic  disease  causing  intra- 
abdominal pain.  It  is  mentioned  as  the  one 
in  which  more  frequent  errors  are  likely  to  be 
made. 

This  paper  is  not  an  arraignment  of  the  sur- 
geon. The  neurologist  and  other  specialists  in 
medicine  and  surgery  make  just  as  glaring  mis- 
takes. I simply  Avish  to  call  to  your  attention 
and  to  urge  upon  you  the  importance  of  doing 
a few  simple  neurological  tests  in  any  examina- 
tion, whether  medical  or  surgical.  Specifically, 
the  necessary  ones  are  the  im^estigation  of  the 
knee  jerks,  pupillary  reflexes,  Romberg  sign, 
observation  of  the  gait  and  a test  of  coordina- 
tion. If  these  be  carefully  done  it  is  likely 
that  many  spinal  cord  and  other  neurologic 
diseases  will  be  detected  early,  the  patient  saved 
the  necessity  of  an  abdominal  operation  and  a 
correct  diagnosis  be  more  frequently  made. 

Pain  is  an  early  symptom  of  spinal  cord 
tumors  and  is  present  in  practically  all  cases 
of  this  disease,  the  one  possible  exception  be- 
ing tumors  affecting  the  anterior  segment  of 
the  cord  alone.  The  location  of  the  pain,  of 
course,  depends  upon  the  location  of  the  tumor 
in  the  cord.  Tumors  are  frequently  so  situated 
in  the  cord  as  to  cause  pain  in  the  abdomen. 
This  pain  is  ofen  confused  as  an  expression  of 
disease  in  some  abdominal  viscera,  particularly 
if  the  pain  is;  an  early  symptom.  Almost  any 
type  of  pain  may  be  encountered.  Pain  in  the 
spine,  referred  to  the  abdomen,  which  is  exag- 
gerated by  coughing,  sneezing,  jarring  and 
bending,  is  suggestive  of  an  extramedullary 
spinal  cord  tumor.  There  are  additional  symp- 
toms such  as  objective  sensory  changes,  motor 
weakness,  change  in  the  reflexes,  and  other 
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signs.  Pain  in  the  abdomen,  which  can  not  be 
absolutely  attributed  to  other  causes,  should 
be  of  prime  importance  in  warning  us  of  the 
possible  existence  of  a spinal  cord  tumor. 

The  one  neurologic  disease  most  frequently 
confused,  because  of  pain,  with  intra-abdominal 
pathology,  is  tabes  dorsalis.  Other  types  of 
syphilis  of  the  spinal  cord  may,  however,  and 
often  do,  cause  pain  referred  to  abdominal 
viscera,  which  at  times  confuse  one  in  differen- 
tation  until  objective  signs  of  syphilis  and  posi- 
tive serology  are  discovered.  The  type  of  pain 
encountered  may  be  dull,  continuous  and  diffuse 
throughout  the  abdomen,  but  the  well  known 
crisis  which  may  affect  any  of  the  viscera  is 
the  most  common  and  distressing  variety.  The 
crisis  of  the  stomach  is  the  one  most  often  en- 
countered and  is  probably  the  most  severe. 
Certainly  it  is  the  one  for  which  more  explora- 
tory laparotomies  are  done.  These  crises  some- 
times are  present  in  the  preataxic  stage  and 
mav  recur  a lone  time  before  the  nature  of  the 
underlying  disease  is  recognized.  They  consist 
of  sudden  attacks  of  intense  boring  pain  in  the 
epigastrium  and  are  most  often  accompanied 
by  vomiting  and  sometimes  by  diarrhoea  and 
pain  between  the  shoulder  blades.  The  at- 
tacks may  be  accompanied  by  the  typical  light- 
ning pains  in  the  legs  or  the  pain  may  encircle 
the  body  like  a band.  The  duration  of  this 
pain  is  usually  a day  or  two,  but  some  crises 
last  two  or  three  weeks.  There  is  usually  con- 
siderable tenderness  of  the  epigastrium  and  the 
stomach  rejects  all  food,  traumatizing  the  gas- 
tric mucosa  sufficiently  to  cause  blood  to  be 
vomited.  Marked  weakness  accompanies  the 
vomiting  as  does  intense  nausea,  palpitation, 
oppression  in  the  chest  and  vertigo.  Hiccough 
may  accompany  the  gastric  crises  and  may  be 
an  expression  of  diaphragmatic  crises. 

Intestinal  or  rectal  crises  are  less  common, 
but  they  may  be  the  first  signs  of  locomotor 
ataxia.  They  begin  suddenly  with  severe  pain 
in  the  bowels  or  in  the  rectum,  are  attended  by 
a watery  diarrhoea  with  great  tenesmus,  rapid 
exhaustion  and  usually  great  thirst.  Every  at- 
tempt at  the  taking  of  fluid  or  food  is  accom- 
panied by  an  immediate  evacuation  of  the 
bowel. 

Attacks  of  hepatic  colic  with  pain  similar  to 
that  of  the  passage  of  a gall-stone,  and  attacks 
of  renal  colic  with  pain  similar  to  that  of  the 
passage  of  a lddney  stone,  occurring  in  the 
course  of  tabes  have  been  described  as  hepatic 


and  renal  crises.  These  are  extremely  rare. 
Vesical  and  urethral  crises  are  less  common. 
They  are  attended  by  severe  pain  in  the  region 
of  the  bladder  and  in  the  urethra,  occurring 
like  colic,  in  a series  of  attacks,  with  a desire 
to  empty  the  bladder. 

These  crises  all  terminate  suddenly,  either 
from  the  effect  of  treatment  or  otherwise,  leav- 
ing the  patient  in  a state  of  prostration.  Fol- 
lowing the  gastric  crises  care  should  be  taken 
not  to  allow  the  patient  to  eat  heavily  for 
twenty-four  hours  as  another  attack  may  be  re- 
flexly  precipitated. 

Objective  signs  of  central  nervous  syphilis 
should  be  looked  for.  The  absent  or  diminished 
knee  jerk  of  tabes,  the  Argyll  Robertson  pupil, 
ataxia  and  other  signs  in  combination  may  be 
expected.  One  should  not  be  discouraged  be- 
cause of  a negative  blood  Wassermann  as  in 
these  cases  it  is  not  infrequent  to  find  a nega- 
tive blood  serum  Wassermann  and  a strongly 
positive  spinal  fluid  Wassermann.  The  col- 
loidal gold  curve,  cell  count  and  globulin  are 
also  helpful  in  making  a diagnosis. 

It  is  necessary  at  times  to  give  morphine  to 
control  these  pains  of  tabes,  but  on  account  of 
the  chronicity  of  the  disease  it  should  be  given 
cautiously.  Many  tabetics  become  addicted  to 
the  use  of  opium.  If  salvarsanized  blood  serum 
has  one  virtue  it  is  in  controlling-  the  visceral 
crises  of  locomotor  ataxia.  This  therapeutic 
measure  has  been  very  successful  in  our  hands. 

There  are  some  physicians  who  still  doubt 
the  existence  of  pain  from  a purely  psychogenic 
source.  There  is  much  evidence  in  the  litera- 
ture, however,  to  destroy  this  doubt.  In  our 
files  there  are  numerous  case  histories  in  which 
an  outstanding  symptom  is  hysterical  pain. 
Localized  and  spontaneous  pains  in  hysteria 
show  a great  variety,  but  are  of  very  frequent 
occurrence.  The  phenomenon  is  a reflex  vis- 
ceral disturbance  brought  about  by!  psychogenic 
factors.  The  existence  of  hysterical  pain  in 
the  stomach  and  intestines  is  supported  by  the 
frequency  of  hysterical  nausea  and  vomiting  of 
undoubted  psychogenic  origin.  The  pain  may 
be  indefinite  and  general  or  specific  and  local- 
ized in  any  part  of  the  abdomen  and,  as  stated, 
is  usually  accompanied  by  extreme  and  severe 
nausea  and  vomiting.  The  patient  may  not  re- 
tain food  for  days  at  a time  and  may  become 
weak,  prostrated  and  emaciated  on  account  of 
it.  Tenderness  of  the  abdomen  is  usually  pres- 
ent. Tenderness  is  not  as  a rule  localized  and 
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it  may  be  elicted  in  any  quadrant  of  the  ab- 
domen. At  times  when  the  patient’s  attention 
can  be  sufficiently  diverted  a decided  lessening 
of  the  amount  of  tenderness  will  be  noticed 
even  on  the  deepest  palpation.  One  seldom 
recognizes  pain  as  the  only  manifestation  of 
hysteria  unless  by  chance  the  examiner  is 
blind  to  the  recognition  of  other  evidences  of 
psychoneurosis  and  to  the  psychogenic  factor 
in  the  production  of  disease.  It  is  nevertheless 
true  that  many  physicians  can  appreciate  dis- 
ease only  from  a physical  basis.  Accompany- 
ing the  pain  in  hysteria  are  other  symptoms 
common  to  the  disease,  such  as  emotional  in- 
stability, insomnia,  anxiety,  fears,  tremors,  de- 
pression, apprehension  and  others  too  numerous 
to  mention.  These  symptoms  do  not  come  on 
without  cause  and  these  patients  are  just  as 
truly  sick  as  though  they  had  pneumonia  or 
some  other  organic  disease.  The  symptom  of 
pain  and  the  other  symptoms  mentioned  are 
not  imaginary,  as  so  often  explained  to  the 
patient.  The  pain  is  a misinterpreted  sensa- 
tion and  one  which  is  subconsciously  exagger- 
ated due  to  more  or  less  constant  subconscious 
effort  on  the  part  of  the  patient  to  escape  real- 
ity. Underlying  all  of  this  there  is  some  mental 
conflict  with  which  the  patients  are  unable  to 
adequately  cope  and  to  which  they  can  not 
readily  adjust  themselves.  The  simple  fact  of 
telling  patients  that  they  are  nervous,  or 
hysterical,  or  neurasthenic  or  describing  their 
disease  in  some  other  inadequate  term  does  not 
satisfy  the  patient  nor  cure  the  disease.  Neither 
does  the  prescribing  of  a little  bromide  and 
patting  them  on  the  back,  at  the  same  time 
telling  them  there  is  nothing  wrong,  improve 
their  condition.  An  understanding  of  the  per- 
sonality make-up  with  a knowledge  of  the 
patient’s  conflicts  and  repression  is  of  prime 
importance  in  properly  enabling  this  class  of 
individual  to  make  the  necessary  adjustment 
so  that  he  may  live  comfortably  and  happily. 
Mental  purgation,  in  other  words,  a complete 
unburdening  of  the  innermost  secrets  of  their 
lives,  is  important  in  order  to  help  to  mentally 
re-educate  and  readjust  the  individual. 

A young  woman  recently  came  under  our 
observation  who  had  had  two  major  opera- 
tions within  the  past  year  because  of  severe 
abdominal  pain,  nausea  and  vomiting.  No 
pathology  was  found  at  either  operation.  She 
was  referred  to  us  because  of  the  functionally 
nervous  element  in  the  case.  We  obtained  the 


patient’s  confidence  and  learned  that  she  had 
been  most  unhappy  in  her  home,  had  become 
nervous  and  developed  intestinal  symptoms 
of  pain  and  vomiting.  There  was  a conflict 
with  her  mother  about  marriage.  She  finally 
secretly  married  the  man  she  did  not  love,  has 
not  lived  with  him  and  since  has  developed 
more  abdominal  pain  and  almost  constant 
vomiting.  Psychogenic  vomiting  can  usualty 
be  explained  as  a mental  disgust  for  some- 
thing. This  patient  would  vomit  violently 
when  the  man  she  married  came  near  her. 
The  thought  of  him,  which  was  distasteful, 
was  buried  in  her  subconscious  mind  and  for 
this  reason  she  vomited  most  of  the  time, 
even  though  he  was  not  present. 

In  the  great  majority  of  cases  of  lead  neuri- 
tis the  typical  paralysis  of  the  disease  is  pre- 
ceded by  a severe  attack  of  abdominal  pain 
and  colic.  There  is  intense  pain  in  the  region 
of  the  umbilicus,  attended  by  obstinate  consti- 
pation, and  very  often  by  nausea  and  vomit- 
ing. The  pain  and  colic  are  thought  to  be  due 
to  an  irritation  of  the  visceral  nerves  by  lead. 
It  may  also  be  due  to  a distention  of  the  in- 
testines from  paralysis  of  these  nerves  and  ces- 
sation of  peristaltic  action.  There  is  usually 
the  characteristic  blue  line  along  the  gums, 
the  history  of  exposure  to  lead,  red  blood  cell 
stippling,  basophilic  degeneration  and  the 
characteristic  wrist  drop. 

Unexplained  pain  in  the  back  and  in  the 
abdomen  is  not  infrequently  sent  to  the  neurol- 
ogist for  diagnosis.  Many  patients  suffering 
in  this  manner  have  what  is  primarily  an  or- 
thopedic disease,  hypertrophic  spondylitis. 
The  exostoses  on  the  vertebrae  cause  direct 
pressure  on  the  spinal  nerve  roots,  giving  pain 
in  the  region  enervated  by  these  roots.  Spon- 
dylitis is  most  common  in  the  dorsal  and  lum- 
bar spine  and  for  this  reason  abdominal  pain 
is  present  in  at  least  50  per  cent  of  patients 
suffering  with  this  disease.  The  abdominal 
pain  of  spondylitis  is  quite  often  mistaken  for 
chronic  appendicitis  and  other  intra-abdominal 
diseases.  Spinal  tenderness,  spinal  rigidity, 
the  relief  of  symptoms  by  rest  and  the  pres- 
ence of  arthritic  changes  as  shown  by  the  X-ray 
are  the  main  diagnostic  points. 

Spinal  myelitis,  either  acute  or  chronic,  may 
be  ushered  in  by  pain  in  the  abdomen  together 
with  sensory  disturbances  of  the  skin.  Sooner 
or  later  motor  symptoms  with  reflex  changes 
will  be  observed  and  it  should  not  be  difficult 
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to  clear  up  the  diagnosis  in  a relatively  short 
time. 

Unilateral  pain,  either  deep  or  in  the  ab- 
dominal Avail,  may  be  present  for  varying 
lengths  of  time  in  herpes  zoster  before  the 
appearance  of  the  herpetic  eruption.  The  etiol- 
ogy of  the  pain  is  likely  to  be  difficult  to  deter- 
mine before  the  vesicles  appear.  This  condi- 
tion is  a radiculitis  of  toxic  or  infectious  ori- 
gin. 

Morphine  addicts  almost  invariably  suffer 
intensely  with  abdominal  pain  and  cramps 
when  the  drug  is  AvithdraAvn.  Pain  is  usually 
in  the  stomach  or  intestines  and  is  accom- 
panied bv  diarrhoea.  The  discomfort  is,  at 
times,  so  unbearable  that  the  reduction  has  to 
be  slowed  up  or  larger  quantities  of  morphia 
gi\en. 

Various  other  lesions  of  the  posterior 
columns  of  the  cord  or  posterior  spinal  nerve 
roots,  if  at  the  right  level  of  the  spinal  cord, 
cause  intra-abdominal  pain.  These  are  either 
inflammatory,  such  as  the  different  forms  of 
myelitis,  including  poliomyelitis,  radiculitis 
and  meningitis;  or  traumatic,  from  injury  to 
the  cord,  the  vertebrae  or  posterior  nerve  roots ; 
or  degenerative  due  to  disseminated  sclerosis, 
combined  spinal  sclerosis,  spinal  vertebrae 
caries  and  bone  malignancy. 

Hence,  the  most  definite  abdominal  pain, 
eA-en  accompanied  by  other  abdominal  symp- 
toms, may  be  occult  in  that  it  may  be  referred 
from  a variety  of  lesions  of  the  central  nels- 
ons system  or  be  entirely  psychogenic  in  ori- 
gin. It  therefore  behooves  all  of  those  Avho 
attempt  the  diagnosis  of  intra-abdominal  con- 
ditions not  only  to  bear  in  mind  the  possi- 
bility of  abdominal  pain  being  due  to  neuro- 
logic factors  but  also  to  be  prepared  to  make 
the  examinations  and  do  the  neurologic  tests 
necessary  to  exclude  the  various  extra-abdomi- 
nal conditions  briefly  mentioned  in  this  paper. 

212  West  Franklin  /Street. 


REMARKS  ON  THE  MANAGEMENT  OF 
BENIGN  PROSTATIC  HYPERTROPHY.* 

By  CHARLES  P.  HOAVZE,  M.  D.,  Danville,  Va. 

One  of  the  outstanding  achievements  of 
modern  urology  is  the  management  of  benign 
prostatic  hypertrophy.  The  operative  mor- 
tality rate,  in  the  hands  of  the  Avell  trained 
rurologist,  has  been  reduced  to  a striking  figure, 
•when  it  is  considered  that  the  majority  of  pa- 

*Read at  the  South  Piedmont  Medical  Society,  South  Boston. 
\Va„  November  16,  1926. 


tients  come  for  treatment  in  the  sixth  and 
seventh  decades  of  life.  Young1  has  reported 
a series  of  165  consecuthTe  cases  without  a 
death,  and  other  writers,  similar  groups  with 
a very  low  mortality  rate.  The  figures,  Iioav- 
ever,  are  somewhat  misleading,  as  there  are  a 
group  of  cases  referred  to  very  infrequently 
by  present  day  writers;  those  who  die  during 
the  period  of  preliminary  preparation  for 
prostatectomy,  or  without  treatment.  This 
group  is  a most  important  one,  and  the  statis- 
tics of  the  larger  clinics,  individuals  doing  this 
field  of  work,  and  the  Bureau  of  Vital  Statis- 
tics would  proA-e  both  interesting  and  timely. 
From  my  OAvn  experience,  I believe  this  class 
Avould  show  a 4 to  5 per  cent  mortality — I re- 
fer to  the  preparatory  mortality.  It  is  in  this 
group  that  improvement  is  needed  and  to  which 
the  attention  of  the  profession  must  be  called, 
for,  unless  the  cases  are  seen  at  an  earlier 
stage,  before  irreparable  damage  is  done,  there 
is  little  hope  for  further  improvement. 

The  prostate  sIioavs  definite  enlargement  in 
approximately  one-third  (1/3)  of  men  past 
middle  life.  About  one-half  of  this  number 
will  have  some  symptoms  of  obstruction  to 
the  normal  act  of  micturition.  A too  large 
percentage  of  this  number  are  neglected  to 
the  extent  that  they  are  not  given  the  benefit 
of  careful  study,  and  when  many  are  forced 
to  seek  surgical  measures  for  relief,  their  con- 
dition is  usually  precarious.  In  the  face  of 
present  day  statistics,  to  deny  these  patients 
the  possible  benefits  of  earlier  examinations 
and  perhaps  relief  by  minor  operative  proce- 
dures in  some,  is  not  only  unfair  to  them,  but 
unfair  to  the  surgeon.  As  in  other  fields  of 
medical  endeaATor,  the  trend  should  be  toward 
preventive  medicine.  Can  we  prevent,  to  any 
extent,  the  benign  hypertrophy,  which,  in  the 
past,  has  meant  either  major  operative  pro- 
cedure or  death  from  uremia  and  other  com- 
plications secondary  to  a Aesical  neck  obstruc- 
tion? If  we  can  prevent  a small  number,  we 
are  going  forward. 

Caulk,2  of  St.  Louis  is  treating  an  increas- 
ing number  of  cases  by  removal  of  the  obstruc- 
tion. or  portions  of  the  obstructing  gland,  by 
means  of  a cautery  punch  operation.  His  per- 
centage of  operations  by  this  method  has  in- 
creased from  around  14  per  cent  in  1920  to 
63  per  cent  in  1925.  The  conclusions  drawn 
from  his  experience  are  both  interesting  and 
instructive,  since  he  has  applied  this  method 
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to  some  of  the  larger  types  of  hypertrophy 
with  good  results.  Heretofore,  the  punch 
operation  was  reserved  for  that  small  group 
of  contractures  and  median  bar  formations 
(about  14  per  cent  of  all  obstructions)  where 
it  is  the  method  of  choice.  I shall  quote  di- 
rectly from  his  paper : “A  careful  observa- 
tion of  the  vesical  neck  in  obstruction  is  essen- 
tial. A contracture  may  assume  a variety  of 
shapes  depending  upon  the  reactions  in  the 
surrounding  parts  of  the  gland.  I believe  that 
the  contracted  neck  with  its  various  configura- 
tions is  responsible  for  at  least  40  per  cent  of 
benign  vesical  neck  obstructions,  and  that  after 
drainage  with  catheter  and  with  incision  of 
the  orifice,  resolution  may  be  expected  in  the 
majority  of  instances.  I am  firmly  of  the  opin- 
ion that  most  of  the  so-called  hypertrophies 
are  inflammatory  in  origin.  If  one  adds  to 
this  figure  the  instances  of  cancer  responsible 
for  contraction — certainly  10  per  cent — a total 
of  50  per  cent  of  all  obstruction  will  fall  in 
this  category.  If  these  proofs  be  accepted  as 
demonstrating  the  correctness  of  the  theory 
that  inflammation  is  the  true  cause  of  the  ma- 
jority of  prostatic  hypertrophies,  then  with 
proper  education,  may  not  many  of  these  en- 
largements be  avoided?  If  such  enlargements 
may  be  expected  in  30  per  cent  of  individuals 
past  middle  life,  it  would  seem  wise  and  essen- 
tial to  institute  a campaign  of  education  among 
the  profession  to  examine  the  prostate  of  all 
men,  particularly  after  forty,  as  a part  of  a 
general  physical  examination,  and  if  infection 
or  enlargement  be  present,  though  they  be 
symptomless,  treatment  directed  towards  their 
correction  should  be  instituted.  If  there  should 
be  early  signs  of  obstruction,  it  should  be  re- 
moved by  minor  measures  and,  in  this  way,  it 
may  be  possible  to  protect  a large  number  of 
the  prostatic  enlargements  later  in  life.” 

It  is  not  within  the  realm  of  this  paper  to 
discuss  the  etiology  of  benign  hypertrophy. 
Whether  inflammation  is  a direct  cause  re- 
mains to  be  proven.  The  fact  remains  that  it 
is  frequently  associated  with  the  adenomatous 
enlargement,  and  any  one  familiar  with  pros- 
tatic surgery,  has  noticed  the  marked  diminu- 
tion in  size  of  the  gland  following  drainage. 
A very  large  gland  at  the  time  of  the  institu- 
tion of  drainage  has  been  frequently  observed 
to  shrink  to  a size  which  causes  very  little  ob- 
struction at  the  time  of  subsequent  prostatec- 
tomy. 


To  what  can  be  attributed  the  great  im- 
provement in  mortality?  There  have  been  very 
few  changes  of  importance  in  operative  tech- 
nique. The  improvement  is  directly  due  to 
the  preliminary  preparation  of  the  patient,  the 
choice  of  anesthetic  and  operation,  and  the 
post-operative  care.  Hunt3  of  the  Mayo  Clinic 
states : “In  1,300  odd  prostatectomies,  pre- 
vious to  1920,  uremia  was  responsible  for  death 
in  about  50  per  cent  of  the  cases,  and  pneu- 
monia, cardiac  complications,  and  general  sep- 
sis were  all  equally  responsible  for  the  re- 
maining deaths.  However,  in  the  past  four 
years,  using  spinal,  sacral  and  regional  anes- 
thesia, pneumonia  as  the  cause  of  death  has 
entirely  disappeared,  and  the  only  cases  of 
jmeumonia  now,  are  embolic  in  origin.  Fur- 
thermore, death  from  uremia,  after  our  pres- 
ent method  of  preliminary  preparation  of 
these  patients  by  means  of  the  Van  Zwallen- 
burg  method  of  gradual  decompression  of  the 
bladder,  has  been  practically  eliminated.  The 
use  of  the  Pilcher  hemostatic  bag  in  the  past 
four  years  has  caused  death  from  shock  and 
secondary  bleeding  practically  to  disappear. 
At  the  present  time  coronary  sclerosis,  various 
heart  conditions,  and  pulmonary  embolism  are 
the  main  factors  we  have  to  deal  with  in  death 
following  prostatectomy.” 

The  successful  management  of  prostatic  hy- 
pertrophy necessitates  a painstaking  and  care- 
ful study.  Bugbee  has  rightly  said  “Removal 
of  the  prostate  gland  is  but  an  incident  in  the 
treatment  of  prostatic  obstruction.”  Unless 
this  fact  is  realized,  the  mortality  will  be  high 
in  the  hands  of  the  most  skilled  operators. 
The  preparation  of  these  patients  for  opera- 
tion is  easily  the  most  important  phase  of  the 
treatment.  It  is  directed  to  restore  the  kid- 
neys, heart,  and  lungs  to  their  maximum  work- 
ing capacity,  and  there  is  no  time  limit  to  this 
treatment.  The  time  of  operation  cannot  be 
chosen  by  any  set  rule.  Some  cases  will  un- 
dergo successful  prostatectomy  after  prepara- 
tion of  one  week,  while  others  will  require 
months.  I am  firmly  of  the  opinion  that  every 
case  should  have  as  a minimum,  ten  days  of 
drainage  through  an  indwelling  catheter  or 
a suprapubic  tube  before  prostatectomy  is  at- 
tempted. 

The  restoration  of  impaired  renal  function 
is  the  most  important  aspect  of  the  prepara- 
tion of  these  patients,  and  this  can  only  be 
made  possible  by  adequate  drainage.  In  ap- 
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proxiinately  80  per  cent,  it  can  be  carried  out 
satisfactorily  by  an  indwelling  urethral  cathe- 
ter, and  the  operation  done  in  one  stage.  In 
those  cases  complicated  by  calculi,  diverticula, 
and  severe  infection,  the  drainage  is  best 
through  a suprapubic  tube.  In  all  cases  of 
acute  retention  or  chronically  over  distended 
bladders  and  paradoxical  incontinence,  the  in- 
travesical tension  should  be  diminished  gradu- 
ally. To  release  this  pressure  suddenly  is  to 
court  disaster,  due  to  resulting  edema  of  the 
bladder  and  kidneys,  a diminution  of  urinary 
secretion,  with  an  increased  retention  of  toxic 
products  in  the  blood.  The  simplest  method 
is  to  attach  the  retention  catheter  to  a long 
tube  emptying  into  an  elevated  receptacle.  The 
height  of  this  receptacle  is  adjusted  so  a few 
drops  of  urine  trickle  over  on  deep  inspiration 
and  it  is  gradually  lowered  each  day  as  the 
bladder  pressure  diminishes.  This  method  is 
attended  with  far  less  reaction  in  my  hands, 
than  the  preliminary  suprapubic  drainage,  in 
which  case,  it  is  very  difficult  to  avoid  the 
escape  of  a large  quantity  of  urine  at  the  time 
of  operation.  In  two  cases  with  very  large 
acute  retentions,  in  which  a catheter  could  not 
be  passed.  I have  resorted  to  the  placing  of  a 
catheter  in  the  bladder  suprapubicallv  by 
means  of  a trocar  and  canula  and  employing 
gradual  decompression  as  with  the  indwelling 
urethral  catheter.  This  method  is  not  with- 
out its  dangers  as  it  is  a rather  blind  procedure. 
A safer  method  would  be  to  expose  the  blad- 
der under  local  anesthesia  and  then  place  the 
catheter  in  uppermost  portion  of  the  bladder 
by  means  of  the  trocar  and  canula. 

The  toxemia  resulting  from  impaired  renal 
function  is  combated  by  a large  intake  of 
fluids.  In  the  average  case,  sufficient  quantity 
can  be  administered  by  mouth.  In  the  more 
toxic,  with  impending  uremia,  other  avenues 
of  introduction  must  be  used  to  supplement. 
At  least  1,000  c.c.  of  normal  saline  should  be 
given  daily,  either  intravenously  or  subcutan- 
eously until  the  urinary  output  is  sufficient 
and  toxic  symptoms  have  disappeared.  The 
intravenous  or  subcutaneous  infusion  of  saline 
or  glucose  solution  is  the  most  efficacious  means 
at  our  command  for  treating  the  kidney  in- 
fection so  frequently  associated  with  bladder 
neck  obstruction.  During  the  febrile  period, 
large  quantities  of  fluid  should  be  given.  The 
associated  bladder  infection  is  combated  by 
.daily  irrigations  of  some  antiseptic.  Renal 
functional  tests  are  made  at  five  day  intervals 


and  under  the  routine  as  outlined  above,  the 
improvement  in  kidney  function,  as  shown  bv 
estimation  of  the  blood  urea  and  “pthalein” 
output,  is  progressive.  If  the  improvement  in 
renal  function  and  general  condition  is  slow, 
after  a few  weeks  of  treatment,  a suprapubic 
cystostomy  is  done  and  the  patient  is  allowed 
to  return  home  for  an  indefinite  period,  until 
he  is  a fit  subject  for  operative  removal  of  the 
gland.  These  cases  are  quite  comfortable 
wearing  the  suprapubic  Pezzar  catheter.  The 
catheter  should  be  removed  and  cleansed  every 
ten  days  to  insure  proper  drainage,  and  the 
bladder  irrigated  daily  to  combat  infection. 

The  incidence  of  cardio-vascular  disease  is 
high  in  this  class  of  patients.  In  many  of  my 
recent  cases  I have  given  digitalis  for  several 
days  before  operation,  feeling  that  it  places 
the  circulatory  system  in  the  best  possible  con- 
dition to  withstand  the  operative  procedure. 
The  blood  pressure  is  found  to  become  stabil- 
ized after  preliminary  drainage  and  the  cases 
with  high  pressure  seem  to  do  as  well  as  those 
within  normal  limits. 

I am  a firm  believer  that  all  cases  possible 
should  have  a cystoscopic  examination  previous 
to  operation.  It  is  only  by  this  examination 
the  true  condition  of  the  obstruction  can  be 
diagnosed  and  rational  treatment  instituted. 
I have  been  able  to  cystoscope  practically  all 
cases  and  have  as  yet  to  see  any  untoward  re- 
sult. The  examination  is  usually  done  about 
three  days  before  the  contemplated  operation, 
when  the  patient  is  in  good  condition.  The 
information  gathered  from  cystoscopy  has 
been  of  the  greatest  value  in  determining  the 
method  of  operative  attack.  If  cystoscopy  is 
not  feasible,  a cystogram  should  be  made  to 
rule  out  diverticula  and  calculi. 

The  question  of  the  method  of  prostatectomy 
is  still  a matter  of  divided  opinion.  Personal- 
ly, I feel  that  there  are  indications  for  both 
the  suprapubic  and  perineal  route  and  the 
method  of  choice  depends  in  large  measure  on 
the  condition  of  the  patient  and  the  pathologi- 
cal condition  of  the  vesical  neck  obstruction. 
The  majority  of  cases  are  more  satisfactorily 
removed  by  the  suprapubic  aproach.  The  small 
fibrous  prostate,  the  intraurethral  lateral  lobe 
enlargement,  the  debilitated  and  aged,  and 
those  patients  with  very  fat  abdominal  walls 
and  small  contracted  bladders,  do  best  follow- 
ing perineal  prostatectomy. 

As  a very  small  factor  may  mean  the  dif- 


1927] 


VIRGINIA  MEDICAL  MONTHLY 


489 


ference  between  success  and  failure  in  these 
old  men,  much  attention  lias  been  paid  to  the 
question  of  anesthesia  in  recent  years.  In  the 
perineal  operation,  sacral  anesthesia  has  proved 
a very  valuable  adjunct  in  treatment.  In  the 
majority  of  instances,  the  operation  may  be 
carried  out  entirely  by  this  method.  In- a few, 
due  to  faulty  technic  or  other  unaccountable 
factors,  a small  amount  of  nitrous  oxide  is 
necessary.  The  suprapubic  enucleation  is  safest 
under  sacral  anesthesia  and  suprapubic  field 
block. 

The  observations  which  I have  discussed  are 
based  on  a small  series  of  forty-one  prostatec- 
tomies for  benign  hypertrophy.  The  cases  of 
carcinoma,  median  bar  formations  and  con- 
tractures of  the  vesical  neck  are  not  included. 
The  operative  treatment  in  this  series  has  been 
as  follows : one  stage  suprapubic  prostatectomy 
with  preliminary  catheter  drainage  twenty ; 
two  stage  suprapubic  ten;  perineal  nine:  peri- 
neal prostatectomy  following  a period  of 
suprapubic  drainage  two.  There  were  two 
deaths  giving  a mortality  rate  of  4.8  per  cent. 
One  death  occurred  following  perineal  pros- 
tatectomy and  the  second  in  the  two  stage 
suprapubic  group.  Both  deaths  were  due  to 
secondary  hemorrhage  following  the  removal 
of  gauze  packing  used  to  control  hemorrhage 
at  the  time  of  operation.  Both  cases  were  re- 
packed but  the  loss  of  blood  could  not  be  over- 
come. Unfortunately,  a blood  transfusion  was 
not  done,  as  no  available  donor  could  be  ob- 
tained. Perhaps  this  procedure  might  have 
been  successful  in  saving  one  or  both.  In  the 
recent  suprapubic  prostatectomies,  the  hemor- 
rhage following  enucleation  has  been  quite  sat- 
isfactorily controlled  by  the  Pilcher  bag,  and 
by  means  of  this  method,  the  post-operative 
bleeding,  which  is  occasionally  seen  after  the 
removal  of  gauze  packing,  is  eliminated. 

In  conclusion,  there  is  one  point  which  is 
important.  As  a general  rule,  the  post-opera- 
tive care  of  prostatic  cases  is  somewhat  neg- 
lected. We  should  not  feel  that  the  patient  is 
completely  cured  when  discharged  from  the 
hospital.  The  morbidity  can  be  reduced  if  we 
attempt  to  restore  the  bladder  to  its  normal 
function.  Many  cases  will  harbor  a cystitis,  or 
inflammation  of  the  prostatic  capsule  and  semi- 
nal vesicles,  which  will  continue  to  cause  some 
symptoms.  With  bladder  irrigation  and  mas- 
sage the  infection  can  be  cleared  up  in  prac- 


tically all  cases  and  the  urinary  frequency  and 
dysuria  eliminated. 
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SOME  NEW  METHODS  OF  INFANT 
FEEDING.* 

By  W.  B.  McILWAINE,  M.  D„  Petersburg,  Va. 

The  subject  of  infant  feeding  is  indeed  an 
interesting  one,  not  only  to  the  pediatrist  but 
to  every  medical  man,  be  he  surgeon,  diagnosti- 
cian, orthopedist,  ear,  eye,  nose  and  throat 
specialist,  or  family  physician.  And  this  is 
rightly  so.  for  many  of  the  upsets  and  dis- 
eases of  later  life  are  based  directly  on  im- 
proper feeding  and  malnutrition  in  the  infant 
and  young  child.  And  so  I do  not  feel  that  a 
paper  on  this  subject  is  out  of  place  on  such 
a program  as  we  have  today. 

The  history  of  the  early  days  of  artificial 
infant  feeding  is  fascinating  in  the  extreme, 
though  we  will  have  to  pass  hurriedly  over 
it  to  bring  me  to  the  real  subject  of  this  pa- 
per. 

It  is  hard  to  say  exactly  when  the  different 
ideas  originated.  From  the  idea  that  only 
breast  milk  would  do.  through  the  era  of  infant 
feeding  by  circulars  and  “direction  on  the  can” 
of  the  proprietary  houses  selling  the  food,  these 
directions  to  be  carried  out  by  anyone  from 
grandma  to  ignorant  colored  women,  into  the 
scientific  activities  and  wonderful  advance- 
ment of  Jacobi  and  Rotch,  through  the  vary- 
ing schools  of  feeding,  as  the  percentage  of  the 
formula  and  the  caloric  value  of  the  formula, 
called,  in  short,  the  percentage  feeding  and 
the  caloric  feeding.  I remember  so  well  when 
I was  studying  in  New  York  my  preceptors 
openly  scoffed  at  the  Boston  men  for  worry- 
ing about  the  percentages  of  their  milk  formu- 
las, and  when  I moved  on  to  Boston  the  lead- 
ers there  by  their  teaching  and  manner  inti- 
mated that  the  caloric  feeding  was  very  un- 
scientific. From  this  we  come  into  the  era  of 
the  Western  influence,  probably  based  on  the 
German  ideas  of  early  and  widely  increasing 
the  infant’s  diet  to  things  other  than  milk, 
and  on  into  the  present  with  its  newer  addi- 
tions to  our  armamentarium  which  are  a great 
help  to  us  in  handling  our  cases  of  infant 
dietetics.  Three  of  these  are : 

♦Read  before  the  Southside  Virginia  Medical  Association  at 
its  meeting  in  Emporia,  Va.,  June  14,  1927. 
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1.  Dried  Milks. 

2.  Lactic  Acid  Milk. 

3.  Protein  Milk. 

The  idea  today  in  infant  feeding  is  so  well 
expressed  by  the  late  Dr.  Holt  that  I shall 
quote  his  words : “The  scientific  feeding  of  in- 
fants, whether  with  woman’s  milk  or  some 
substitute,  demands  as  a basic  principle  that 
the  food  furnish  what  the  body  needs  for  heat 
and  the  repair  of  waste  or  the  maintenance 
requirements  and  also  for  its  normal  develop- 
ment or  growth  requirements.”  This,  in  terms 
of  our  not  quite  so  scientific  and  jazzy  1927, 
is  the  slogan  of  today  which  is  “feed  the  baby”. 
That  is  our  object.  What  does  it  matter  if  he 
gets  100  calories  more  or  less,  or  a y2  per  cent 
more  fat  or  1 per  cent  less  sugar  if  that  baby 
we  are  feeding  is  growing,  thriving,  and  meet- 
ing the  requirements  of  health,  strength,  and 
nutrition?  When  I hear  a man  say,  I only 
use  cow’s  milk,  I know  that  he  is  feeding  only 
a class  of  patients  who  are  subject  to  the  best 
surroundings.  If  I know  a doctor  who  only 
uses  Eagle  Brand  Condensed  Milk,  I know 
that  he  has  seen  enough  to  know  that  cow’s 
milk  in  his  community  is  unsafe  and  that  up 
to  a few  years  ago  condensed  milk  was  the  best 
substitute.  I defy  any  one  to  say  that  any 
one  form  of  food  always  suits  every  baby,  but 
a doctor  should  be  able  to  say  that,  give  me 
a baby  and  I will  do  my  best  to  make  one  of 
the  many  foods  suit  him.  It  is  foolish  for  us 
to  say  that  condensed  milk  is  poison  and  not 
fit  to  feed  infants  on.  The  older  generation 
knew  better ; there  are  thousands  of  babies  who 
in  years  gone  by  and  even  today  have  been 
raised  on  condensed  milk.  But  we  should 
realize  and  try  to  get  our  mothers  to  realize 
that  while  it  may  be  all  right,  still  it  is  a 
dangerous  food  when  not  used  by  one  who 
knows  how  deficient  it  is  in  fats  and  pro- 
teins and  how  high  it  is  in  sugar,  and 
how  babies  develop  rickets  and  scurvy  when 
fed  improperly  on  this  type  of  feeding.  It 
is  just  as  foolish  for  us  to  think  we  have 
found  a food  for  all  babies,  that  will  meet 
all  requirements,  as  it  was  for  Ponce  de  Leon 
to  say  he  had  found  the  “fountain  of  youth.” 
Some  will  say,  “Why  breast  milk  is  perfect.” 
Not  at  all.  Many  babies  develop  rickets,  mal- 
nutrition, indigestion,  diarrhea,  and  marasmus 
on  the  breast.  Why,  only  recently  I had  a 
baby  starving  to  death  on  the  breast  under  the 
care  of  one  of  the  leading  pediatrists  of  a near- 


by state.  The  cry  “keep  your  baby  on  the 
breast”,  which  is  good  in  theory,  is  the  cause 
of  many  troubles  and  not  a few  deaths  in  in- 
fancy. Better  instruct  those  who  have  the 
feeding  of  infants  on  their  hands  to  examine 
the  infant  and  keep  him  up  to  standard,  if 
you  have  to  give  condensed  milk,  cow’s  milk, 
cereals,  foods  of  all  kinds,  orange  juice,  or 
what  not.  It  is  not  what  you  put  into  a baby’s 
stomach  that  counts;  it  is  what  the  baby  does 
with  what  is  put  therein.  For  what  advantage 
is  it  to  give  the  most  perfect  breast  milk,  if 
the  patient  will  not  retain  it?  Better  some 
unscientific  formula  or,  much  better,  a scien- 
tific one  based  on  the  knowledge  of  nutritional 
requirements  and  with  the  idea  that  the  baby 
is  more  important  than  the  food. 

I started  an  infant  on  Dryco  a few  years 
ago;  at  three  months  it  was  getting  on  fine.  I 
was  pleased,  the  mother  was  satisfied  and  the 
grandmother  was  delighted.  The  family 
moved  to  New  York  City  and  according  to  my 
instructions  she  took  her  baby  to  a baby’s 
specialist.  He  examined  the  child,  remarked 
how  well  it  was  but  his  unctious  soul  was  hor- 
rified when  further  inquiry  elicited  the  infor- 
mation that  it  was  taking  Dryco.  Immedi- 
ately he  put  it  on  a fresh  cow’s  milk  formula ; 
the  child  was  made  ill,  developed  dysentery, 
went  into  malnutrition,  respiratory  infection 
set  in,  otitis  and  mastoid  operation,  hospital, 
doctor’s  expense,  worry,  and  a hard,  hard  strug- 
gle. Now  I do  not  blame  that  physician  for 
changing  the  food  if  he  really  thought  cow’s 
milk  preferable  in  his  location,  but  why  change 
with  the  suddenness  of  a typhoon?  Why  not 
lead  the  infant  by  easy  stages  to  his  correct 
formula?  I’ll  tell  you  why.  He  forgot  all 
about  the  baby;  thought  entirely  about  theoret- 
ical food  values,  and  so  fell  into  the  pit — set 
so  close  to  the  feet  of  the  egotist.  But  I ram- 
ble and  ask  your  pardon. 

First , then  we  have  Dried  Milk. — Unques- 
tionably one  of  the  greatest  advances  in  arti- 
ficial infant  feeding  has  been  the  development 
of  dried  cow’s  milk.  I have  classified  the  trade 
names,  the  advantages  and  disadvantages,  in 
Table  No.  1.  • 

Table  I 
Dried  Milks 
Name 

1.  Dryco Dryco  Company,  New  York. 

2.  Klim....Merrell-Soule  Co.,  Syracuse,  N.  Y. 
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3.  Recolac....Mead-Johnson  Co.,  Evansville, 
Ind. 

Advantages 

1.  Ease  of  administration. 

2.  Sterility. 

3.  Can  be  used  without  ice. 

4.  Easily  digested. 

5.  Plus  vitamins,  is  a well  balanced  food. 

6.  Relatively  low  in  carbohydrates,  which 
should  be  added. 

7.  Good  food  for  use  while  traveling. 

8.  Good  for  type  of  people  who  need  very 
simple  formulas  due  to  mental  and  environ- 
mental defects. 

9.  Seems  to  be  an  excellent  complementary 
feeding  with  breast  milk. 

Disadvantages 

1.  Canned  food,  is  not  a “fresh”  food. 

2.  Constipating  unless  carbohjMrates  are 
added;  then  tendency  to  form  hard  stools. 

3.  Not  as  good  for  prolonged  feeding  as 
cow’s  milk  formula. 

Second. — Lactic  Acid  Milk. — Probably  no 
recent  scientific  discovery  in  the  pediatric  field, 
unless  it  be  the  administration  of  toxin-anti- 
toxin, has  been  as  great  help  to  physicians 
as  the  acidified  milks.  Its  father  in  America  is 
W.  McKim  Marriott,  of  St.  Louis, — if  I am 
not  giving1  credit  where  credit  is  due— still  Dr. 
Marriott  certainly  did  more  to  popularize  this 
type  of  feeding  than  any  one  I know  of,  and 
deserves  a lot  of  thanks  from  many,  many 
physicians,  as  it  seems  to  fit  so  many  cases  so 
admirably.  I have  the  methods  of  prepara- 
tion, advantages,  and  disadvantages  under 
Table  No.  2. 

Table  II 

Lactic  Acid  Milks 
Method  of  Preparation 

1.  Take  one  pint  of  fresh  cow’s  milk,  boil 
for  five  minutes,  add  water  to  make  one  pint. 
Add  one  tablespoonful  of  Karo  Corn  Syrup 
(blue  label)  or  cane  sugar.  Put  in  ice  box; 
when  cold,  add  forty  to  sixty  drops  of  lac- 
tic acid,  stirring  slowly  all  the  time.  The 
milk  may  thicken  or  separate. 

2.  Dried  Lactic  Acid  Milk,  Merrell-Soule 
Company,  Syracuse,  N.  Y. 

Advantages 

1.  “Boiled”  so  protein  can  be  easily  digested. 

2.  Addition  of  lactic  acid  allows  whole  milk 
to  be  used,  and  thus  we  get  more  food  value 
and  infants  gain  more  rapidly. 


3.  Keeps  longer  and  is  safer  than  plain 
cow’s  milk. 

4.  Easily  digested. 

5.  May  be  given  from  birth. 

Disadvantages 

1.  Does  not  have  a pleasant  taste,  so  infants 
may  not  take  it.  Saccharine  may  be  added. 

2.  Some  infants’  stomachs  will  not  take  acid 
milk  as  well  as  sweet  milk  formulas. 

3.  Requires  ice  unless  a dried  formula  is 
used. 

4.  Not  always  easy  to  make  as  it  seems. 

Third — Protein  Milk. — For  our  present 

time  of  year,  June  to  October,  this  addition 
to  our  infant  feeding  formulas  is  of  the  great- 
est importance.  Many  cases  of  fermentative 
diarrhea  have  been  saved  by  this  type  of  feed- 
ing. We  must  give  credit  to  Finkelstein  and 
his  co-workers  for  the  development  of  protein 
milk  and  its  use  in  the  so  called  “green  diar- 
rhea”. I have  classified  the  trade  names  and 
the  methods  of  preparing  protein  milks,  and 
also  the  advantages  and  disadvantages  under 
Table  No.  3. 

Table  III 

Protein  Milk 

1.  Formulas  may  be  made  from  fresh  milk 
by  the  addition  of  Casec,  Mead-Johnson  Com- 
pany, or  Larosan,  Hoffman  La  Roche  Com- 
pany, or  Protolac,  The  Dry  Milk  Company, 
by  following  the  very  simple  directions  that 
come  with  the  powder. 

2.  Mead’s  Powdered  Protein  Milk. 

3.  Merrell-Soule  Powdered  Protein  Milk. 

Advantages 

1.  High  protein  content,  which  prevents  fer- 
mentation. 

2.  Easily  digested. 

3.  Almost  specific  for  fermentative  diarrhea. 

4.  Requires  no  ice  with  dried  forms. 

Disadvantages 

1.  Bad  taste,  but  saccharine  may  be  added. 

2.  Some  infants  refuse  to  take  it. 

3.  To  be  used  only  temporarily. 

4.  Not  to  be  used  in  dysenteric  types  of 
diarrheas. 

And  now,  in  conclusion,  may  I say  that  any- 
one can  use  these  three  powerful  instruments 
in  their  feeding  problems.  Few,  indeed,  of 
the  many,  many  infants  are  seen  by  the  pedia- 
trist, and  if  this  paper  has  been  of  any  serv- 
ice to  that  great  body  of  family  physicians 
who  usher  the  baby  into  the  world,  and  es- 
cort him  through,  instructing  him  in  all  medi- 
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cal  phases  of  a well-rounded  life  and  finally 
closing  his  eyes  in  that  last  eventful  sleep,*  I 
shall  consider  my  feeble  efforts  well  worth 
while. 

434  I Vest  Washington  Street. 


ACTUTE  TETANUS— WITH  REPORT  OF 
CASE.* 

By  ANDREW  F.  GIESEN,  M.  D„  Brownsbure,  Va. 

Tetanus  is  a microbic  disease,  invariably 
preceded  by  some  injury  or  focus  of  infection 
and  characterized  by  spasm  of  the  voluntary 
muscles. 

Symptoms:  Acute  tetanus  begins,  as  a 
rule,  within  ten  or  twelve  days  of  an  ac- 
cident. The  usual  period  of  incubation  is 
three  to  four  days.  Among  the  premonitory 
symptoms  are  restlessness,  sleeplessness,  head- 
ache, chilliness,  darting  pains  in  various 
regions,  frequent  and  difficult  micturition, 
and  perhaps  pain  about  the  wound.  There  may 
be  painless  contractions  and  tremors  of  the  in- 
jured extremity.  In  most  cases  of  tetanus  the 
first  symptom  noticed  by  the  patient  is  stiff- 
ness of  the  jaw  in  opening  the  mouth.  In  some 
cases  the  first  symptom  is  stiffness  of  the  neck 
and  the  patient  believes  he  has  “caught  cold.” 
Sometimes  the  stiffness  may  begin  in  the  abdo- 
men. In  any  case  the  jaw  and  neck  soon  be- 
come stiff,  and.  finally,  both  the  neck  and  jaw 
become  as  rigid  as  iron.  The  fixation  of  the 
jaw  is  called  trismus.  The  muscles  of  the  back, 
legs  and  abdomen  are  thrown  into  tonic  spasms, 
but  the  arms  rarely  suffer.  Spasm  of  the  face 
muscles  is  characteristic  and  is  known  as  the 
“sardonic  smile.”  Contraction  of  the  muscles 
of  the  back  is  so  powerful  as  to  bend  the  pa- 
tient to  a curve  like  a bow  and  allow  him  to 
rest  only  on  his  heels  and  occiput.  This  condi- 
tion is  known  as  opisthotonos.  The  charac- 
teristic condition  in  tetanus  is  one  of  diffuse 
tonic  spasm  aggravated  frequently  by  clonic 
spasms  arising  from  peripheral  irritations. 
These  irritations  may  be  drafts,  sounds,  lights, 
shaking  of  the  bed,  swallowing,  dr  even  being 
spoken  to.  The  clonic  spasms  begin  early  in 
the  disease  and  become  more  frequent  and  more 
violent  as  the  disease  progresses.  The  muscles 
become  more  rigid  and  the  attitude  produced 
by  tonic  contraction  of  the  muscles  is  tempo- 
rarily exaggerated.  A typical  picture  of  a 
tonic  contraction  is  the  jaw  rigidly  locked,  the 
eyes  are  fixed  and  stare  widely,  nostrils  are 

♦Report  of  a case  treated  while  at  the  Jackson  Memorial 
Hospital,  Miami,  Florida. 


distended,  angles  of  the  mouth  are  retracted, 
lips  are  flattened  and  teeth  exposed,  all  the 
facial  lines  are  accentuated,  and  the  expression 
is  one  mainly  of  fear  and  pain.  There  is  a 
severe  thirst  and  muscular  soreness  with  pain 
around  the  pericardium. 

The  disease  is  always  accompanied  by  tem- 
perature, hyperpyrexia  sometimes  occurring, 
constipation  is  present,  while  urinary  secretion 
is  scanty  and  often  retention  of  urine  occurs. 
The  pulse  is  seldom  above  80  or  90.  The  mind 
is  almost  invariably  clear. 

Pathology : The  tetanus  bacillus  is  anaero- 
bic, and  characterized  by  the  formation  of 
spores,  which  are  found  particularly  in  garden 
soil,  dust  on  the  walls,  dirt  and  refuse  of 
stables.  It  is  thought  that  they  gain  in  virul- 
ency  in  the  intestinal  canal.  The  organisms 
are  carried  into  the  tissues  where  toxic  prod- 
ucts are  produced.  The  toxic  products  with- 
out any  bacteria  enter  the  end  organs  of  the 
motor  nerves,  ascend  along  the  perineural 
lymph  sheaths,  reach  the  spinal  cord  and  me- 
dulla. becoming  fixed  in  the  nerve  cells,  and 
produce  symptoms  of  the  disease.  Tetanus  is 
an  intoxication  and  not  an  infection.  A drop 
of  blood  from  an  animal  with  tetanus  when 
injected  into  another  animal  will  produce  the 
disease.  Tetanus  toxin  poisons  the  nervous 
system  as  strychnia  or  any  other  vegetable  al- 
kaloid, it  being  probably  the  most  powerful 
poison.  The  toxin  is  carried  to  the  cord  by 
the  motor  nerves  only.  It  is  not  only  absorbed 
by  the  lymph  channels  of  the  nerve  but  also 
descends  along  the  axis-cylinder  of  the  nerve 
itself  and  reaches  the  motor  cells  of  the  cord. 
The  irritation  of  the  motor  cord  produces  the 
tonic  contraction  of  the  muscles;  the  excita- 
tion of  the  sensory  neurons  is  responsible  for 
the  clonic  convulsions. 

"We  also  have  chronic  tetanus  which  comes 
on  from  ten  days  to  several  weeks  after  a wound 
has  been  inflicted.  The  symptoms  are  not  as 
severe  as  acute  tetanus.  The  muscular  spasm 
is  widespread,  but  is  usually  not  persistent. 
Intervals  of  relaxation  occur,  permitting  sleep 
and  taking  of  food.  Modern  methods  of  treat- 
ment have  reduced  the  mortality  of  chronic 
tetanus. 

Differential  Diagnosis : Tetanus  is  to  be  dif- 
ferentiated from  strychnine  poisoning,  which 
is  easily  done.  In  tetanus  you  have  the  his- 
tory of  a wound;  twitching  of  the  facial 
muscles  comes  on  slowly  and  the  jaws  are  ini- 
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tially  involved;  persistent  muscular  rigidity 
with  complete  relaxation  between  convulsions 
is  not  otherwise  seen  except  in  a few  cases  of 
chronic  tetanus.  Consciousness  is  preserved 
until  death.  In  strychnia  poisoning  there  is 
a history,  as  a rule,  of  taking  the  drug,  special 
senses  are  sharpened,  muscular  symptoms  de- 
develop  more  rapidly  than  in  tetanus,  and 
rigidit}'  begins  in  the  extremities.  The  jaws 
are  the  last  part  of  the  body  to  be  affected,  its 
muscles  being  relaxed  at  first  except  during  a 
severe  convulsion,  when  the  jaw  is  set,  this  re- 
laxing as  soon  as  the  convulsion  wears  off. 

Treatment:  The  treatment  of  tetanus  is  a 
preventive  one.  Every  patient  with  a wound 
occurring  around  any  construction  where  there 
is  dust  and  dirt,  around  stables,  puncture 
Avounds,  gunshot  wounds,  or  where  there  is 
the  least  suspicion  that  tetanus  might  be  con- 
sidered, should  receive  1,500  units  of  antite- 
tanic  serum,  and,  if  deemed  necessary,  this 
should  be  repeated  on  the  third  day.  In  the 
treatment  of  an  acute  case  of  tetanus,  the  pa- 
tient should  be  in  a well-ventilated,  somewhat 
darkened,  quiet  room,  as  far  as  possible  ex- 
cluded from  any  peripheral  irritation.  Watch 
for  the  retention  of  urine:  secure  bowel  move- 
ment by  salines,  castor-oil  or  enemas;  stimu- 
late with  alcohol;  give  in  liquid  form  as  much 
nourishing  food  as  possible  by  mouth  or  nasal 
gavage,  rectal  feeding,  and  hypodermoclysis  if 
necessary.  Convulsions  may  be  controlled  by 
bromides  and  chloral ; some  advocate  mag- 
nesium sulphate  solution,  50  per  cent  given  in- 
tramuscularly, intravenously,  or  intrapsinally. 
The  point  of  entrance  is  incised  and  cauterized 
thoroughly,  it  being  best  to  put  in  a drain. 
The  antitetanic  serum  is  given  in  heroic  doses, 
intraspinallv,  intramuscularly,  and  intra- 
venously. It  is  recommended  that  10,000  units 
be  given  intravenously  and  5,000  intraspinally, 
to  be  followed  in  three  days  with  10,000  intra- 
muscularly to  get  the  prolonged  effect,  but  these 
doses  may  be  given  in  larger  amounts. 

Case  Report 

Mary,  age  eleven,  white  female  child,  en- 
tered the  hospital  at  noon,  June  1st,  with  a 
history  of  stiffness  of  the  jaw. 

Present  Illness:  Patient  noticed  a stiffness 
in  the  jaws  the  morning  of  the  day  before  en- 
tering the  hospital.  History  obtained  of  hav- 
ing run  a nail  in  the  sole  of  the  right  foot  one 
Aveek  prior  to  coming  to  the  hospital. 


Past  History:  Essentially  negative. 

Family  History:  Essentially  negative. 

Physical  Examination:  Patient,  a rather 
well-nourished  and  developed  female  child, 
somewhat  anemic,  walked  into  the  hospital, 
having  no  pain,  and  complaining  of  nothing  ex- 
cept stiffness  of  the  jaw, — being  unable  to  open 
her  mouth.  Temperature  103,  pulse  100,  respi- 
ration 22. 

Head  and  Neck:  A stiffness  of  the  jaw  and 
muscles  of  the  face. 

Teeth : In  good  condition. 

Eyes,  nose  and  ears  were  negative. 

Lungs:  Negathe. 

Heart:  Negative. 

Abdomen : Rigidity  of  the  abdominal  mus- 
cles, but  not  tender  to  touch.  Rigidity  of  the 
spinal  muscles,  but  not  so  marked. 

Reflexes;  Exaggerated  patella,  negative 
Babinski,  no  ankle  clonus. 

Treatment : 20,000  units  of  tetanus  antitoxin 
were  given  intramuscularly  on  admission, 
10,000  intravenously,  and  10,000  intraspinally. 
The  spinal  fluid  was  found  at  this  time  to  be 
under  slight  pressure.  W.  B.  C.  cell  count  was 
7,200  per  cu.  m.m.,  smear  showed  much  pus 
and  predominating  polymorphonuclear  cells, 
but  no  organisms  were  found.  Incision  made 
over  the  Avound  and  cauterized  with  KMN04, 
MgS04  was  given  intravenously  on  the  second 
day  after  admission  to  prevent  convulsions. 
The  patient  had  a slight  chill  following  this 
administration,  and  caffeine  sodium  benzoate, 
7i/2  grs.,  Avas  given  for  weak  pulse.  On  the 
second  day  rigidity  was  more  marked  and  pa- 
tient seemed  to  be  getting  progressively  worse, 
complaining  of  pain  in  the  back  and  hunger. 
10,000  units  more  of  antitoxin  were  given  in- 
tramuscularly. 

Third  day. — Condition  seems  poor,  10,000 
units  of  antitoxin  given  intraspinally.  The 
spinal  fluid  Avas  found  at  this  time  to  be  under 
considerable  more  pressure.  Nasal  gavage — 
feeding  milk. 

Fourth  day. — Condition  unchanged.  A spinal 
puncture  was  done  and  about  40  c.c.  of  fluid 
Avater  withdrawn.  No  antitoxin  was  given  in 
the  spine,  although  20,000  units  Avere  admin- 
istered intramuscularly. 

Fifth  day. — Slight  improvement  noticed; 
temperature  beginning  to  recede;  child  slept 
considerably. 

Sixth  day. — Condition  someAvhat  improved ; 
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began  to  move  head  slightly;  rigidity  of  the 
spinal  muscles  not  as  marked. 

Seventh  day. — Condition  about  the  same. 
Patient  complains  of  hunger. 

Eighth  day. — 20,000  units  of  antitoxin  were 
given  intramuscularly.  Patient  taking  nour- 
ishment in  liquid  form  freely.  Temperature 
receded  as  low  as  99. 

Ninth  day. — Considerable  secretion  in  throat, 
for  which  atropine  was  given.  The  muscles 
seemed  somewhat  relaxed. 

Tenth  day. — Improved;  no  pain;  jaw  less 
stiff;  mouth  opened  slightly.. 

From  the  10th  day  on,  patient  improved.  On 
the  15th  day,  nourishment  was  taken  freely. 

Patient  was  discharged  on  the  23rd  daj-  af- 
ter admission.  General  condition  satisfactory. 
Slight  rigidity  in  the  masseter  muscles.  Case 
was  not  seen  after  dismissed. 

This  case  received  100.000  units  of  antite- 
tanic  serum. 


INFANT  MORTALITY  STUDY,  NO.  I. 

By  EMILY  GARDNER,  M.  D.,  Richmond.  Va. 

Assistant  Director,  Bureau  of  Child  Health, 

State  Board  of  Health. 

Because  for  the  past  seven  years  there  has 
been  no  consistent  fall  in  the  infant  mortality 
rate  in  Virginia  it  was  deemed  advisable  to 
make  a study  of  the  vital  statistics  for  two 
years  in  order  to  see  if  the  cause  for  this  fail- 
ure of  rate  decline  could  be  disclosed.  The 
years  1924  and  1925  were  chosen,  as  in  these 
years  the  infant  death  rate  mounted  from  77 
to  80.  As  far  as  is  known  there  was  no  sea- 
sonal or  epidemic  incidence  to  account  for  this 
rise. 

That  large  enough  figures  might  be  avail- 
able three  groups  of  counties  were  taken  for 
this  study.  Figures  for  cities  were  excluded. 
Attempt  was  made  to  comprise  within  each 
group  counties  somewhat  alike  in  population, 
industry  and  topography.  One  group  is  lo- 
cated in  the  southern  and  tidewater  section 
of  the  State.  For  convenience  we  will  call  it 
Group  I.  This  group  includes  the  counties 
of  Princess  Anne,  Norfolk,  Nansemond.  Isle 
of  Wight,  Southampton,  Sussex,  Surry,  Prince 
George,  Dinwiddie  and  Greensville.  The 
population  of  this  group  of  counties  is  over 
one-half  colored ; the  industry  is  largely  agri- 
culture. 

The  second  group  of  counties  are  those 
which  form  the  Peninsula  in  eastern  Virginia. 
It  is  composed  of  the  counties  of  Charles  City, 


New  Kent,  James  City,  York,  Warwick  and 
Elizabeth  City.  Here  again  the  colored  popu- 
lation is  large  but  not  so  great  as  in  Group 
I.  Only  a little  more  than  one-third  are 
colored.  The  industry  is  also  largely  agricul- 
ture. 

The  third  group  of  counties  is  located  in 
the  extreme  western  part  of  the  State  and  is 
quite  mountainous.  A ridge  of  the  Alleghanies 
passes  through  this  group.  It  is  composed  of 
Highland,  Bath,  Alleghany,  Craig.  Giles  and 
Bland.  The  population  is  almost  entirely 
white.  The  industries  are  stock  raising  and 
mining  of  different  sorts. 

The  following  table  gives  the  population, 
birth  rate  and  infant  mortality  rate  of  each 
group:  (See  page  495). 

It  will  be  seen  that  the  first  two  groups  are 
a great  deal  more  thickly  populated  than  the 
third. 

The  total  birth  rate  shows  a decline  of  three 
points  in  Group  I,  only  one  point  in  Group 
III,  and  practically  none  in  Group  II.  Group 
IT,  however,  has  the  lowest  total  birth  rate. 
In  Group  I the  colored  birth  rate  is  double 
that  of  the  white,  while  in  Group  II  it  is  one- 
half  again  as  large.  In  Group  I especially  is 
found  an  exceedingly  low  white  birth  rate, 
being  in  1925  only  15.5.  The  highest  birth 
rate  is  found  in  Group  III  almost  equalling 
the  colored  rate  in  Group  I. 

In  looking  at  the  infant  mortality  rates  we 
see  that  in  each  group  they  increase  from  1924 
to  1925.  In  the  first  two  groups  the  increase 
was  almost  ten  points  while  in  the  third  group 
it  was  as  great  as  twenty-three  points.  This 
last  increase  is  scarcely  accounted  for  by  the 
slight  decline  in  births.  Here  in  turn  you  find 
the  colored  death  rate  practically  double  that 
of  the  white  in  Groups  I and  II.  The  colored 
population  is  so  negligible  in  the  third  group 
as  to  vitiate  the  figures  and  render  them  of 
little  importance.  It  is  interesting  to  note 
that  in  Group  I the  increase  in  white  infant 
death  rate  was  o-reater  than  that  of  the  colored 
so  that  instead  of  doubling  the  white  rate  the 
colored  rate  was  only  one-half  as  large. 

Group  II  has  the  ljowest  mortality  rate, 
while  Group  I has  the  highest.  The  reporting 
of  births  and  deaths  is  presumably  as  good 
in  one  section  as  in  the  other. 

In  the  following  table  some  of  the  principal 
causes  of  infant  deaths  are  listed  with  their 
rates  for  the  two  years.  The  rate  is  calculated 
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TABLE  I. 


Group  I 

Group  II 

Group  III 

Total 

White 

Col’rd 

Total 

White 

Col’rd 

Total 

White 

Col’rd 

Population 

186,800 

90,300 

49 

96,500 

51 

62,000 

38,000 

61 

24,000 

49,000 

44,500 

90 

4,500 

Percentage  __  

39 

10 

Population  per  Square  Mile... 

59 

77 

19 

Birth  Rates: 

1924 

26.9 

17.9 

34.5 

21.0 

17.3 

26.8 

29.6 

30.0 

24.4 

1925  . . 

23.6 

15.5 

30.4 

20.8 

17.2 

26.4 

28.2 

28.4 

25.7 

Number  of  Births: 

1924..  

4,947 

4,336 

1,614 

1,399 

3,333 

2,937 

1,304 

1,291 

658 

646 

1,453 

1,386 

1,342 

1,269 

111 

1925 

653 

638 

117 

Infant  Mortality  Rates: 

1924..  . 

91 

53 

109 

64 

48 

80 

69 

66 

99 

1925.. 

100 

75 

112 

74 

52 

112 

92 

88 

136 

Number  of  Infant  Deaths: 
1924...  

451 

86 

365 

84 

32 

52 

101 

90 

11 

1925 

439 

106 

333 

106 

34 

72 

128 

112 

16 

TABLE  II. 


Causes  of  Death 

GROUP  I 

GROUP  II 

GROUP  III 

Rate 

Rate 

Rate 

1924 

1925 

1924 

1925 

1924 

1925 

Congenital  causes 

29.9 

29.9 

29.9 

35.6 

24.7 

36.0 

Intestinal  diseases __  

16.3 

23.9 

6.1 

12.3 

10.3 

10.1 

Respiratory  diseases 

11.1 

14.2 

9.1 

11.6 

6.8 

10.8 

Malformation  

4.0 

3.2 

5.3 

6.9 

10.3 

8.6 

Malaria.  .. 

.2 

.2 

Measles 

1.2 

.6 

.6 

.7 

Whooping  Cough.  

6.0 

3.6 

3.0 

3.8 

3.4 

7.9 

Diphtheria  . 

.4 

.6 

.7 

1.4 

Tuberculosis ..  

.2 

.9 

.7 

2.1 

Syphilis ..  

.8 

.9 

.7 

.7 

2.1 

Accidents 

2 2 

1.1 

3.7 

2.6 

1.4 

Unknown.  __  ._  _ 

11.5 

13.8 

2.2 

6.2 

4.8 

2.8 

by  deaths  under  one  year  per  1,000  living 
births. 

A word  of  explanation  is  necessary  to  ex- 
plain the  grouping  of  these  causes.  Under  con- 
genital causes  are  included  congenital  debility, 
premature  births,  injury  at  births  and  other 
diseases  peculiar  to  early  infancy.  Under  in- 
testinal diseases  are  included  dysentery,  dis- 
eases of  the  stomach,  diarrhea  and  enteritis. 
Under  respiratory  causes  of  death  are  listed  in- 
fluenza, acute  bronchitis,  bronchopneumonia 
and  other  pneumonias.  Under  tuberculosis  are 
included  not  only  pulmonary  but  meningeal. 


intestinal  and  disseminated  types.  The  acci- 
dents are  composed  largely  of  suffocation.  The 
group  of  unknown  is  included  because  it  is 
rather  large  although  no  diagnosis  has  been 
made. 

From  this  table  we  will  see  that  the  con- 
genital causes  of  death  are  far  in  the  lead.  In 
the  three  groups  it  is  practically  at  the  same 
level.  In  the  first  group  it  remained  the  same 
for  the  two  years,  while  in  the  other  two 
groups  it  showed  a marked  increase,  as  much 
as  eleven  points  in  Group  III. 

In  Group  I the  next  highest  cause  of  death 
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was  from  intestinal  diseases.  These  showed 
a marked  increase  from  1924  to  1925  with 
nearly  a 50  per  cent  rise.  In  Group  II  the  in- 
testinal diseases  rate  was  not  so  great  but  it 
doubled  in  1925  gaining  second  place  in  the 
causes  of  death  for  that  group.  There  was  no 
increase  in  Group  III. 

Excluding  the  unknown  causes  of  death  the 
respiratory  diseases  rated  third  in  Group  I, 
while  in  Group  II  they  ranked  second  in  1924, 
and  third  in  1925,  and  in  Group  III  third  in 
1924  and  second  in  1925. 

It  is  interesting  to  note  the  high  toll  of  lives 
whooping  cough  takes.  Judging  from  the  re- 
ports of  various  studies  on  neonatal  deaths,  the 
deaths  reported  due  to  syphilis  undoubtedly 
are  much  underestimated,  and  many  in  the 
congenital  group  should  rightly  belong  to  the 
syphilitic. 

Contrasting  the  three  groups  it  is  seen  that 
Group  I has  a higher  death  rate  in  the  respi- 
ratory diseases  and  the  intestinal  diseases,  es- 
pecially the  latter,  being  more  than  double 
that  of  each  Group  II  and  Group  III.  Malaria 
is  given  as  the  cause  of  death  here  though  not 
in  the  other  two  groups.  The  unknown  causes 
far  exceed  those  of  the  other  two  groups. 
Group  III  leads  in  the  number  of  deaths  due 
to  malformation;  also  its  whooping  cough 
death  rate  is  highest  in  1925  by  a good  mar- 
gin. 

Table  III  gives  an  idea  of  the  distribution 
of  the  main  causes  of  death  by  ages  and  color. 

In  a study  of  Table  III  several  facts  are 
observed.  In  Group  I the  number  of  colored 
deaths  far  exceed  those  of  the  white.  In  Group 
II  the  number  of  white  deaths  equals  that  of 
the  colored  in  congenital  causes,  malformation 
and  diphtheria. 

As  would  be  expected  deaths  from  congeni- 
tal causes  and  malformations  occur  under  one 
year,  and  in  this  period  are  also  a large  per 
cent  of  the  unknown  causes.  Almost  con- 
sistently the  large  majority  of  deaths  up  to 
five  years  occur  under  one  year  of  age.  How- 
ever, between  one  to  five  years  there  are  a 
substantial  number  of  deaths  attributable  to 
the  intestinal  diseases,  the  respiratory  group, 
whooping  cough,  diphtheria,  tuberculosis  and 
accidents. 

Since  the  population  figures  for  the  several 
groups  are  so  dissimilar,  rates  give  the  only 
basis  for  comparison. 
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Summary 

1.  The  infant  mortality  rate  increased  in 
1925  from  77  to  80. 

2.  There  was  a decline  in  birth  rates  from 
1924  to  1925: 

3.  In  Groups  II  and  III  there  was  an  actual 
increase  in  number  of  deaths  so  that  the  de- 
cline in  the  number  of  births  would  account 
only  in  part  for  the  increased  death  rate. 

4.  The  colored  death  rate  in  each  instance  is 
much  higher  than  that  of  the  whites. 

5.  The  congenital  causes  of  death  rank  high- 
est; these  deaths  occur  under  one  year. 

6.  Considering  the  deaths  up  to  five  years 
the  large  majority  occur  under  one  year;  how- 
ever the  acute  contagious  and  the  intestinal 
diseases  show  a substantial  number  of  deaths 
between  one  to  five  years. 

Conclusions 

From  this  study  it  would  seem  that  to  lower 
the  general  death  rate  of  the  State,  the  child 
furnishes  a strategic  point  of  attack,  particu- 
larly the  infant  under  one  year. 

As  has  been  seen  the  congenital  causes  of 
death  rank  highest.  Among  these  causes  the 
premature  births  lead,  with  a second  in  the 
congenital  debility  group.  So  far  as  is  at  pres- 
ent known  the  only  way  in  which  these  deaths 
may  be  prevented  is  by  more  thorough  pre- 
natal and  postnatal  instruction  and  care  for  a 
greater  number  of  mothers.  There  is  grave 
doubt  whether  a generalized  educational  pro- 
gram, or  for  that  part  a diffuse  maternity  and 
infancy  program,  affects  favorably  this  cause 
of  death. 

Since  in  some  of  these  factors,  such  as  the 
congenital  causes  of  death,  malformation  and 
accidents,  we  are  still  rather  helpless,  in  the 
case  of  intestinal  diseases  which  is  the  second 
highest  cause  of  death  we  feel  that  it  lends 
itself  more  easily  to  preventive  measures  and 
therefore  needs  particular  consideration  and 
careful  analysis. 

Table  II  shows  for  this  cause  an  increase  in 
the  death  rate  of  approximately  50  per  cent 
in  Group  I and  100  per  cent  in  Group  II. 
The  decline  in  birth  rate  by  no  means  explains 
this  as  the  figures  in  Table  III  show  that  in 
Group  I there  was  a large  increase  in  actual 
number  of  deaths,  this  increase  being  not  only 
in  the  group  under  one  year  of  age  but  also 
in  the  one  to  five  year  old  group.  Group  II 
also  shows  a decided  increase  in  number  of 


deaths  under  one  year,  but  a decrease  in  the 
group  of  one  to  five  years.  In  Group  III  the 
deaths  under  one  year  are  approximately  the 
same  but  there  was  a definite  increase  in  the 
years  one  to  five. 

If  one  compares  the  counties  in  Group  I 
with  those  of  Group  III  it  seems  probable  that 
the  general  sanitation  in  Group  I is  better  than 
that  of  Group  III.  but  in  spite  of  this  we  find 
the  death  rate  from  intestinal  diseases  more 
than  twice  as  high  in  Group  I and  in  Group 
III.  Judging  from  the  figures  in  Table  III 
the  difference  in  proportion  of  the  two  races 
may  be  a factor  of  outstanding  importance. 
It  seems  probable  that  breast  feeding  is  car- 
ried out  more  generally  among  the  colored 
than  among  the- write  race  though  there  are 
no  definite  figures  available  to  establish  this 
point. 

The  causes  of  the  increase  in  the  intestinal 
group  of  diseases  in  the  southeastern-part  of 
the  State  would  seem  to  need  real  study.  ; 

iO  30.  liZi  . 

MALNUTRITION  OF  CHILDHOODS 

By  W.  AMBROSE  McGEE,  M.  D.,  Richmond,  Va. 

The  large  number  of  children  that  are  vic- 
tims of  malnutrition  is  astonishing.  Fortu- 
nately, physicians,  especially  pediatricians,  are 
rendering  great  service  to  undernourished 
children,  and  the  number  of  those  definitely 
malnourished  is  decreasing  yearly.  In  the 
public  schools  of  Richmond  there  has  been 
an  impressive  reduction  in  children  so  affected, 
for,  while  in  1923  the  percentage  of  mal- 
nournished  school  children  was  23  per  cent,  it 
fell  to  11.9  per  cent  in  1927.  Still,  the  per- 
centage of  underweight  children  at  all  ages  is 
much  higher  than  it  should  be,  and  in  order 
to  reduce  it  materially,  physicians  must  have 
the  active  co-operation  of  parents,  especially 
mothers.  In  order  to  gain  the  support  of 
mothers  it  is  the  duty  of  those  practicing 
among  children  to  explain  fully,  but  with  the 
avoidance  of  medical  terms,  the  significance 
of  malnutrition  and  how  to  overcome  it. 

An  underweight  child  is  usually  an  un- 
healthy one,  while,  conversely,  those  of  nor- 
mal or  average  weight  are  seldom  ill.  Mal- 
nutrition greatly  predisposes  children  to  all 
kinds  of  diseases.  By  keeping  them  free  from 
malnutrition  we  are  protecting  them  from 
many  unnecessary  illnesses.  The  state  of  a 

*Read  before  the  Federation  of  Mother's  Clubs  and  Parent- 
Teacher  Associations  in  Richmond,  May  5,  1927,  during  National 
Child  Health  Week. 

Also  read  by  request  over  WBBL  Radio,  Station,  Richmond, 
Va.,  May  10,  1927. 
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child’s  nutrition  is,  in  general,  a very  good  in- 
dex of  his  health. 

To  diagnose  malnutrition  only  a simple 
equipment  is  needed,  namely,  a pair  of  scales, 
preferably  the  balance  t}q:>e,  a measuring  rod, 
and  a table  of  standards,  particularly  the  one 
compiled  by  the  American  Child  Health  As- 
sociation. It  is  no  doubt  evident  that  to  do 
this  does  not  require  any  medical  training  or 
skill.  That  is  true,  but  to  overcome  the  mal- 
nutrition a competent  and  thorough  physician 
is  needed.  No  one  should  attempt  to  treat  un- 
dernourished children  without  first  making  a 
careful  study  of  the  child’s  entire  life  history, 
his  habits,  daily  hygienic  routine,  diet,  and  en- 
vironment and  a thorough  physical  examina- 
tion. 

Only  those  children  that  are  10  per  cent  or 
more  under  the  standard  for  height  and  age 
are  considered  as  definitely  undernourished, 
but  generally  it  is  better  not  to  be  underweight 
at  all.  Weight  alone  should  not  be  the  only 
criterion  of  nutrition,  but  that  plus  the  ele- 
ments that  make  up  the  child’s  weight,  namely 
muscle,  fat,  and  bone.  The  latter  is  only  in- 
frequently a factor  in  weight  variation  while 
muscle  and  fat  are  commonly  concerned  with 
undernourishment. 

Malnutrition  is  usually  considered  to  consist 
of  two  types, — one  in  which  there  is  an  apathet- 
ic, listless  and  pale  child  who  has  roimd  shoul- 
ders, poorly  developed  muscles  and  a bad  pos- 
ture; the  other  is  the  overactive  child  who  is 
restless,  never  still  and  easily  excited ; his 
muscles  are  well  developed  but  fat  is  generally 
sparse. 

The  solution  of  the  malnutrition  problem  is 
dependent  upon  the  finding  of  the  cause  of  ill 
health,  and  then  the  removal  or  correction  of 
it.  In  order  to  accomplish  this,  a careful  physi- 
cal examination  must  be  given,  and  inquiry 
should  be  made  into  the  child’s  life  history, 
daify  habits,  usual  diet,  family  conditions  and 
environment.  In  addition,  an  examination 
should  be  made  of  the  child’s  blood  and  urine 
and  occasionally  of  his  stools. 

A carefully  taken  history  may  reveal  the  fact 
that  the  child’s  growth  is  the  result  of  pre- 
maturity or  unusual  smallness  at  birth,  or  that 
he  has  been  subjected  to  repeated  digestive  or 
respiratory  disorders.  All  of  these  factors  are 
antagonistic  to  good  health.  Perhaps  the 
family  history  may  be  of  some  value  in  reveal- 
ing parents  or  grandparents  of  small  stature  or 


general  physical  weakness,  but  as  a rule  this  is 
of  no  great  significance.  It  is  usually  noted 
that  children  who  are  well  fed  and  carefully 
raised  are  generally  larger  and  heavier  than 
their  parents.  Heredity  affects  height  more 
than  weight. 

The  more  frequent  causes  of  malnutrition  are 
pi'esent  defects  or  disease,  bad  hygienic  condi- 
tions, improper  diet  and  social  factors. 

Such  gross  defects  as  decayed  teeth,  greatly 
enlarged  tonsils,  skin  diseases,  and  bad  posture 
can  be  readily  seen  by  nurses,  social  workers 
and  teachers.  They  may  also  observe  certain 
common  symptoms  of  disease,  as  shortness  of 
breath,  palpitation,  hoarseness,  mouth  breath- 
ing, nervousness,  etc.,  but  medical  training,  es- 
pecially training  in  children’s  diseases,  is  neces- 
sary to  go  beyond  these  findings.  Decayed 
teeth  serve  as  a source  of  chronic  absorption 
of  infection  and  they  are  apt  to  prevent  per- 
fect mastication  of  food.  To  combat  such  teeth 
a dentist  should  be  consulted;  he  may  or  may 
not  consider  it  necessary  to  remove  the  teeth. 
In  addition,  the  proper  kind  of  food  is  neces- 
sary to  build  better  teeth.  Such  food  must  con- 
tain calcium  or  lime  (a  mineral  found  abun- 
dantly in  milk,  carrots  and  leafy  vegetables) 
and  vitamin  D which  is  concerned  with  the 
formation  of  bone  and  teeth.  Foods  rich  in 
that  vitamin  are  cod-liver  oil,  cream,  and  but- 
ter. Cleanliness  and  the  proper  diet  will  pre- 
vent decayed  teeth. 

Enlarged  or  infected  toqsils  and  adenoids 
also  serve  as  a focus  of  infection,  and  are 
frequently  the  cause  of  colds,  bronchitis,  ear 
infections  and  “growing  pains.”  Besides,  they 
mechanically  block  air  passing  through  the 
back  part  of  the  nose  and  give  rise  to  mouth 
breathing,  which  is  nature’s  way  of  getting 
more  air  into  the  lungs.  When  such  is  the 
case,  the  tonsils  or  adenoids  or  both  should  be 
removed.  It  is  not  necessary  to  wait  till  the 
child  is  four  or  five  years  old,  for  the  opera- 
tion can  be  safely  and  advantageously  per- 
formed by  a competent  nose  and  throat  special- 
ist at  any  age. 

Flat  feet  are  usually  overlooked.  They  can 
give  rise  to  discomfort  in  any  part  of  the  lower 
extremities  and  in  that  way  prevent  proper 
exercise.  Likewise,  muscular  development  is 
hindered  by  poor  posture. 

Eye  strain  or  deafness  often  affect  the  nerv- 
ous system  and  because  of  that  may  be  a causa- 
tive factor  of  undernourishment. 
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Mental  defects  are  occasionally  associated 
with  malnutrition.  When  such  is  suspicioned, 
mental  tests  should  be  given. 

Occasionally  a chronic  appendicitis  appears 
to  be  the  source  of  trouble  in  an  undernour- 
ished child. 

When  any  of  the  defects  mentioned  are  found 
they  should  either  be  remedied  or  removed. 
In  addition,  it  would  be  wise  to  have  a skin 
test  for  tuberculosis  made  on  underweight 
children. 

Of  the  present  diseases  associated  with  mal- 
nutrition, tuberculosis  of  the  glands  is  the 
most  frequent  cause.  Tuberculosis  in  children 
is  an  infection  of  the  glands  and  not  of  the 
lungs  as  in  adults.  The  skin  test  for  tuber- 
culosis tells  us  whether  or  not  the  child  has 
been  infected  with  the  disease;  it  is  of  value 
at  any  age  below  adolesence.  There  is  no  dan- 
ger to  the  test  and  it  often  furnishes  valuable 
information.  A combination  of  intermittent 
low  grade  fever  and  a positive  skin  test  usually 
means  tubercular  activity.  When  there  is  mal- 
nutrition with  those  symptoms,  especially  if 
there  is  a history  of  tuberculosis  or  a chronic 
cough  among  parents  or  near  relatives  or 
those  handling  the  child,  an  X-ray  of  the 
chest  is  advisable,  as  it  will  show  the  extent 
of  the  activity  in  the  glands.  When  a positive 
diagnosis  of  tuberculosis  is  made,  the  child,  if 
of  school  age,  should  be  taken  out  of  school  and 
then  be  put  to  bed  for  weeks  to  months,  be  fed 
nutritiously,  and  given  an  abundance  of  sun- 
shine and  fresh  air.  Only  after  there  is  a 
gain  in  weight,  absence  of  fever,  and  a general 
physical  improvement  should  the  child  be  per- 
mitted to  get  out  of  bed. 

Other  diseases  that  are  associated  with  un- 
dernourishment are  diseases  of  the  heart, 
lungs,  and  kidneys,  diabetes,  syphilis,  asthma, 
malaria,  intestinal  parasites  as  round  and 
hookworms  and  a few  other  conditions.  After 
the  cause  is  located,  active  treatment  should  be 
begun. 

Under  the  class  of  bad  hygiene  and  improper 
diet  that  are  causes  of  malnutrition  are  such 
factors  as  insufficient  or  improper  food,  con- 
stipation, irregular  or  bad  meal  habits,  lack  of 
sufficient  sleep,  rest,  fresh  air  or  exercise,  over- 
exertion, and  uncleanliness. 

A great  many  thin  children  will  be  found  to 
take  too  litle  food.  The  immediate  cause  may 
be  poverty  or  poor  selection  of  food,  but  it 
usually  is  due  to  improper  training  or  care- 


less parents  or  spoiling  by  over-anxious  ones. 
Just  as  an  engine  has  to  have  sufficient  amount 
of  gasoline  and  oil  to  run  properly,  a child  re- 
quires an  ample  amount  of  food  to  grow  prop- 
erly. 

Improper  food  is  a very  frequent  cause  of 
underweight.  Perhaps  the  most  common  fault 
in  the  diet  is  the  use  of  tea  and  coffee.  A child 
naturally  has  a sensitive  nervous  system,  and 
to  stimulate  it  further  with  tea  and  coffee  is 
detrimental  and  besides,  those  stimulants  are 
usually  used  in  place  of  the  most  perfect  food, 
namely  milk.  Fried  food  is  a poor  way  to 
prepare  food  for  children  as  it  too  greatly 
taxes  their  digestion.  It  frequently  happens 
that  the  children  of  today  have  entirely  too 
much  money  to  spend  promiscuously  and  they 
eat  entirely  too  much  candy,  cakes,  pastries,  etc. 
Such  food  frequently  destroys  one’s  appetite 
for  the  coming  meal.  Fruits  when  properly 
ripe  are  excellent  when  taken  in  moderation 
with  meals,  but  when  eaten  at  any  time,  or  if 
green  or  over-ripe,  are  apt  to  give  rise  to  some 
digestive  upset.  Pickles,  olives,  nuts,  and  pre- 
serves serve  as  a burden  to  digestion  more  than 
their  food  value  justifies  their  use.  Too  much 
bread  or  butter  or  more  than  one  quart  of  milk 
daily  are  apt  to  cause  a child  to  limit  his  selec- 
tion of  other  foods  since  his  stomach  is  full, 
and  in  this  way  an  unbalanced  diet  results. 
Excess  of  meat  is  too  great  a tax  upon  diges- 
tion, but  in  moderation  is  of  much  value,  es- 
pecially to  furnish  muscle  tissue  and  iron. 

A proper  diet  is  one  that  contains  sufficient 
amounts  of  all  of  the  necessary  food  elements 
— carbohydrates,  fats,  proteins,  minerals,  and 
vitamins.  Carbohydrates  and  fats  furnish  fuel 
and  energy  for  the  body;  proteins  are  tissue 
or  structure  builders,  as  muscles;  minerals  or 
salts  are  needed  to  build  bones,  teeth,  and  to 
regulate  function  of  different  organs.  Vita- 
mins are  regulatory  also. 

Too  little  mastication  or  too  rapid  eating  or 
washing  down  food  with  water  or  milk  are 
bad  habits  frequently  observed  among  chil- 
dren. Over-anxious  mothers  unintentionally 
are  often  the  cause  of  slow  eating  or  of  their 
children  playing  with  food,  but  little  do 
mothers  realize  that.  When  only  small 
amounts  of  food  are  taken  as  a result  of  such 
habits,  marked  malnutrition  may  result.  Fre- 
quently these  bad  habits  can  be  corrected  if 
the  child  is  ignored  for  a few  days  and  not 
forced  to  eat  each  mouthful.  Such  treatment 
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often  makes  mothers  frantic  for  fear  the  child 
will  starve,  but  if  she  will  persist  in  paying  no 
attention  to  her  child,  he  will  soon  realize  he 
is  no  longer  the  center  of  attraction,  and  he 
will  then  begin  to  eat  as  he  should.  If  this 
measure  fails  to  work,  placing  the  child  in  the 
hands  of  someone  else,  as  an  experienced  and 
kind  but  firm  nurse  or  near  relative,  may  be 
the  means  of  over-coming  the  bad  habits. 

Regulation  of  the  bowels  is  absolutely  neces- 
sary in  undernourished  children,  and  when 
constipation  is  overcome  there  is  frequently 
noted  an  improvement  in  appetite  and  weight 
and  a disappearance  of  such  symptoms  as  head- 
ache, lassitude,  indigestion,  etc. 

Thin  children  are  frequently  found  to  get 
too  little  sleep.  If  the  normal  child  requires 
ten  to  eleven  hours  sleep,  naturally  the  under- 
nourished one  will  need  more  rest.  Next  to 
food,  sleep  is  the  most  important  factor  in  a 
child’s  life.  Daily  rest  periods  should  be  con- 
tinued till  school  age  is  attained,  and  longer  in 
malnourished  children. 

Like  food  and  sleep,  fresh  air  is  important 
and  should  be  given  especially  at  night,  for 
the  child  spends  nearly  half  of  his  time  in  bed. 
Window  sashes  should  be  opened  both  top  and 
bottom.  Of  course,  the  child  should  not  be  in 
a draught.  As  much  time  as  possible  should 
be  spent  out  of  doors  during  the  day.  Un- 
fortunately, this  is  so  often  neglected;  espe- 
cially is  this  true  with  girls,  for,  after  spend- 
ing the  day  in  school,  the  entire  afternoon  is 
is  taken  up  with  dancing  and  music  lessoons. 
The  child  of  today  is  thus  kept  on  the  go  from 
morning  till  night  as  if  he  or  she  were  an 
adult.  Those  undernourished  and  having 
evenings  occupied  with  other  lessons  should 
drop  all  training  other  than  school  and  spend 
that  time  out  of  doors  and  resting. 

A very  common  cause  of  malnutrition  is 
over-exertion,  and  that  gives  rise  to  early 
fatigue.  Likewise  in  those  children  with  poor- 
ly developed  muscles,  exhaustion  results  quick- 
ly. In  the  former  instance,  the  amount  of  ex- 
ercise should  be  curtailed,  while  in  the  latter 
case  a gradual  systematic  series  of  physical  ex- 
ercises and  posture  drills  will  aid  greatly. 

Cleanliness  promotes  good  health  and  de- 
creases the  danger  of  taking  germs  into  the 
mouth.  Clean  teeth  decay  less  easily  than 
dirty  ones. 

Not  infrequently  social  conditions  play  an 
important  role  in  malnutrition.  The  factors 


concerned  are  insufficient  income,  unintelligent 
buying  and  personality  of  the  parents. 

When  malnutrition  is  due  to  lack  of  funds, 
no  great  improvement  can  be  expected  unless 
outside  financial  relief  is  possible.  In  select- 
ing foods,  mothers  should  consider  that  money 
spent  on  tea  or  coffee  is  wasted ; it  should  have 
been  spent  for  milk. 

The  personality,  habits,  intelligence,  and 
mental  attitude  of  parents  influence  greatly  the 
child.  There  should  be  no  irritation  or  loss 
of  temper  on  the  part  of  the  parents  before 
their  children,  for  such  conditions  have  a very 
bad  effect  on  the  nervous  system  of  children. 
Whatever  the  parents  eat  the  child  is  apt  to 
eat,  so  parents -should  try  to  eat  a great  va- 
riety of  foods  and  they  should  never  mention 
any  disagreeableness  of  foods  before  their 
children. 

It  is,  indeed,  unfortunate  that  the  public  in 
general  thinks  that  all  an  undernourished  child 
or  one  easily  fatigued  needs  is  a tonic.  The 
mysterious  tonic  factor  has  been  the  root  of 
all  evil  in  preventing  good  results  in  malnu- 
trition. One  can  easily  realize  the  fallacy  of 
using  some  kind  of  tonic  avhen  the  cause  of 
the  malnutrition  is  not  known.  It  is  only  when 
the  cause  of  the  condition  is  located  that  we 
can  hope  for  any  great  amount  of  success  in 
over-comin<T  malnutrition. 

£5 

For  the  past  few  j^ears,  infant  welfare  sta- 
tions and  pediatricians  have  rendered  great 
service  in  combating  the  malnutrition  problem 
by  starting  infants  in  the  right  path  from 
birth.  If  the  rules  of  the  game  of  health,  as 
devised  by  the  American  Child  Health  Asso- 
ciation, are  followed,  much  improvement  will 
follow  in  malnourished  children,  and  others 
are  less  apt  to  fall  victims  of  the  condition. 
The  rules  of  the  game  are — 

Brushing  the  teeth  at  least  once  every  day. 

A full  bath  more  than  once  weekly. 

Drinking  as  much  milk  as  possible,  but  no 
tea  or  coffee. 

Eating  some  vegetables  or  fruit  every  day. 

Drinking  at  least  four  glasses  of  water  a 
day. 

A bowel  movement  every  day. 

Playing  part  of  every  day  out  of  doors. 

Sleeping  long  hours  with  windows  open. 

West  End  Medical  Budding. 
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Proceedings  of  Societies 


MINUTES  OF  THE 

FIFTY-EIGHTH  ANNUAL  MEETING  OF  THE 
MEDICAL  SOCIETY  OF  VIRGINIA 

Petersburg,  October  18,  19,  and  20,  1927. 

General  Sessions 
TUESDAY,  OCTOBER  18,  1927. 

The  Medical  Society  of  Virginia  met  in  general  ses- 
sion in  the  main  auditorium  of  the  Petersburg  High 
School,  at  8:00  P.  M.,  and  was  called  to  order  by 
Dr.  J.  Bolling  Jones,  Chairman  of  the  Committee  on 
Arrangements. 

The  invocation  was  said  by  the  Reverend  J.  M.  B- 
Gill,  Rector  of  St.  Paul’s  Episcopal  Church,  Peters- 
burg. 

The  Chairman  introduced  the  Mayor  of  Petersburg, 
Honorable  Gordon  Bohannon,  who  delivered  the  ad- 
dress of  welcome. 

The  President  of  the  Society,  Dr.  J.  Shelton  Hors- 
ley, of  Richmond,  was  introduced  by  the  Chairman 
and  read  his  presidential  address,  entitled  “The 
Medical  Profession  of  Virginia.” 

The  President  then  assumed  the  chair. 

While  the  audience  stood,  the  names  of  members 
of  the  Society  whose  deaths  have  been  reported  since 
the  1926  meeting  were  read. 

List  of  Members  of  the  Medical  Society  of  Virginia 
Whose  Deaths  Have  Been  Reported  Since 
the  1926  Meeting. 

Dr.  John  Wilkins  Brodnax,  Richmond,  Va.,  October 
20,  1926. 

Dr.  James  M-  Gibson,  Suffolk,  Va.,  October  10,  1926. 

Dr.  William  P.  McGuire,  Winchester,  Va.,  Novem- 
ber 15,  1926. 

Dr.  Edward  Dabney  Starke,  Norfolk,  Va.,  Novem- 
ber 21,  1926. 

Dr.  Isaac  Webb  Surratt,  Belspring,  Va.,  October  20, 

1926. 

Dr.  Walter  Cox,  Winchester,  Va.,  January  16,  1927- 

Dr.  John  T.  B.  Hyslop,  Belle  Haven,  Va.,  January 
7,  1927. 

Dr.  Hampden  Aulick  Burke,  Petersburg,  Va.,  Jan- 
uary 13,  1927. 

Dr.  Alvin  Davies  Lamberth,  Newport  News,  Va., 
January  24,  1927. 

Dr.  Frederick  M.  Hisey,  Edinburg,  Va.,  December 
22,  1926. 

Dr.  E.  H.  Henderson,  Marion,  Va.,  February  25, 

1927. 

Dr.  Thomas  Clinton  Firebaugh,  Harrisonburg,  Va., 
January  12,  1927. 

Dr.  Harry  M.  Tayloe,  Hague,  Va.,  April  21,  1927. 

Dr.  McMinn  M.  Pearson,  Bristol,  Va.,  April  9,  1927. 

Dr.  Leslie  C.  Brock,  Smithfield,  Va.,  May  24,  1927. 

Dr.  Robert  T.  Glassell,  Bowling  Green,  Va.,  June 
4,  1927. 

Dr.  J.  K.  Simmons,  Nace,  Va.,  April  9,  1927. 

Dr.  Robert  Madison  Slaughter,  Washington,  D.  C., 
June  3,  1927. 

Dr.  Charles  Venable  Carrington,  Richmond,  Va., 
July  22,  1927. 

Dr-  Robert  Pollard  Stryker,  New  Castle,  Va.,  June 
13,  1927. 

Dr.  Samplett  Edgar  Webb,  Draper,  N.  C.,  July  7, 
1927. 


Dr.  Sparrell  S'mmons  Gale,  Roanoke,  Va.,  August 
19,  1927. 

Dr.  Scott  William  Brewer,  Singer  Glen,  Va.,  June 
6,  1927. 

Dr.  E.  W.  Walker,  Appalachia,  Va.,  August  19,  1927. 

Dr.  George  W.  Stark,  Simeon,  Va.,  August  15,  1927. 

Dr.  Frank  Stanley  Hope,  Portsmouth,  Va.,  Septem- 
ber 26,  1927. 

Dr.  Wade  Hampton  Saunders,  Roanoke,  Va.,  Sep- 
tember 19,  1927. 

Dr.  John  Wesley  Bovee,  Washington,  D.  C.,  Septem- 
ber 3,  1927. 


The  Pres’dent  introduced  Dr  J.  M.  T'.  Finney,  of 
Baltimore,  Md.,  who  gave  an  address  entitled  “Some 
Reflections  upon  the  Responsibilities  of  the  Doctor.” 

Dr.  W.  A.  Plecker,  Director  of  the  Bureau  of  Vital 
Statistics,  State  Board  of  Health,  Richmond,  read  a 
paper  entitled  “The  Physician’s  Part  in  Popularizing 
Breast  Feeding  and  Reducing  Infant  Mortality.” 

Dr.  Ennion  G.  Williams',  Commissioner  of  Health, 
Richmond,  read  a paper  on  “The  Policy  of  the  State 
Board  of  Health  in  Regard  to  Tuberculosis,”  which 
was  discussed  by  Drs.  C.  L.  Harrell,  Norfolk;  Charles 
R.  Grandy,  Norfolk;  and  by  Dr.  Williams  in  closing. 

The  Society  then  adjourned  until  Wednesday  morn- 
ing. 

WEDNESDAY,  OCTOBER  19 

The  Society  met  in  the  main  auditorium  of  the 
Petersburg  High  School  and  was  called  to  order  by 
the  President  at  10:10  A-  M. 

A gavel  made  of  wood  from  Pine  Gardens,  the 
site  of  the  Confederate  underground  tunnel,  was  pre- 
sented to  the  President  by  Dr.  W.  C.  Powell,  of 
Petersburg. 

The  following  papers  were  read  as  a symposium 
on  Diseases  of  the  Kidney: 

“Physiology  of  the  Kidney”— Dr.  C.  C.  Haskell, 
Richmond. 

“Diagnossis  (Laboratory  and  Clinical)  of  Diseases 
of  the  Kidney” — Dr.  F.  C.  Rinker,  Norfolk. 

“Medical  Aspects  of  Diseases  of  the  Kidney” — 
Philip  S.  Smith,  Abingdon. 

“Surgical  Aspect  of  Diseases  of  the  Kidney” — Dr. 
J-  M.  Robinson,  Danville. 

These  papers  were  discussed  by  Dr.  Joseph  F. 
Geisinger,  Richmond,  and  in  closing  by  Drs.  Haskell 
and  Smith. 

Dr.  A.  I.  Dodson,  Richmond^  gave  an  illustrated 
address  on  “Tumors  of  the  Bladder.” 

A paper  entitled  “Ureteral  Spasm  and  Stricture; 
Their  Clinical  Significance,”  was  read  by  Dr.  Lin- 
wood  D.  Keyser,  Roanoke. 

Dr.  Lawrence  T.  Price,  Richmond,  read  a paper 
entitled  “Report  of  an  Unusual  Case  of  Calculus  in 
the  Bladder.” 

Dr.  John  H-  Neff,  University,  gave  an  illustrated 
address  on  “Chronic  Pyuria  in  Children;  Findings  in 
a Series  of  Cases.” 

Dr.  W.  Ambrose  McGee,  Richmond,  read  a paper 
on  “Clinical  Observation  of  Pyuria  in  Infancy  and 
Childhood;  an  Analysis  of  Thirteen  Consecutive 
Cases.” 

The  above  five  papers  were  discussed  by  Drs.  Her- 
bert C.  Jones,  Petersburg;  Charles  E.  Conrad,  Har- 
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risonburg;  and  W.  B.  Mcllwaine,  Petersburg;  and  in 
closing  by  Drs.  Dodson,  Keyser,  Price,  Neff,  and 
McGee. 

The  morning  session  then  adjourned. 

WEDNESDAY  AFTERNOON  SESSION. 

The  Society  met  in  the  main  auditorium  of  the 
Petersburg  High  School,  at  2:35  P.  M-,  and  was  called 
to  order  by  the  President. 

Dr.  William  Edward  Fitch,  Buffalo  Lithia  Springs, 
read  a paper  on  “The  Mineral  Water  Resources  of 
the  State  of  Virginia  and  Their  Therapeutic  Prop- 
erties,” which  was  discussed  by  Dr.  Mark  Peyser,  of 
Richmond. 

Dr.  K.  D.  Graves,  Pearisburg,  read  a paper  on  “The 
Use  of  Smallpox  Vaccine  in  the  Treatment  of  Whoop- 
ing Cough,"  which  was  discussed  by  Dr.  St.  George 
T.  Grinnan,  Richmond. 

Dr.  Bittle  C.  Keister,  Washington,  D.  C-,  read  a 
paper  entitled  “Mental  Diseases,  Viewed  and  Treated 
from  Various  Angles;  Some  Hereditary  Forms  Re- 
quiring Radical  Treatment,”  which  was  discussed  by 
Dr.  R.  L.  Raiford,  Franklin,  and  by  Dr.  Keister  in 
closing. 

At  this  time,  Dr.  J.  Allison  Hodges,  Richmond, 
moved  that  the  general  session  request  the  House 
of  Delegates  to  appoint  a committee  to  revise  the 
constitution  and  by-laws  adopted  at  the  1926  meeting 
in  Norfolk.  This  motion  was  seconded  and  carried. 

A paper  on  “Acute  Traumatic  Tuberculous  Orchitis 
(Report  of  a Case)”  was  read  by  Dr.  Nelson  Mercer, 
Richmond,  and  was  discussed  by  Drs.  Dean  B.  Cole 
and  Lawrence  T-  Price,  of  Richmond,  and  hy  Dr. 
Mercer  in  closing. 

A paper  on  “Typhus  Fever;  Report  of  a Case  in 
a Child.”  by  Drs.  St.  George  T.  Grinnan  and  Manfred 
Call,  of  Richmond,  was  read  hy  Dr.  Grinnan. 

Dr.  Claiborne  Willcox.  Norfolk,  read  a paper  en- 
titled “Treatment  of  Diabetes  in  Young  Children,” 
which  was  discussed  by  Dr.  M.  S.  Fitchett,  Norfolk, 
and  in  closing  by  Dr.  Willcox. 

Dr.  John  S.  Horsley,  Jr.,  Richmond,  read  a paper 
entitled  “End  Results  after  Harelip  Operations,” 
which  was  discussed  by  Drs-  W.  H.  Goodwin,  Univer- 
sity, and  Clifton  M.  Miller,  Richmond,  and  by  Dr. 
Horsley  in  closing. 

Dr.  Wright  Clarkson,  Petersburg,  gave  an  illus- 
trated address  on  “Osteochondritis  Deformans,” 
which  was  discussed  by  Drs.  Thomas  F.  Wheeldon, 
Richmond,  and  James  W.  Hunter,  Norfolk,  and  in 
closing  by  Dr.  Clarkson. 

Dr.  Warren  T.  Vaughan,  Richmond,  read  a paper 
entitled  “A  Clinical  Study  of  Hypotension,”  which 
was  discussed  by  Dr.  Walter  B.  Martin,  Norfolk,  and 
by  Dr.  Vaughan  in  closing. 

Dr-  Elbyrne  G.  Gill,  Roanoke,  read  a paper  on  “For- 
eign Bodies  in  the  Air  and  Food  Passages,”  which 
was  discussed  by  Drs.  W.  Wallace  Gill,  Richmond, 
A.  L.  Gray,  Richmond,  and  James  W.  Hunter,  Nor- 
folk. 

Dr.  Robert  C.  Whitehead,  Norfolk,  read  a paper 
entitled  “Agranulocytic  Angina;  Report  of  One  Case 
Occurring  in  Man,”  which  was  discussed  by  Dr. 
Walter  B.  Martin,  Norfolk. 

The  paper  of  Mr.  Wortley  F.  Rudd,  Ph.  G.,  Rich- 
mond, entitled  “Chemistry  and  Medicine,”  was  read 
by  title. 

Dr.  R.  D.  Glasser,  Norfolk,  read  a paper  on  “Car- 
cinoma in  the  Lymph  Glands  of  the  Groin  with  No 
Evidence  of  Primary  Tumor,”  which  was  discussed 
by  Dr.  E.  C.  S.  Taliaferro,  Norfolk. 

The  afternoon  session  then  adjourned. 


WEDNESDAY  EVENING  SESSION. 

The  Society  met  in  the  main  auditorium  of  the 
Petersburg  High  School  at  eight  P.  M.  and  was 
called  to  order  by  the  President,  Dr.  Horsley. 

The  President  introduced  the  first  speaker  of  the 
evening,  Dr.  Wilburt  C.  Davison,  Dean  of  the  Duke 
University  Medical  School,  Durham,  N.  C.,  who  gave 
an  illustrated  address  on  “Empyema  in  Infants  under 
Two  Years  of  Age.” 

Dr.  Horsley  then  introduced  the  next  speaker.  Dr. 
Stewart  Roberts,  Atlanta,  Ga.,  who  read  a paper  en- 
titled “The  Rheumatic  Heart.” 

The  last  speaker,  Dr.  M.  L.  Hands,  Chairman  of 
the  Judicial  Council  of  the  American  Medical  Asso- 
ciation, Chicago,  111.,  was  introduced  by  the  Presi- 
dent and  read  a paper  entitled  “Medical  Economics.” 

The  evening  session  then  adjourned. 

THURSDAY,  OCTOBER  20 

The  Society  met  in  the  main  auditorium  of  the 
Petersburg  High  School  and  was  called  to  order  by 
the  President  at  10  A.  M. 

Dr.  Frank  Helvestine,  Jr.,  Roanoke,  read  a paper 
entitled  “Bile  Peritonitis;”  and  Dr.  Murat  Willis, 
Richmond,  read  a paper  entitled  “The  Importance  of 
Differentiating  Abdominal  Symptoms  in  Some  Cases 
of  Angina  Pectoris  from  Upper  Abdominal  Surgical 
Lesions,  Especially  Cholecystitis.”  These  papers 
were  discussed  by  Drs.  J.  Morrison  Hutcheson,  Rich- 
mond, and  W-  H.  Goodwin,  University;  and  in  clos- 
ing by  Dr.  Willis. 

Dr.  G.  Paul  LaRoque,  Richmond,  read  a paper  en- 
titled “A  Single  Incision  for  the  Operation  for  Ab- 
dominal Hernia,  Appendectomy,  and  Pelvic  Diseases,” 
which  was  discussed  by  Dr.  Lowndes  Peple,  Rich- 
mond: 

The  following  four  papers  were  then  read: 

“The  Treatment  of  Prolapse  of  the  Uterus  in 
Elderly  Women,”  by  Dr.  Charles  R.  Robins,  Rich- 
mond. 

“The  Uterine  Cervix,”  by  Dr.  R.  L.  Raiford,  Frank- 
lin. 

“The  Eroded  Cervix,”  by  Dr.  Southgate  Leigh, 
Norfolk. 

“The  Treatment  of  Cervicitis  and  Endocervicitis 
by  Intracervical  Injections  of  Mercurochrome,”  by 
Drs.  Frank  Helvestine,  Jr.,  and  F-  A.  Farmer,  Roa- 
noke (read  by  Dr.  Farmer). 

These  papers  were  discussed  by  Drs.  W.  H.  Good- 
win, University;  A.  S.  Brinkley,  Richmond;  J. 
Kennedy  Corss,  Newport  News  (discussion  filed  un- 
read); Charles  Phillips,  Richmond;  Greer  Baughman, 
Richmond;  and  C.  J.  Andrews,  Norfolk;  and  in  clos- 
ing by  Drs.  Robins  and  Raiford. 

Dr.  Greer  Baughman,  Richmond,  read  a paper  en- 
titled “A  Preliminary  Report  upon  the  Midwife  Situa- 
tion in  Virginia,”  which  was  discussed  by  Dr.  Mary 
E-  Brydon,  Richmond,  and  in  closing  by  Dr.  Baugli. 
man. 

Dr.  C.  C.  Coleman,  Richmond,  read  a paper  en- 
titled “The  Diagnosis  of  Surgical  Lesions  of  the 
Spinal  Cord,”  which  was  discussed  by  Dr.  Beverly  R. 
Tucker,  Richmond,  and  by  Dr.  Coleman  in  closing. 

Dr.  F.  S.  Johns,  Richmond,  read  a paper  on  “The 
Operative  Treatment  of  Pulmonary  Tuberculosis,” 
which  was  discussed  by  Drs.  Dean  B.  Cole,  Rich- 
mond; W.  E.  Brown,  Sanatorium;  and  J.  Shelton 
Horsley,  Richmond- 

The  morning  session  then  adjourned. 

THURSDAY  AFTERNOON  SESSION. 

The  Society  met  in  the  main  auditorium  of  the 
Petersburg  High  School  at  2:30  P.  M.  and  was  called 
to  order  by  the  President. 

A paper  entitled  “Five  Years’  Treatment  of  Dia- 
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betes  with  Insulin,”  was  read  by  Dr.  E.  G.  Hill,  Rich- 
mond. 

Dr.  Wilbur  M.  Bowman,  Petersburg,  read  a paper 
entitled  “Diabetic  Cellulitis  of  the  Face;  Report  of 
a Case,”  which  was  discussed  by  Dr.  George  H. 
Reese,  Petersburg. 

The  paper  by  Dr.  L.  E.  Stubbs,  Newport  News, 
Va.,  on  “Relation  of  Infection  of  the  Biliary  Tract  to 
the  Pathogenesis  of  Diabetes  Mellitus:  The  Age 
and  Sex  Factors  in  One  Hundred  Diabetic  Patients,” 
was  read  by  title. 

Dr.  William  H.  Goodwin,  University,  Virginia,  read 
a paper  on  “Von  Recklinghausen’s  Neurofibromatosis, 
with  Report  of  Cases.”  This  paper  was  discussed  by 
Dr.  John  S.  Horsley,  Jr.,  Richmond. 

It  being  3:30,  the  time  set  for  the  report  of  the 
House  of  Delegates,  the  report  was  read  by  Miss 
Agnes  V.  Edwards,  Secretary  and  Business  Manager, 
as  follows: 

Report  From  the  House  of  Delegates 

The  House  of  Delegates,  in  addition  to  its  usual 
routine  business  (a  full  account  of  which  appears  un- 
der the  Business  Sessions  in  this  issue  of  the  Vir- 
ginia Medical  Monthly)  moved  the  adoption  of  the 
report  of  the  Executive  Council  which  called  for  the 
appropriation  of  $100.00  to  be  used  annually  for  the 
legitimate  expenses  of  the  Committee  on  Scientific 
Exhibits.  A motion  to  increase  the  salary  of  the 
Executive  Secretary-Treasurer  to  $3,600.00  a year 
was  also  adopted.  i 

The  Secretary’s  report  showed  a total  of  1,840 
members  at  this  time,  an  increase  of  22  on  last  year’s 
enrollment-  The  financial  report  from  January  1 to 
October  17,  1927,  showed  receipts  to  have  been 
$13,867.74  and  disbursements  for  the  same  time  to 
have  been  $12,347.84,  of  which  $1,000.00  was  invested 
in  a real  estate  note  bearing  6%  interest.  With  the 
balance  brought  forward  January  1,  1927,  the  Society 
now  has  $10,624.75,  of  which  $6,000.00  is  invested  at 
6%.  Of  this,  there  is  available  for  legal  defense 
$7,551.14  and  for  operating  expenses  $3,073.61.  In 
addition  to  regular  expenses,  during  the  year  we 
have  paid  out  $400.00  for  the  legal  defense  of  four 
members,  $1,000.00  plus  cost  for  examining  title  and 
recording  deed  for  the  Walter  Reed  Home,  in  Glou- 
cester County,  Virginia,  in  accordance  with  resolu- 
tion adopted  at  our  last  meeting,  and  have  also  paid 
the  $300.00  authorized  for  a marker  over  the  grave 
of  Dr.  J.  P.  Mettauer,  near  Hampden-Sidney,  Va. 

At  this  meeting,  a motion  was  adopted  to  appro- 
priate an  amount  not  exceeding  $150.00  to  place  a 
bronze  marker  on  the  birthplace  of  Dr.  Ephraim  Mc- 
Dowell, in  Rockbridge  County,  Virginia.  Drs.  E.  P. 
Tompkins,  O.  H.  McClung  and  M.  T.  Vaden  were  ap- 
pointed a committee  in  charge  of  this  work. 

In  accordance  with  resolution  adopted  at  the  gen- 
eral session  on  Wednesday,  the  House  voted  that  the 
president  should  appoint  a special  committee  for  the 
purpose  of  revising  the  recently  adopted  constitution 
and  by-laws. 

The  following  officers  were  elected  by  the  House 
of  Delegates  for  the  ensuing  year:  President,  Dr. 
J.  W.  Preston,  Roanoke;  president-elect,  Dr.  J. 
Bolling  Jones,  Petersburg;  executive  secretary-treas- 
urer, Miss  Agnes  V.  Edwards,  Richmond.  It  was 
moved,  seconded  and  carried  that,  as  councilors  from 
the  even  numbered  districts  should  be  elected  in 
the  even  numbered  years,  the  present  incumbents 
in  the  2nd.  4th,  6th,  8th  and  10th  districts  should  re- 
main in  office  for  one  year.  The  following  councilors 
were  elected  for  a term  of  two  years: 

1st  District,  Dr.  R.  D.  Bates,  Newtown. 

3rd  District,  Dr.  L.  T.  Price,  Richmond. 


5th  District,  Dr.  I.  C.  Harrison,  Danville. 

7th  D'strict,  Dr.  Hunter  H.  McGuire,  Winchester. 

9th  District,  Dr.  C.  B.  Bowyer,  Stonega. 

Dr.  Southgate  Leigh  was  re-elected  delegate  to  the 
American  Medical  Association  for  a term  of  two 
years;  Dr.  J.  W.  Preston  holds  over;  and  Dr.  Murat 
Willis,  Richmond,  was  elected  to  fill  the  unexpired 
term  of  Dr.  Stuart  McGuire,  resigned. 

Danville  was  selected  as  the  next  place  of  meet- 
ing and  dates  set  as  October  16,  17  and  18,  1928. 

A rising  vote  of  thanks  was  extended  the  Din- 
widdie  County  Medical  Society,  the  citizens  of  Peters- 
burg, and  the  Petersburg  High  School  for  the  delight- 
ful entertainment  given  us  in  Petersburg. 


Upon  motion  this  was  received  and  adopted. 

The  President  announced  that  the  golfing  cup 
donated  four  years  ago  by  the  Roanoke  Academy  of 
Medicine  had  been  won  by  Dr.  Thomas  W-  Murrell, 
of  Richmond.  He  stated  that,  as  Dr.  Murrell  had 
won  the  cup  once  previously,  he  now  became  the 
owner  of  it.  The  prizes  offered  for  the  lowest  and 
second  lowest  scores  were  won  by  Drs.  R.  H.  Du- 
bose, Roanoke,  and  Manfred  Call,  Richmond. 

Dr.  William  H.  Higgins,  Richmond,  read  a paper 
entitled  “Bacillary  Dysentery  in  Virginia,  with  Re- 
port of  Cases,”  which  was  discussed  by  Dr.  J.  E, 
Warinner,  Richmond. 

The  paper  of  Drs.  Dewey  Davis  and  Douglas  Van- 
derHoof,  Richmond,  entitled  “The  Value  of  Histamine 
in  the  Differentiation  of  True  and  False  Gastric 
Anacidity,”  was  read  by  Dr.  Davis  and  was  dis- 
cussed by  Dr-  S.  W.  Budd,  Richmond,  and  in  closing 
by  Dr.  Davis. 

Dr.  J.  G.  Lyerly,  Richmond,  read  a paper  entitled 
“The  Significance  of  the  Dilated  Pupil  in  Acute 
Brain  Injuries,”  which  was  discussed  by  Dr.  J.  Emory 
Hill,  Richmond,  and  in  closing  by  Dr.  Lyerly. 

A paper  on  “Drug  Eruptions,”  was  read  by  Dr. 
Richard  W.  Fowlkes,  Richmond,  and  was  discussed 
by  Dr.  William  H.  Higgins,  Richmond. 

Dr.  J.  L-  Harvey,  Simpsons,  being  absent  when 
called,  his  paper  on  “The  Power  of  Suggestion  in  the 
Practice  of  Medicine  and  in  the  Home,  Schools  and 
Community,”  was  read  by  title. 

Dr.  W.  Randolph  Graham,  Richmond,  read  a paper 
entitled  “Hydrogen-ion  Concentration  of  the  In- 
testinal Tract,”  which  was  discussed  by  Dr.  Warren 
T.  Vaughan,  Richmond. 

Dr.  G.  A.  Ezekiel,  Richmond,  read  a paper  en- 
titled “The  Study  of  the  Histories  of  One  Hundred 
Chest  Cases,”  which  was  discussed  by  Drs.  Dean  B. 
■'Cole,  Richmond,  and  R.  L.  Raiford,  Franklin. 

Induction  of  New  President 

Dr.  Horsley:  We  come  now  to  a very  pleasing 
point  in  our  program,  something  that  will  repay  us 
for  a day  of  listening  strenuously  to  papers.  We 
have  before  us  not  the  induction  of  one  president 
but  perhaps  we  might  say  of  a president  and  a half. 
It  has  fallen  to  my  very  pleasant  lot,  after  having  a 
good  program  with  distinguished  guests,  to  introduce 
two  presidents  at  one  time.  I think  that  has  never 
happened  before  in  our  Society.  Our  President-Elect 
has  his  work  cut  out  for  him  by  the  new  constitu- 
tion and  by-laws  and  Miss  Edwards  before  he  as- 
sumes office  next  year.  I wish  to  appoint  a com- 
mittee consisting  of  Dr.  Lawrence  Price  and  Dr. 
Higgins  to  escort  Dr.  Preston  to  the  stage  and  an- 
other committee  (it  will  take  an  awfully  strong  and 
husky  one)  of  Dr.  Raiford  and  Dr.  E.  J.  Nixon  to 
escort  Dr.  Jones. 

I think  the  Medical  Society  of  Virginia  is  to  be 
congratulated  on  these  two  elections.  I think  the 
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affairs  of  your  society  can  not  be  in  better  hands 
than  the  hands  of  Dr.  Preston,  with  the  fine  and 
sunshiny  presence  of  the  President-Elect  in  the 
offing,  ready  to  take  charge  at  any  time  and  hold 
up  the  hands  of  your  president. 

All  of  you  know  Dr.  Preston,  who  has  probably 
done  more  for  medical  education  in  Virginia,  as 
secretary  of  the  State  Board  of  Medical  Examiners 
than  anyone  else  in  the  state-  I introduce  Dr.  J.  W. 
Preston,  of  Roanoke. 

Dr.  Preston  : Gentlemen  of  the  Medical  Society  of 
Virginia,  you  are  tired,  and  I do  not  want  to  detain 
you;  but  I do  want  to  thank  you  for  the  honor  you 
have  conferred  upon  me.  I keenly  recognize  the 
fact  that  as  I assume  the  responsibilities  of  the  presi- 
dency of  the  Medical  Society  of  Virginia  this  is  the 
oldest  state  in  the  Union  and  this  organization  is 
among  the  first  organizations  of  its  kind  in  the 
United  States.  It  is  an  organization  to  which  we 
owe  very  largely  the  proud  position  that  we  hold 
among  the  other  states  of  the  Union  as  a medical 
profession.  I can  not  help  but  think  of  the  men 
who  have  held  this  position  ahead  of  me— the  Mc- 
Guires, the  Martins,  our  honored  Dr.  George  Ben 
Johnston,  and  the  man  whom  I immediately  suc- 
ceed, who  I feel  has  done  as  much  to  keep  alive  the 
fire  of  scientific  work  and  scientific  research  as  any 
man  who  has  honored  the  position.  (Applause.)  I 
am  also  keenly  alive  to  the  importance  or  rather  to 
the  fact  that  many  think  we  are  now  at  a turning 
point  in  medicine  in  this  country,  that  possibly  we 
may  be  at  the  parting  of  the  ways,  the  fact  that  the 
economic  conditions  of  the  country  are  making  it 
harder  and  harder  every  year  in  every  business,  in 
every  profession,  for  men  to  obtain  the  necessities 
of  life,  and  these  conditions  have  fallen  hard  upon 
the  medical  profession.  For  that  reason  many  think 
that  we  are  tending  to  commercialism  and  that  the 
time  may  not  be  far  distant  when  medicine  will  be 
a trade  or  an  occupation  However  that  may  be 
elsewhere,  I feel  that  the  traditions  and  the  idealism 
of  Virginia  will  carry  us  on  and  that  we  shall  pass 
over  the  rough  road  and  yet  the  things  that  we 
treasure  and  hold  dear  in  the  medical  profession  will 
live  and  will  increase  as  time  passes.  It  will  be  my 
pleasure  to  do  all  in  my  power  to  foster  these  things, 
but  I am  going  to  lean  heavily  upon  you;  I am  go- 
ing to  ask  the  help  of  every  man  in  the  state  to 
maintain  these  things  and  particularly  of  the  men 
whom  I have  selected  as  members  of  the  different 
committees  and  who  will  have  direct  charge  of 
certain  matters.  If  I may  be  permitted,  I will  now 
read  the  list  of  these  names. 

Standing  Committee  Appointed  by  Dr.  Preston, 
President 

Scientific  Work:  Dr.  John  S.  Horsley,  Jr.,  Rich- 
mond, chairman,  and  Drs.  Charles  Phillips,  Rich- 
mond; H.  E.  Jordan,  University;  W.  R.  Whitman, 
Roanoke,  and  J.  B.  Nicholls,  Catawba  Sanatorium. 

Public  Policy  and  Public  Health;  Dr.  L.  T. 
Price,  Richmond,  Chairman,  and  Drs.  H.  U.  Stephen- 
son, Richmond;  P.  St.  L.  Moncure,  Norfolk;  J.  M. 
Emmett,  Clifton  Forge,  and  E.  G.  Williams,  Rich- 
mond. 

Procram  and  Publication:  Dr.  Alex.  G.  Brown, 
Jr.,  Richmond,  chairman,  and  Drs.  A.  L.  Gray,  Rich- 
mond; Paul  W.  Howie,  Richmond;  E.  L.  Kendig,  Vic- 
toria, and  Beverley  R.  Tucker,  Richmond. 

Medical  Defense  and  Medical  Economics:  Dr.  L. 
T.  Price,  Richmond,  chapman,  and  Drs.  J.  A.  Hodges, 
Richmond;  John  O.  Boyd,  Roanoke;  P.  B.  Pulman, 
Alexandria,  and  E.  C.  S.  Taliaferro,  Norfolk. 

Medical  Education  and  Hospitals:  Dr.  J.  Alli- 


son Hodges,  Richmond,  chairman,  and  Drs.  Murat 
Willis,  Richmond;  Clarence  Porter  Jones,  Newport 
News;  Southgate  Leigh,  Norfolk,  and  Lawrence  T. 
Royster,  University. 

Membership:  Dr.  J.  A.  White,  Richmond,  chair- 
man, and  Drs.  Charles  E.  Conrad,  Harrisonburg;  A. 
M.  Showalter,  Christiansburg;  James  W.  Smith, 
Hayes  Store,  and  H.  W.  Porter,  Louisa. 

Ethics  and  Judiciary:  Dr.  William  F.  Drewry, 
Petersburg,  chairman,  and  Drs.  W.  L.  Peple,  Rich- 
mond; A.  F.  Robertson,  Jr.,  Staunton;  Bernard  H. 
Kyle,  Lynchburg,  and  F.  H.  Smith,  Abingdon. 

Special  Committees 

Walter  Reed  Commission:  Dr.  E.  C.  S.  Taliaferro, 
Norfolk,  chairman,  and  Drs.  Clarence  Porter  Jones, 
Newport  News;  Greer  Baughman,  Richmond;  H.  S. 
Hedges,  University,  and  Garnett  Nelson,  Richmond. 

To  Investigate  Training  of  Midwives  in  Virginia: 
Dr.  Greer  Baughman,  Richmond,  chairman,  and  Drs. 
J.  Bolling  Jones,  Petersburg;  Mary  E.  Brydon,  Rich- 
mond; L.  A.  Calkins,  University,  and  P.  W.  Miles, 
Danville. 

To  Investigate  Problems  Pertaining  to  Labora- 
tory Technicians:  Dr.  Charles  Phillips,  Richmond, 
chairman,  and  Drs.  J.  D.  Willis,  Roanoke;  R.  D. 
Caldwell,  Lynchburg,  and  W.  B.  Martin,  Norfolk, 
and  Mr.  A.  H.  Straus,  Richmond. 

Revision  of  Constitution  and  By-Laws:  Dr.  J. 
Allison  Hodges,  Richmond,  chairman,  and  Drs. 
Charles  R.  Grandy,  Norfolk,  and  J.  Bolling  Jones, 
Petersburg. 

Memorial  to  Dr.  Ephraim  McDowell:  Dr.  E.  P. 
Tompkins,  Lexington,  chairman,  and  Drs.  O.  Hunter 
McClung,  Lexington,  and  M.  T.  Vaden,  Buena  Vista. 

Cancer  Education:  Dr.  J.  Shelton  Horsley,  Rich- 
mond, chairman,  and  Drs.  Hugh  Trout,  Roanoke;  S. 
W.  Budd,  Richmond;  Southgate  Leigh,  Norfolk,  and 
Stephen  Watts,  University. 

I am  sure  we  should  like  to  have  a word  from 
our  President-Elect. 

Dr.  J.  Bollinq  Jones:  Gentlemen,  I feel  very  much 
touched  by  this  honor.  I can  frankly  state  that  I 
never  anticipated  occupying  such  a position.  At 
the  age  of  fifty-six  I am  to  assume  once  more  the 
position  of  an  embryo,  which  is  a delightful  place 
when  I know  that  it  is  an  honorable  position  and 
when  I know  that  you  gentlemen  have  elected  me- 
I am  going  to  try  to  learn  the  new  duties  that  are 
imposed  on  the  president-elect,  and  I promise  you 
my  earnest  effort  to  try  and  walk  in  the  footsteps 
of  so  many  presidents  of  this  body  that  I have 
known  and  known  intimately.  It  makes  me  feel 
very  seriously  my  responsibilities.  Particularly  for 
the  last  ten  years  I have  been  following  my  good 
friend  Dr.  Preston,  who  it  certainly  delights  me  is 
to  precede  me.  I have  followed  him  in  his  work,  and 
I am  certainly  glad  that  he  now  precedes  me  and 
that  I shall  still  follow.  I promise  you  that  I will 
attempt  to  do  everything  I can  during  this  next 
year  to  further  the  interests  of  the  Medical  Society 
of  Virginia  and  to  follow  the  constitution  so  far  as 
it  is  laid  down,  and  to  aid  Dr.  Preston  to  further  the 
interests  of  this  body. 

Dr.  Horsley:  We  have  had  such  a magnificent  re- 
ception here  and  the  courtesy  has  been  so  genuine 
that  I can  not  help  offering  a motion  that  the  scien- 
tific body  rise  and  stand  in  token  of  our  apprecia- 
tion of  the  magnificent  reception  we  have  had  here. 

Dr.  Preston:  On  behalf  of  the  Society,  I wish  to 
express  to  the  people  of  Petersburg  our  apprecia- 
tion of  the  magnificent  way  in  which  we  have  been 
entertained  here  in  this  city. 
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The  Society  then  adjourned  to  meet  October  16- 
18,  1928. 

BUSINESS  SESSIONS. 

The  House  of  Delegates  of  the  Medical  Society  of 
Virginia  held  its  first  regular  meeting  in  the  Peters- 
burg High  School,  Petersburg,  Va.,  at  4 P.  M., 
October  18,  1928.  The  meeting  was  called  to  order 
by  the  President,  Dr.  J.  S-  Horsley,  of  Richmond, 
who  introduced  Dr.  M.  L.  Harris,  Chairman  of  the 
Judicial  Council  of  the  American  Medical  Associa- 
tion. 

Dr.  Harris  spoke  on  the  relations  of  the  State 
Society  to  the  American  Medical  Association.  He 
brought  out  the  fact  that  each  County  Society  should 
be  the  judge  of  its  own  members.  He  gave  a most 
comprehensive  scheme  of  organization  of  State  and 
County  Societies  with  reference  to  the  American 
Medical  Association. 

Following  this  talk  the  roll  was  called.  Thirty- 
eight  members  representing  twenty-two  counties 
were  found  present. 

The  Credential  Committee  composed  of  Dr.  Fred 
Hodges,  Chairman,  Dr.  J.  M.  Shackelford,  and  Dr. 
R.  D.  Tucker  passed  on  the  membership  of  the 
house. 

The  Secretary-Treasurer’s  report  was  read  as  fol- 
lows: 

Secretarial  Report 

To  the  President  and  Members  of  the  House  of  Dele- 
gates: 

At  our  1926  meeting  we  reported  a member- 


ship of 1,818 

Since  then  we  have  lost  by  Death 28 

Resignation  16 

Dropped  as  lost  or  for  non-payment  of 

dues  17 

— 61 


1,757 

New  members  enrolled  since  1926  meeting-.  83 


Making  a net  gain  of  22  members,  or  a total  of.  1,840 

During  the  year  we  have  been  advised  of  meet- 
ings of  the  Executive  Council  and  of  several  com- 
mittees of  the  Society.  Chairmen  of  some  com- 
mittees have  reported  activity  in  their  committee 
work  through  correspondence. 

“Belroi,”  the  home  of  Dr.  Walter  Reed,  in  Glou- 
cester County,  Va.,  was  purchased  by  the  Walter 
Reed  Commission  for  $1,000  plus  cost  of  examining 
title  and  recording  deed,  and  was  paid  for  out  of 
the  Society’s  funds  in  accordance  with  resolution 
adopted  at  our  1926  meeting. 

Likewise,  we  have  paid  the  $300  appropriated  at 
the  last  meeting  for  the  erection  of  a suitable  marker 
over  the  grave  of  Dr.  John  Peter  Mettauer,  near 
Hampden-Sidney,  Va. 

In  addition  to  the  four  standing  committees  elected 
at  last  meeting  and  the  special  committees  hold- 
ing over,  Dr.  Horsley,  president,  appointed  the  fol- 
lowing special  committees:  Hospital,  Library, 
Necrological,  on  Co-operation  with  State  Department 
of  Health  in  Child  Hygiene  Work,  on  Co-operation 
with  State  Nurses’  Association,  Public  Health  and 
Education,  Medical  Education,  Scientific  Work,  to 
Investigate  Training  of  Midwives  in  Virginia,  and 
to  Investigate  Problems  Concerning  Laboratory 
Technicians  of  the  Medical  Profession. 


Upon  death  of  Dr.  Walter  Cox,  in  January,  the 
president  appointed  Dr.  B.  B.  Dutton,  Winchester, 
as  councilor  for  the  Seventh  Congressional  District. 

He  also  appointed  Dr.  J.  S.  DeJarnette,  Staunton, 
as  chairman  of  the  Hospital  Committee  to  succeed 
Dr.  S.  S.  Gale,  deceased. 

Your  secretary  attended  meetings  of  several  local 
societies,  the  Conference  of  Secretaries  of  Con- 
stituent State  Medical  Associations  of  the  American 
Medical  Association  in  Chicago,  last  November,  ex- 
penses to  which  are  paid  by  the  A.  M.  A.,  and  the 
meeting  of  the  American  Medical  Association  in 
Washington,  D.  C„  last  May. 

During  the  year,  we  have  paid  out  $400  for  legal 
defense  of  four  members.  Several  other  members 
applied  for  this  defense  but  later  stated  their  cases 
were  settled  out  of  court. 

Drs-  Southgate  Leigh  and  J.  W.  Preston,  regularly 
appointed  delegates,  and  Dr.  E.  C.  S.  Taliaferro, 
alternate  for  Dr.  Stuart  McGuire,  attended  the  Wash- 
ington meeting  of  the  American  Medical  Associa- 
tion as  representatives  from  this  Society. 

Dr.  J.  S.  Horsley,  upon  invitation,  attended  the 
meeting  of  the  West  Virginia  State  Medical  Asso- 
ciation to  extend  greetings  from  the  Medical  Society 
of  Virginia. 

We  are  pleased  to  announce  that  Dr.  H.  L.  Brock- 
mann,  High  Point,  N.  C.,  is  regularly  appointed  dele- 
gate from  the  Medical  Society  of  the  State  of  North 
Carolina  to  our  meeting  this  year. 

We  have  been  advised  of  the  re-organization  of 
Rockingham  and  Russell  County  Medical  Societies, 
the  former  securing  a charter-  Alleghany-Bath 
County  Medical  Society  secured  a charter  for  the 
combined  counties  and  Wise  County  Medical  Society 
received  a charter  to  replace  one  which  could  not 
be  found. 

We  take  pleasure  in  announcing  the  organization 
of  two  groups  of  counties  into  component  organiza- 
tions which  have  received  charters  in  the  names  of 
the  Mid-Tidewater  Medical  Society  composed  of  the 
seven  counties  of  Gloucester,  King  William,  King 
and  Queen,  Middlesex,  Essex,  York  and  Mathews, 
and  the  second  in  the  name  of  the  Post-Graduate 
Medical  Society  of  Southern  Virginia  composed  of 
the  seven  counties  of  Nottoway,  Dinwiddie,  Prince 
George,  Greenesville,  Brunswick,  Surry  and  Sussex. 
Much  credit  is  due  Dr.  James  W.  Smith,  Hayes 
Store,  in  helping  to  organize  the  first  group,  and  to 
Dr.  Wright  Clarkson,  Petersburg,  for  his  work  on 
the  latter. 

We  feel  that  we  have  had  an  unusually  good  year 
and  that  our  members  generally  are  manifesting  a 
greater  interest  in  our  organization.  We  take  this 
occasion  to  thank  one  and  all  for  the  co-operation 
which  has  been  given  us  at  headquarters.  With 
a continuance  of  your  interest  and  your  help,  the 
Society  should  have  a bright  year  ahead. 

Agnes  V.  Edwards, 

Secretary. 

Financial  Report 

The  Secretary-Treasurer  gave  a statement  as  to 
receipts  and  disbursements  from  January  1,  1927, 
to  date  (incorporated  in  report  to  General  Meeting 
on  page  503,  this  issue  of  the  Monthly),  and  stated 
that  the  annual  report  for  1926,  which  had  been 
audited  by  a committee  from  the  Executive  Council, 
would  appear  in  the  printed  minutes. 
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Statement  of  Cash  Receipts  and  Disbursements  for  the  Virginia  Medical  Monthly  and  the  Medical 
Society  of  Virginia,  for  the  Year  Ending  December  31,  1926. 


Receipts 

Cash  in  bank,  January  1,  1926  $ 7,559.67 

Virginia  Medical  Monthly 

Advertising  $6,928.78 

Subscription  (non-members)  __  365.73 

Subscription  ($2  a member) 3,470.25 

Interest  168.36 

Sundries  134.89 

11,068-01 

Medical  Society  of  Virginia 
Dues  (less  amount  for  Journal 

and  legal  defense)  $3,470  25 

Legal  defense  ($1  a member)  __  1,736.00 

Interest  168.37 

Sundries  249.63 

5,624.25 


DiSBLIRSEMENTS 


Virginia  Medical  Monthly 

Preparation  of  Journal  $7,200.93 

Salaries  2,000.00 

Postage  312.80 

Rent  and  jaintor 201.00 

Sundries  324.81 


Medical  Society  of  Virginia 

Salaries  $2,000.00 

Postage  253.17 

Legal  defense  154.00 

Legislative  Committee  600-00 

Walter  Reed  Home  and  costs 1,034.45 

Expenses — Councilors  @ mid- 
winter meeting 131.03 

Rent  and  janitor 201.00 

Secretary’s  expenses  to  meet- 
ings   111.98 

Reporters  for  meeting  171.23 

Sundries  450.68 


Investment  (6%  1st  mortgage)  5,000.00 


10,039  54 


10,107.54 


To  balance 

$24,251.93 


$20,147.08 
. 4,104.85 


$24,251.93 

Available  for  Legal  Defense,  January  1,  1926 $4,908.14 

Receipts  during  1926  1,736.00 


$6,644.14 


Investment  (6%  1st  mortgage  bonds) $5,000.00 

Legal  defense  for  two  cases 154  00 


$5,154.00  $1,490.14 

Available  for  Legal  Defense  with  $5,000  invested $6,490.14 

Available  for  Operating  Expenses  2,614.71 

Agnes  V.  Edwards, 

Treasurer. 


February  5,  1927. 

This  is  to  certify  that  we  have  examined  the  books 
and  records  of  the  Medical  Society  of  Virginia, 
showing  the  cash  receipts  and  disbursements  of 
the  Society  from  January  1,  1926  to  December  31, 
1926,  inclusive,  and  find  them  to  be  correct  as  shown 
in  this  statement,  and  that  the  cash  balance  in 
the  First  and  Merchants  National  Bank,  Richmond, 
Virginia,  both  at  the  beginning  and  end  of  this 
period  of  time,  have  been  verified  by  statements 
from  that  bank. 

The  books  and  records  in  the  business  office  of 
the  Society  are  properly  and  efficiently  kept  in  or- 
der, and  the  system  now  in  use  will  answer  all 
requirements  and  give  such  information  as  may 
be  desired. 

I.  C.  Harrison, 

M.  T.  McCulloch, 
Auditirig  Committee. 

It  was  moved  and  seconded  that  these  reports  be 
received  and  filed. 

The  report  of  the  mid-winter  meeting  of  the  Execu- 
tive Council  was  next  presented. 

Executive  Council  Medical  Society  of  Virginia 

The  Executive  Council  of  the  Medical  Society  of 
Virginia  held  its  mid-winter  session  in  the  Society’s 
offices  in  Richmond,  February  the  5th,  1927,  at  2 
P.  M. 

Present:  Dr.  L.  T*.  Price,  chairman,  Drs.  J.  S. 


Davis  and  E.  C.  S.  Taliaferro,  Israel  Brown,  W.  D. 
Kendig,  I.  C.  Harrison  and  M.  T.  McCulloch,  Coun- 
cilors; Dr.  J.  S Horsley,  president,  and  Miss  Agnes 
Edwards,  Secretary-Treasurer. 

It  was  stated  that  invitations  had  been  received 
from  the  Dinwiddie  County  Medical  Society  and  the 
Princess  Anne  County  Medical  Society  for  the  So- 
ciety to  hold  its  next  meeting  in  Petersburg  and 
Virginia  Beach,  respectively.  Dr.  J.  Bolling  Jones 
presented  the  invitation  from  Petersburg  and  Mr. 
F.  M.  Thomas,  managing  director  of  the  new  Cava- 
lier Hotel,  spoke  in  behalf  of  Virginia  Beach.  Ow- 
ing to  the  fact  that  the  Society  met  last  fall  in 
Norfolk,  so  near  Virginia  Beach,  the  council  decided 
to  accept  the  invitation  of  the  Dinwiddie  County 
Medical  Society  to  hold  the  next  meeting  in  Peters- 
burg. The  dates  were  set  as  October  18,  19  and  20. 

The  Auditing  Committee,  composed  of  Drs.  I.  C. 
Harrison  and  M.  T.  McCulloch,  made  its  report 
which  was  ordered  received  and  filed. 

The  president,  Dr.  J.  S.  Horsley,  was  asked  to 
present  any  recommendations  which  may  have  oc- 
curred to  him.  He  stated  that  he  and  Dr.  Price, 
chairman,  had  endorsed  the  action  of  the  State 
Bureau  of  Child  Welfare,  calling  for  a Survey  of 
the  Cause  of  Maternal  Deaths  in  Virginia.  The 
Council  approved  the  action  taken  by  Drs.  Horsley 
and  Price. 

To  prevent  the  tendency  toward  State  medicine 
with  the  fear  of  its  infringement  upon  the  rights 
and  privileges  of  the  individual  practitioner,  Dr. 
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Horsley  suggested  that  individual  doctors  in  county 
groups  co-operate  with  the  State  Board  of  Health 
in  its  endeavor  to  inoculate  all  children  against 
diphtheria  by  the  use  of  toxin-antitoxin,  it  being 
his  opinion  that  this  coming  together  of  doctors 
would  assist  in  the  organization  of  county  societies. 

Dr.  Horsley  was  instructed  to  secure  from  Drs. 
G.  B.  Barrow  and  A.  T.  Pinch  information  as  to  the 
method  they  pursued  recently  in  such  a campaign 
in  Mecklenburg  County. 

It  was  moved  that  it  should  be  recommended  to 
the  full  Council  to  abolish  the  Friday  session  of 
our  State  Society  meetings,  thus  limiting  our  meet- 
ings to  three  days.  Seconded  and  carried. 

A motion  that  councilors  attending  this  meeting 
of  the  Council  be  reimbursed  for  their  expenses  in- 
cident thereto  was  seconded  and  carried. 

It  was  moved  that  the  secretary-treasurer’s  ex- 
penses be  paid  to  attend  the  Washington  meeting 
of  the  American  Medical  Association.  Seconded  and 
carried. 

Dr.  Price  stated  that  the  Richmond  Academy  of 
Medicine  had  under  consideration  the  construction 
of  a building  to  be  used  as  a library,  which  would 
also  contain  a meeting  hall  and  office  space.  He 
wished  to  know  if  the  Medical  Society  of  Virginia 
would  consider  taking  offices  in  such  building.  Dr. 
Price  and  Dr.  Horsley  were  authorized  to  look  into 
the  advisability  of  having  the  State  Society’s  offices 
located  in  the  Miller  Memorial  Library  Building, 
should  the  cost  of  same  not  exceed  $50.00  per  month. 

It  was  suggested  that  each  district  councilor 
should  be  asked  to  assist  the  secretary-treasurer  as 
far  as  possible  in  the  collection  of  delinquent  dues. 

Drs.  Price  and  Taliaferro  were  appointed  a com- 
mittee to  draft  suitable  resolutions  on  the  death  of 
Dr.  Walter  Cox,  councilor  from  the  Seventh  Con- 
gressional District.  It  was  announced  that  a meet- 
ing had  been  called  in  the  Seventh  District  for  Feb- 
ruary 23rd,  to  fill  the  vacancy  caused  by  Dr.  Cox’s 
death. 

There  being  no  further  business,  the  meeting  ad- 
journed. 

Respectfully  submitted, 

Lawrence  T.  Price, 

Clerk. 

It  was  moved  that  this  report  be  received  and 
filed. 

Dr.  Southgate  Leigh  presented  the  report  of  the 
Delegates  to  the  American  Medical  Association  as 
follows: 

Report  of  Delegates  to  The  American  Medical 
Association 

Your  delegates  feel  each  year  more  deeply  the  re- 
sponsibility of  their  position,  which  they  take  to 
be  not  only  to  represent  the  Medical  Society  of 
Virginia  and  its  membership  at  the  annual  meeting 
of  the  American  Medical  Association,  but  also  to 
represent  the  American  Medical  Association  and  its 
varied  activities  at  the  meetings  of  the  State  So- 
ciety. The  former  is  comparatively  easy,  while  the 
latter  is  much  more  difficult. 

It  is  well  for  us  all  to  understand  thoroughly 
that  the  American  Medical  Association  belongs  to 
the  State  Societies  and  through  those  societies  to 
the  County  Societies  and  the  individual  doctors  of 
the  country.  It  is  a most  democratic  body,  its  offi- 
cers being  elected  by  the  representatives  of  the 
State  Societies  each  and  every  year,  and  is  com- 
pletely under  the  direct  control  of  the  delegates  from 
the  State  Societies.  The  House  of  Delegates  exer- 


cises its  authority  to  the  fullest  extent  and  permits 
of  no  interference  from  any  source. 

This  explanation  is  made  in  order  to  clear  up  a 
widespread  misconception  of  conditions  at  the  A.  M. 
A.  headquarters. 

The  Board  of  Trustees  is  the  executive  body  of  the 
A.  M.  A.,  its  members  being  selected  with  great  care 
from  various  sections  of  the  country,  their  election 
being  by  the  House  of  Delegates  in  open  meeting 
and  without  any  prearranged  plan. 

The  members  of  the  various  councils  are  appointed 
by  the  President,  with  the  approval  of  the  House 
of  Delegates. 

The  scientific  and  business  affairs  of  the  organi- 
zation are  conducted  in  the  very  best  possible  man- 
ner, with  system,  economy,  and  a profound  interest 
in  the  welfare  of  the  profession  and  the  people. 

The  members  of  the  profession  in  Virginia,  as  we 
have  stated  in  former  reports,  should  know  more  of 
the  splendid  work  of  the  A.  M.  A.,  should  visit  its 
up-to-date  headquarters  in  Chicago,  and  become 
more  familiar  with  the  constant  and  productive  ef- 
forts being  made  for  their  benefit. 

In  a brief  statement  it  is  impossible  to  give  you 
a complete  account  of  proceedings  of  the  last  an- 
nual meeting.  We  can  mention  only  a few  of  the 
most  important  matters. 

It  was  especially  gratifying  to  note  the  increased 
attendance  from  Virginia. 

The  very  first  act  of  the  House  of  Delegates  was 
to  transmit  the  following  message  to  the  President 
of  the  United  States: 

Honorable  Calvin  Coolidge, 

President  of  the  United  States: 

The  American  Medical  Association,  representing 
94,000  doctors  of  medicine,  convened  in  annual  ses- 
sion, extends  cordial  greetings  to  you.  We  affirm 
anew  the  fundamental  principles  and  objects  of  our 
profession.  We  subscribe  again  our  willingness  to 
contribute  our  services  for  accredited  humanitarian 
purposes.  We  pledge  a continuance  of  persistent 
efforts  to  unfold  the  unknown  laws  of  physiology 
and  hygiene  and  to  uncover  the  causative  factors  of 
disease. 

We  are  ever  ready  to  apply  approved  scientific 
principles  and  practices  to  enhance  the  health  of 
our  people  that  their  vocational  and  social  pursuits 
may  be  attended  by  a minimum  of  disease  and 
physical  incapacity. 

In  this  spirit  we  convey  to  you,  Mr.  President, 
our  greetings  and  felicitations. 

The  American  Medical  Association 
Olin  West,  Secretary 

The  Speaker  of  the  House  urged  that  steps  be 
taken  towards  standardizing  surgical  work,  and  said: 

“Your  Speaker  is  constrained  to  direct  your  at- 
tention to  what  is  more  and  more  becoming  a seri- 
ous problem  and  on  which  the  public  is  becoming 
insistent  for  enlightenment.  I refer  to  what  are  or 
shall  be  the  qualifications  and  requirements  for  a 
man  to  be  classified  as  a capable,  competent  sur- 
geon. Under  our  plan  of  medical  education,  by 
reason  of  the  tremendous  increase  in  the  number 
of  all  kinds  of  types  of  hospitals,  because  of  per- 
fected aseptic  methods,  and  lastly  because  of  the 
outstanding  achievements  that  can  be  attained  by 
surgical  methods  in  the  hands  of  competent,  experi- 
enced surgeons,  there  is  evidence  of  ill-advised,  poor 
and  unskilled  surgical  work  being  done  by  under- 
trained, incompetent  men.  . . . 

“As  an  association,  we  have  assumed  and  acquitted 
ourselves  in  the  problem  of  standardizing  our  medi- 
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cal  colleges.  We  have  appraised  and  classified  these 
colleges.  We  have  surveyed  and  designated  hos- 
pitals where  satisfactory  intern  training  is  accorded. 
We  have  exposed  and  continued  to  expose  thera- 
peutic fraud  and  misrepresentation.  We  have  given 
publicity  to  the  quack  and  the  charlatan  and  un- 
covered their  methods.  Within  the  year  we  have 
undertaken  to  pass  approval  on  all  electrical  and 
physical  apparatus  in  order  that  dependable,  effi- 
cient apparatus  may  be  identified.  We  have  outlined 
certain  requirements  and  standards  of  fracture  treat- 
ment. These  and  similar  reforms  have  received  our 
attention  and  we  are  justly  proud  of  the  achieve- 
ments recorded.  Has  not  then  the  time  arrived  and 
are  we  not  obligated,  as  America’s  highest  author- 
ity, to  whom  the  public  rightly  appeals  for  guid- 
ance and  advice,  to  solve  this  one  momentous  ques- 
tion as  to  the  requirements,  qualifications  and  stand- 
ards that  are  basic  and  essential  ere  one  may  hold 
forth  as  being  a capable,  dependable,  properly 
trained  surgeon  and  to  formulate  a means  whereby 
the  public  may  make  such  identification?” 

President  Phillips  urged  the  necessity  of  develop- 
ing the  movement  for  periodical  health  examina- 
tions, with  full  records,  and  also  insisted  that  Con- 
gress should  have  no  right  to  exercise  the  “power 
of  life  and  death  over  the  sick”  in  limiting  the 
amount  of  any  remedy  employed  by  the  profession. 

President-elect  Jackson  advised  that  the  principles 
of  medical  ethics  be  taught  in  all  medical  colleges 
and  that  a more  comprehensive  and  explanatory 
manual  on  ethics  should  be  published  by  the  Asso- 
ciation. 

Secretary  West  reported  that  a new  high  mark  in 
membership  enrolment  has  been  established,  with 
93,882  on  the  lists,  March  1,  1927.  The  net  gain 
over  enrolment  at  a corresponding  date  in  1926  was 
2,090,  with  a corresponding  gain  in  fellowship,  the 
figures  being  now  60,958,  a gain  of  2,277  in  the  past 
year. 

Quoting  from  Secretary  West: 

“There  is  abundant  evidence  indicating  the  grow- 
ing strength  and  a constantly  widening  influence  of 
many  of  the  constituent  state  associations.  Several 
have  effected  changes  in  their  plans  that  have  given 
their  councils,  committees  and  officers  opportunity 
for  more  work  and  more  effective  work.  The  official 
personnel  of  these  associations  has,  for  the  most 
part,  cheerfully  assumed  added  responsibilities  and 
has  creditably  discharged  the  duties  imposed,  while 
the  members  have  responded  cordially  to  the  ap- 
peals of  their  officers  and  have  supported  efforts  for 
advancement.  The  result  has  been,  stronger  state 
associations,  better  satisfied  members  and  a grow- 
ing influence  for  good.” 

“It  is  desirable  that  the  constituent  associations 
shall  be  strong  and  progressive  organizations.  In 
developing  their  strength  and  in  promoting  their 
ends  as  state  organizations,  it  must  never  be  for- 
gotten that  the  county  society  is  the  basic  unit  and 
therefore  the  essential  factor  in  the  present  scheme 
of  organization.  As  long  as  this  scheme  is  adhered 
to  it  is  important  that  the  county  society  be  made 
and  kept  as  strong  as  possible.  If  all  the  strength 
is  built  into  the  superstructure,  the  edifice  will  fall.” 

The  table  showing  the  number  of  county  societies 
in  each  State  is  enlightening:  Alabama,  Connecti- 
cut, Delaware,  Maryland,  Massachusetts,  New  Hamp- 
shire, New  Jersey  and  Rhode  Island  have  one  local 
society  for  each  county  in  the  state,  while  the  fol- 
lowing make  an  excellent  showing: 

Illinois — 102  counties  with  91  societies. 

Iowa — 99  counties  and  96  societies. 

Kentucky — 120  counties  with  112  societies. 


Massachusetts — 16  counties  with  15  societies. 

North  Carolina — 100  counties  with  88  societies. 

Ohio — 88  counties  with  87  societies. 

Virginia — 100  counties  with  52  societies.  There 
are,  however,  76  counties  included  in  the  member- 
ship of  these  52  societies. 

Your  delegates  have  discussed  the  matter  with 
various  officers  and  committees  of  the  A.  M.  A.  and 
are  convinced  that  Virginia  should,  as  far  as  possi- 
ble, have  at  least  a skeleton  organization  for  each 
county  in  the  state,  even  in  those  cases  where  it  is 
not  feasible  to  meet  more  than  once  a year.  Such 
an  arrangement  would  be  of  enormous  advantage  in 
vital  legislation  work  and  in  connection  with  vari- 
ous business  matters  which  must  come  up  from  time 
to  time  in  every  county  of  the  state.  The  hands 
of  the  State  Board  of  Health  would  especially  be 
greatly  strengthened,  and  active  co-operation  be- 
tween the  profession  and  the  Board  would  be  de- 
veloped. 

The  important  matter  of  Disaster  Relief  should  be 
handled  in  every  section  of  the  county  by  the  county 
societies  and  not  by  outside  organizations. 

Eleven  State  Associations  and  one  hundred  and 
twenty  county  societies  have  already  adopted  the 
plan  in  conjunction  with  the  Red  Cross. 

“Hygeia”  made  a gain  of  10,000  subscribers  during 
the  year,  and  had  at  the  last  report  50,575. 

The  Woman’s  Auxiliaries  of  each  state  have  helped 
largely  in  the  increase  The  profession  in  some 
sections  has  become  actively  interested.  One  physi- 
cian alone  spent  $500.00  for  subscriptions. 

The  net  financial  loss  of  this  splendid  magazine, 
which  is  doing  much  in  telling  the  truth  about  medi- 
cine to  the  public  and  in  combating  quackery,  has 
been  reduced,  but  still  amounts  to  $34,000.00  an- 
nually. 

Every  doctor  in  the  state  is  urged  to  keep  a copy 
of  “Hygeia”  on  his  waiting  room  table. 

The  Bureau  of  Legal  Medicine  was  very  active 
during  the  year  in  connection  with  Income  Tax, 
Prohibition  regulations  as  affecting  doctors,  narcotics 
and  various  other  matters  of  importance  to  the  pro- 
fession. 

Through  this  Bureau,  the  American  Medical  Asso- 
ciation succeeded  in  getting  the  tax  under  the  Har- 
rison Narcotic  Law  reduced  from  $3.00  to  $1.00  a 
year,  and  affecting  a saving  to  the  doctors  of  the 
country  of  more  than  $200,000.00. 

The  Council  on  Physical  Therapy  is  actively  at 
work  and  reports  its  findings  and  suggestions  from 
time  to  time  in  the  Journal. 

The  Council  on  Medical  Education  and  Hospitals 
reported  in  part  as  follows: 

“Progress  in  medical  schools  consists  chiefly  in 
the  enlargement  of  teaching  plants,  in  securing  bet- 
ter qualified  teachers,  and  in  the  adoption  of  im- 
proved methods  of  instruction. 

“The  numbers  of  students  enrolled  have  increased 
from  12,930  in  1919  to  18,840  in  1926  and  to  approxi- 
mately 19,532  in  the  present  session. 

“The  supply  of  physicians  in  the  United  States  is 
133  for  each  100,000  people,  as  compared  with  90 
in  Great  Britain.  77  in  Switzerland,  73  in  Japan, 
35  :n  France  and  28  in  Sweden.  The  number  of 
graduates  of  medical  schools  in  the  United  States 
each  year  is  gradually  increasing. 

“Progress  is  being  made  in  shortening  the  course 
of  grammar  and  high  school  education,  which  is 
saving  one  or  more  years  of  time  for  many  stu- 
dents. Another  year  of  valuable  time  can  be  saved 
through  a more  general  adoption  of  the  quarter 
system  and  the  use  of  summer  months  which  are 
now  being  wasted  in  overlong  vacation  periods. 
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“The  future  practice  of  medicine  promises  to  deal 
more  largely  with  the  prevention  of  disease — of 
keeping  people  well  rather  than  merely  curing  them 
when  sick.  Through  thorough  examinations  by  repu- 
table physicians,  the  public,  it  is  believed,  can  be 
induced  to  undergo  periodic  health  examinations 
whereby  disease  processes  may  be  discovered  and 
checked  in  their  incipience. 

“The  most  important  factor  in  every  hospital  is 
the  maintenance  of  a high  moral  and  professional 
standard  on  the  part  of  those  who  are  admitted  to 
the  staff  or  who  are  permitted  to  care  for  patients 
in  the  hospital.” 

In  connection  with  the  Medical  Course,  there  is 
a strong  current  of  feeling,  which  showed  itself 
especially  at  the  last  two  meetings,  that  the  Medical 
Course  and  premedical  courses  should  be  shortened, 
and  the  Medical  Colleges  should  pay  more  attention 
to  the  fundamentals,  and  less  to  the  specialties. 
The  suggestion  made  by  one  of  our  delegates  at  the 
Dallas  meeting  that  summer  course  work  be  credited 
on  the  time  of  the  medical  course,  was  adopted  and 
recommended  to  the  colleges  of  the  country. 

The  nursing  situation  was  reported  on  by  a special 
committee  with  the  following  as  some  of  their  rec- 
ommendations: 

“That  the  business  law  relating  to  nurses’  reg- 
istries in  all  states  be  amended  in  a manner  to  con- 
form to  the  new  law  in  the  state  of  New  York. 

“Endorsement  and  encouragement  of  visiting 
nursing  service. 

“Thorough  trial  by  the  members  of  the  American 
Medical  Association  of  hourly  or  part-time  nursing 
with  broad  publicity  of  its  methods  and  possibilities. 

“Group  nursing  in  hospitals. 

“That  the  period  of  training  be  twenty-eight 
months,  the  first  four  months  to  be  devoted  to  con- 
centrated study  of  fundamental  anatomy,  bacteri- 
ology, physiology,  chemistry  and  dietetics,  and  that 
the  succeeding  two  years  be  devoted  as  far  as  pos- 
sible to  teaching  the  art  of  nursing  by  demonstra- 
tion, participation  and  practice." 

A special  commissioner  on  Grading  of  Nursing 
Schools  is  making  a comprehensive  study  of  the 
situation  in  this  country  and  abroad  and  as  yet  has 
not  been  in  a position  to  make  a full  report. 

Various  resolutions  and  reports,  concerning  the 
use  of  alcohol  in  medicine,  were  referred  to  the 
committee  on  Reports  of  Board  of  Trustees  and 
Secretary,  of  which  one  of  your  delegates  was  secre- 
tary. The  committee  held  several  meetings,  which 
were  attended  by  a large  number  of  interested  mem- 
bers and  committees.  The  matter  was  gone  into 
with  the  greatest  possible  care  and  thoroughness. 
When  the  report  was  presented,  the  House  of  Dele- 
gates resolved  itself  into  a committee  of  the  whole 
with  closed  doors.  There  was  a very  full  and  free 
discussion. 

The  report  was  as  follows: 

“The  condition  of  hysteria  into  which  the  country 
was  thrown  by  the  struggle  over  the  prohibition 
amendment  has  apparently  subsided  and  the  time 
has  come  when  the  American  Medical  Association 
should  state  plainly  its  attitude  with  regard  to  the 
use  of  alcohol  and  alcoholic  liquors  as  therapeutic 
agents,  as  well  as  the  position  in  which  the  physi- 
cians of  the  country  are  placed  by  the  present  un- 
fortunate state  of  affairs.  Such  a statement  should 
have  no  political  bearing  whatsoever  and  is  intended 
to  deal  with  the  matter  only  from  the  practical  and 
scientific  medical  standpoint. 

“Alcohol  is  often  very  helpful  in  the  treatment  of 
disease  and  is  being  used  in  the  practice  of  a very 
large  number  of  doctors,  many  of  whom  believe  it 


to  be  an  essential  and  life-saving  remedy.  These 
doctors  are  confronted  by  a most  deplorable  situa- 
tion brought  about  by  the  framers  of  the  Volstead 
Act,  who,  unintentionally,  we  believe,  limited  the 
amount  of  alcohol  for  one  patient  to  a pint  in  ten 
days. 

“In  certain  cases  of  serious  illness  a p’nt  in  ten 
days  would  be  useless  and  law-abiding  physicians 
have  no  other  alternative  than  to  violate  the  law  in 
order  to  save  life.  This  is  wrong  and  should  be 
corrected.  We  believe  it  will  be  promptly  cor- 
rected if  the  situation  is  properly  presented  to  the 
authorities  in  charge.  We  have  reason  to  believe 
that  the  present  head  of  the  Prohibition  Department 
would  welcome  a statement  from  this  organization. 

“Your  committee  would,  therefore,  recommend 
that  with  the  co-operation  of  the  special  committee 
headed  by  Dr.  Mayer,  of  ^enn^ylvan'a.  and  t^»  ex- 
cellent executive  of  the  Bureau  of  Legal  Medicine 
and  Legislation,  Dr.  Woodward,  the  Board  of 
Trustees  be  directed  to  prepare  a bill  to  be  presented 
to  Congress  correcting  the  unfortunate  provision  of 
the  Volstead  Act  limiting  the  amount  of  alcohol 
used,  and  providing  such  regulations  as  will  permit 
doctors  to  prescribe  whatev  r amounts  of  alcoholic 
liquors  may  be  needed  for  tbeir  respective  patients, 
and  subject  to  such  reasonable  restrictions  as  may 
be  thought  wise  and  best  after  a conference  with 
the  head  of  the  Prohibition  Department.” 

A further  resolution  was  offered  to  be  presented 
to  Congress  as  follows: 

“RESOLVED,  That  the  American  Medical  Asso- 
ciation declares  its  adherence  to  the  principle  that 
legislative  bodies  composed  of  laymen  should  not 
enact  restrictive  laws  regulating  the  administration 
of  any  therapeutic  agent  by  physicians  legally  quali- 
fied to  practice  medicine.” 

On  the  question  of  a Referendum,  the  Committee 
recommended  that  the  matter  be  referred  to  the 
Board  of  Trustees  for  consideration  and  decision; 
and  in  the  event  that  the  Board  decided  in  favor 
of  a Referendum  the  Committee  suggested  the  fol- 
lowing questions: 

(a)  Do  you  believe  that  legislative  bodies  should 
enact  laws  regulating  or  limiting  the  prescribing  of 
therapeutic  agents  by  legally  qualified  physicians? 

(b)  Do  you  believe  that  alcohol  and  alcoholic 
liquors  as  listed  in  the  latest  edition  of  the  United 
States  Pharmacopeia  are  useful  therapeutic  agents 
in  the  treatment  of  disease? 

The  entire  report  was  adopted  by  the  Committee 
of  the  Whole  and  by  the  House  of  Delegates  without 
a dissenting  vote. 

The  splendid  work  of  the  Woman’s  Auxiliary  and 
its  various  State  and  local  branches  was  warmly 
commended  by  officers  and  committees  in  various 
reports. 

The  Association  was  addressed  by  the  President 
of  the  United  States  and  received  by  him  and  Mrs. 
Coolidge  on  the  lawn  of  the  White  House. 

Dr.  W.  S.  Thayer  was  named  President-Elect  and 
Minneapolis  selected  for  the  next  place  of  meeting. 

Respectfully, 

Southgate  Leigh, 

E.  C.  S.  Taliaferro, 

J.  W.  Prestox. 

It  was  ordered  that  this  be  received  and  filed. 

At  this  point  the  President  stated  that  the  House 
of  Delegates  at  its  first  meeting  may  elect  a Com- 
mittee on  Nominations  and  asked  for  the  vote  of 
the  house  on  this  question.  It  was  moved,  seconded 
and  adopted  that  a Committee  on  Nominations  be 
elected  to  present  its  report  at  the  Thursday  morn- 
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ing  session.  This  Committee,  composed  of  one  mem- 
ber from  each  Congressional  District,  was:  Drs.  E. 
L.  W.  Ferry,  N.  G.  Wilson,  Stuart  Michaux,  W.  C. 
Harman,  J.  T-  Shelburne,  J.  O.  Boyd,  Noland  M. 
Canter,  P.  B.  Pulman,  C.  B.  Bowyer,  and  M.  T. 
Vaden. 

Reports  were  now  called  from  the  standing  com- 
mittees : 

Membership  Committee:  Dr.  J A.  White,  chair- 
man. proposed  the  names  of  Drs.  L.  W.  Newland,  of 
Splashdam,  Va.,  and  Henry  L.  Townsend,  of  Mar- 
shall, Va.,  for  active  membership,  and  Dr.  Knowl- 
ton  T.  Redfield,  of  Roanoke,  Va-,  for  associate  mem- 
bership. It  was  moved  and  seconded  that  these 
members  be  received.  He  further  recommended 
that  Dr.  W.  L.  Harris,  ex-president  of  the  Medical 
Society  of  Virginia,  and  Dr.  J.  Shelton  Horsley,  this 
year’s  president,  be  elected  to  honorary  membership. 
This  was  unanimously  adopted.  Dr.  White  stressed 
the  need  of  having  all  counties  in  the  State  or- 
ganized and  suggested  that  special  effort  be  made 
along  this  line  in  the  coming  year. 

The  president  at  this  time  requested  the  first  vice- 
president,  Dr.  J.  Warren  White,  of  Norfolk,  to  take 
the  chair  for  the  remainder  of  this  session. 

Judiciary  Committee:  Dr.  Wm.  F.  Drewry,  chair- 
man, stated  that  he  had  no  report  to  make  but  was 
calling  a meeting  of  his  committee  for  8:30  Wednes- 
day morning,  October  19th,  and  would  report  later 
if  there  were  any  developments. 

Legislative  Committee:  Dr.  H.  U.  Stephenson, 
chairman,  stated  that  he  had  nothing  especial  to 
recommend.  Various  suggestions  are  constantly  be- 
ing made  with  regard  to  taxes,  chiropractors,  etc. 
He  urged  that  we  have  a good  medical  practice  act 
and  should  not  weaken  but  stand  up  for  the  people 
and  the  legislators  will  stand  behind  us.  This  re- 
port was  ordered  received  and  filed. 

Publication  Committee:  Dr.  A.  G.  Brown,  chair- 
man, presented  the  following  report: 

Report  of  Publication  Committee 

The  Publication  and  Program  Committee  begs 
leave  to  report  a year  of  routine  work.  Committee 
meetings  have  been  held  during  the  year  to  consider, 
(1)  selection  of  the  subjects  for  symposium  for  dis- 
cussion at  this  meeting  of  the  society,  (2)  later  to 
arrange  the  program  for  the  session.  The  com- 
mittee finds  it  difficult  to  arrange  the  program  to 
meet  the  convenience  of  all,  but  it  endeavors  to 
arrange  the  subjects  in  the  best  manner  possible 
under  the  provision  of  the  conditions  and  by-laws. 
This  year,  the  president  of  the  society,  Dr.  Horsley, 
sat  with  the  committee  and  participated  in  the  ar- 
rangement of  the  program. 

The  committee  met  also  to  consider  questions  of 
publication  of  the  journal.  The  publication  of  the 
Virginia  Medical  Monthly  remains  always  a big 
enterprise  of  the  Society  because  the  production  of 
the  monthly  journal  entails  a large  amount  of  de- 
tail work.  The  standard  of  this  publication  as  a 
state  journal  should  not  be  appraised  here.  But  we 
may  say  that  the  mechanical  work  involved  in  get- 
ting out  the  journal  each  month,  the  detail  of  hand- 
ling the  proof  and  correspondence  with  contributors, 
and  a thousand  details  entering  into  the  final  prod- 
uct, move  with  routine  regularity,  under  the  ad- 
ministration of  Miss  Edwards. 

The  committee  has  had  occasion  to  consider  de- 
tails of  the  appearance  of  the  journal,  the  paper, 
the  cover,  etc.,  but  it  has  thought  best  to  make  no 
alterations  in  its  present  style.  Comparisons,  made 
casually,  give  the  impression  that  the  Virginia  Medi- 
cal Monthly  compares  favorably  in  its  general 


dress  and  apptarance  to  the  journals  of  other  states. 
The  use  of  a heavy  paper  cover  may  improve  its  ap- 
pearance. This  would  involve  additional  expense 
per  issue.  This  question  is  still  open. 

Respectfully  submitted, 

Alex.  G.  Brown.  Jr..  Chairman. 

It  was  moved  and  carried  that  this  report  be  re- 
ceived and  filed. 

Under  special  committees,  the  following  were 
called: 

Hospital  Committee:  The  chairman,  Dr.  J.  S.  De- 
Jarnette,  was  absent  and  no  report  was  presented. 

Necrological  Committee:  Dr.  Charles  M.  Edwards, 
chairman,  was  absent,  but  it  was  stated  that  he  had 
sent  his  report  which  gave  names  of  28  members 
who  had  died  during  the  past  year.  As  this  was  to 
be  presented  at  Memorial  Hour  that  evening,  it  was 
moved  that  this  report  need  not  be  read  now.  ( For 
names,  see  report  of  General  Sessions,  page  501). 

Library  Committee:  Dr.  I.  C.  Harrison,  chair- 
man, presented  the  following  report  for  which  he 
stated  that  Dr.  Stuart  McGuire,  a member  of  his 
committee,  had  furnished  much  of  the  information 
given. 

Report  of  Library  Committee 

The  Committee  on  Library  of  the  Medical  Society 
of  Virginia  is  fully  conscious  of  its  responsibility, 
but  it  has  deemed  it  inexpedient  to  take  any  action 
during  the  past  year. 

Your  Committee  has  been  informed  by  reliable 
authority  that  developments  in  Richmond  in  the 
near  future  will  probably  meet  our  needs  for  a 
Library  without  cost  to  the  Society- 

The  Richmond  Academy  of  Medicine  and  the 
Medical  College  of  Virginia  have  purchased  adjoin- 
ing property  in  Richmond  and  are  now  having  plans 
prepared  for  building  which  will  probably  be  erected 
during  the  coming  year. 

The  Richmond  Academy  of  Medicine  will  build  a 
Home  for  the  Academy,  which  will  house  the  Miller 
Museum  Library  and  also  contain  offices,  lounge 
rooms  and  an  auditorium.  The  Medical  College  of 
Virginia  will  build  a working  library  with  stacks, 
reading  rooms  and  every  modern  facility.  These 
two  buildings  will  communicate  one  with  the  other. 

Your  Committee  believes  that  after  these  two 
buildings  are  completed  it  is  reasonably  certain  that 
arrangements  can  be  made  by  which  the  Medical 
Society  of  Virginia  can  secure  office  space  for  its 
headquarters  in  the  building  of  the  Academy  of 
Medicine  and  certain  privileges  in  both  the  Museum 
Library  of  the  Academy  and  the  working  Library 
of  the  College  which  will  meet  the  needs  of  the 
Society. 

Your  Committee  therefore  recommends  that  the 
new  Committee  on  Library,  which  will  be  appointed 
by  the  President  for  the  coming  year,  shall  be  in- 
structed to  ascertain  whether  an  arrangement,  such 
as  the  above  suggested,  can  be  made  and  to  report 
the  results  of  its  investigation  at  the  next  meeting 
of  the  Society. 

Respectfully  submitted, 

I.  C.  Harrison,  Chairman. 

It  was  moved  and  seconded  that  this  report  be 
received  and  filed. 

Committee  on  Cooperations  with  the  State  De- 
partment of  Health  in  Child  Hygiene  Work:  Dr. 
Lawrence  T.  Royster,  chairman,  was  absent — no  re- 
port. 

Committee  on  Cooperation  with  State  Nurses’ 
Association:  Dr.  J.  Allison  Hodges,  chairman,  pre- 
sented the  following  report: 


1927] 


VIRGINIA  MEDICAL  MONTHLY 


511 


Report  of  Committee  on  Cooperation  With  State 
Nurses’  Association 

Your  Committee,  composed  of  Dr.  A.  M.  Willis, 
Dr.  J.  T.  Buxton,  Dt.  C.  J-  Andrews,  Dr.  J.  C.  Flip- 
pen  and  Dr.  J.  Allison  Hodges,  respectfully  makes 
the  following  report: 

No  special  meetings  of  the  Committee  have  been 
held  with  the  Nurses’  Association,  during  the  year, 
but  there  have  been  frequent  conferences  with  mem- 
bers of  the  Committee. 

It  may  be  stated  that  the  relations  of  the  profes- 
sion regarding  the  nursing  service  have  not  been 
entirely  satisfactory  either  to  the  physicians  or  the 
nurses  of  the  State.  Many  factors  that  have  long 
been  in  existence  and  others  that  have  arisen  have 
contributed  to  this  end. 

Briefly  stated,  the  result  has  been  unsatisfactory 
to  the  hospitals  and  to  the  physicians  generally,  for 
while  there  has  been  no  lack  of  nursing  assistance, 
yet  the  situation  has  been  increasingly  difficult  as 
regards  satisfactory  results  in  giving  the  best  service 
to  patients  generally.  This  state  of  affairs  has  arisen 
from  a number  of  material  facts  that  have  developed 
during  the  year,  notably  an  increasing  demand  by 
the  Nursing  Association  for  higher  standards  and 
ihore  technical  training,  with  the  attendant  results 
that  the  hospitals  have  had  to  provide  a larger  nurs- 
ing corps  and  there  subsequently  has  been  a division 
of  labor  which  has  compelled  many  hospitals  to  ad- 
just their  courses  so  as  to  provide  for  these  new 
duties  of  affiliated  group  teaching  in  other  schools 
and  hospitals,  and  the  patients  in  the  hospitals  have 
been  the  consequent  losers  in  service  and  have  suf- 
fered in  a monetary  way  because  of  the  necessity  of 
having  to  use  special  nurses  almost  entirely.  It 
is  thus  evident  that  the  hospital  staffs  are  being  put 
to  unusual  expense,  and  yet  the  patients  are  not  re- 
ceiving the  customary  hospital  care  due  them. 

These  conditions  are  rendered  obvious  and  more 
trying  at  night  both  for  the  patient  and  the  night 
nurse  on  duty,  the  one  receiving  necessarily  but 
little  attention  and  the  other  naturally  being  un- 
able, physically,  to  do  her  full  duty  to  the  number 
of  patients  allotted  her.  This  is  a most  important 
as  well  as  serious  question  and  demands  further  and 
urgent  consideration  by  the  hospital  staffs  and  nurs- 
ing associations,  both  in  justice  to  the  patient  and 
the  referring  physician  and  hospital  authorities.  In 
fact,  one  nurse  at  night  for  a large  number  of  pa- 
tients, varying  from  fourteen  to  twenty,  cannot  do 
her  duty,  nor  be  expected  to  give  satisfactory  serv- 
ice to  suffering  patients,  and  this  reflects  adversely 
not  only  upon  the  nursing  service,  but  upon  the 
hospitals  themselves. 

This  Committee  is  not  considering  the  advisa- 
bility nor  feasibility  of  the  present  prescribed  course 
of  nursing  at  this  time,  but  is  simply  stating  the 
evident  results  of  the  present  methods  employed  and 
the  consequent  injustice  and  danger  of  such  manage- 
ment. 

The  simple  statement  of  such  facts  as  these  should 
be  sufficient  to  stimulate  hospital  authorities  es- 
pecially, to  take  up  this  whole  question  of  nursing 
service,  for  it  is  within  their  province  ultimately, 
that  the  solution  of  such  questions  as  these,  must 
be  made,  for  the  present  regime  is  as  hard  finan- 
cially upon  the  hospitals  as  it  is  difficult  physically, 
for  the  nurses  to  cope  with. 

Beginning  with  the  coming  New  Year,  The  Stand- 
ardization Board  for  hospitals  has  also  added  an- 
other complicating  feature  to  this  situation  by  or- 
dering that  autopsies  shall  be  made  in  10  per  cent 
of  all  cases  dying  in  each  hospital  desiring  a stand 
ard  rating,  a procedure  practically  impossible  of 


realization  in  many  hospitals  in  this  section,  es- 
pecially. 

The  one  rather  urgent  question  that  has  been 
brought  before  the  Committee  during  the  year,  has 
been  the  desire  on  the  part  of  some  nurses  to  in- 
crease their  per  diem  charge  for  nursing  to  $6.00 
for  day  service,  and  $7.00  for  night  duty,  but  under 
existing  circumstances  the  Committee,  while  not  de- 
siring to  obstruct  unwarrantedly  this  movement,  if 
feasible,  yet  thought  it  was  best  not  to  consider  this 
proposed  advance  definitely  at  this  time,  but  to  al- 
low time  for  its  adjustment  in  consideration  of  some 
of  the  facts  stated  above,  which  are  already  taxing 
the  patients’  financial  ability  to  the  limit.. 

In  previous  years,  your  Committee  has  met  a 
Committee  from  the  Nurses’  Association  and  your 
Chairman  has  appeared  before  the  State  Nurses’  As- 
sociation, endeavoring  to  curtail  the  course  of  nurs- 
ing education,  or  if  this  could  not  be  effected,  to 
provide  for  a restricted  course  under  hospital  super- 
vision for  Assistant  trained  nurses,  but  the  Nurses’ 
Association  did  not  approve  of  this  procedure,  and 
subsequently  initiated  a practical  nursing  method  of 
licensure  which  is  now  in  legal  effect,  but  not  gen- 
erally accepted  or  utilized  by  applicants  themselves, 
or  practicing  physicians.  There  is  a great  oppor- 
tunity for  the  profession,  and  especially  the  hos- 
pitals, to  give  assistance  along  this  line,  by  pro- 
posing and  perfecting  a rational  method  of  institut- 
ing practical  training  with  six  months’  courses  un- 
der proper  supervision. 

It  appears  to  the  Committee  that  the  present  trend 
is  towards  a too  technical  nursing  training  and  the 
results  will  be  productive,  it  fears,  of  further  compli- 
cations and  hardships  to  both  patients  and  physi- 
cians generally,  for  the  output  may  be  poor  physi- 
cians, and  not  practical  nurses. 

Greater  co-operation  between  the  physicians  them- 
selves, especially  through  the  hospitals,  with  the 
nurses  in  their  endeavors,  must  be  effected,  and 
probably  one  of  the  first  innovations  in  this  State 
should  be  the  selection  of  one  or  more  physicians 
as  associate  members  of  the  State  Nurses’  Associa- 
tions Board  of  Examiners  or  of  its  executive  Com- 
mittee or  both,  which  is  in  effect,  to  some  degree, 
in  nearly  every  other  State  except  Virginia. 

The  nurses  have  been  active  and  zealous  in  their 
endeavors  to  organize  and  regulate  their  profession, 
but  since  their  work  is  so  closely  allied  to  that  of 
Medicine  and  is  but  one  unit  of  the  whole,  it  seems 
eminently  judicious  and  practically  necessary  that 
the  two  bodies  should  co-operate  in  all  their  plans 
and  methods  for  protecting  their  professions  and 
serving  the  public. 

No  more  important  problem  confronts  our  profes- 
sion today,  it  is  believed  by  the  Committee,  than  this 
matter  of  providing  for  a satisfactory  adjustment  of 
the  whole  nursing  situation  in  justice  to  all  people, 
as  well  as  the  nurses  and  physicians  themselves, 
and  the  medical  profession  is  earnestly  urged  to  do 
its  part  in  the  solution  of  this  problem. 

Consequently,  it  is  recommended  that  this  matter 
be  referred  to  the  recently  organized  Virginia  Hos- 
pital Association  for  study  and  suggestions  which 
shall  be  reported  to  the  Committee  on  Medical  Edu 
cation  and  Hospitals  for  action. 

Respectfully  submitted, 

J.  Axlison  Hodges,  Chairman. 

It  was  moved  and  seconded  that  this  report  be 
received  and  filed. 

Committee  on  Public  Health  and  Education:  Dr. 
R.  K-  Flannagan,  chairman,  presented  the  following 
report  and  it  was  ordered  that  this  be  received 
and  filed: 
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Report  of  Committee  on  Public  Health  and  Education 

The  committee  on  Public  Health  and  Education 
of  the  Medical  Society  of  Virginia  herewith  presents 
the  following  report: 

The  individual  members  ot  your  committee  live 
at  points  so  remote  from  each  other  that  it  has 
not  been  practicable  for  them  to  meet  in  confer- 
ence during  the  year.  However,  the  chairman  has 
from  time  to  time  communicated  with  the  members 
and  as  far  as  possible  secured  a unanimity  of  thought 
in  regard  to  the  subject  matter  of  this  report.  Wit.i 
their  approbation  he  has  written  to  the  secretaries 
of  the  Virginia  component  medical  societies,  enclos- 
ing the  resolutions  suggested  by  our  committee  and 
adopted  by  the  Virginia  Medical  Society  at  the  pas 
two  annual  meetings.  These  resolutions  as  you  know 
have  to  do  with  the  attitude  of  the  local  societies  to- 
wards public  health  work,  towards  quack  propaganda 
and  towards  physical  examination  of  apparently 
healthy  people — the  so-called  Life  Extension  plan. 

It  has  seemed  to  the  committe  that  its  best  func- 
tion this  year  would  be  to  stimulate  as  far  as  pos- 
sible the  medical  profession  through  the  local  so- 
cieties to  put  these  resolutions  into  effect. 

The  first  letter  written  last  April  brought  forth 
small  results,  so  far  as  we  know,  but  a second  re- 
cently sent  out  brought  encouraging  response,  the 
following  societies  having  taken  positive  action  in 
regard  to  the  resolutions:  The  Nansemond  County 
Medical  Society,  The  Pittslyvania-Danville  Medical 
Society,  The  Norfolk  County  Medical  Society,  The 
Accomac  Medical  Society,  the  Alexandria  Medical 
Society,  and  the  Mecklenburg  Medical  Society. 

Letters  have  been  received  from  officers  of  other 
societies,  expressing  approval  of  the  resolutions  and 
saying  that  they  are  now  being  considered'  by  com- 
mittees. While  this  response  is  not  large,  it  indi- 
cates to  your  committee  that  some  at  least  of  the 
more  actively  functioning  societies  are  prepared  to 
help  forward  the  great  progressive  movements  which 
have  originated  in  the  medical  profession,  namely, 
(1)  the  prevention  of  disease  through  public  health 
organization.  (2)  the  education  of  the  public  as  to 
medical  facts  through  well  considered  propaganda 
and,  (3)  the  lengthening  of  life  by  organized  group 
clinics.  ~ ij  | | 

The  committee  believes  that  for  the  immediate 
future  it  should  continue  to  stimulate  action  by  the 
societies  and  to  aid  them  as  far  as  lies  in  its  power 
to  carry  into  effect  the  resolutions  previously 
adopted.  It  will  during  the  coming  year  also  en- 
deavor to  secure  from  the  local  societies  reports  of 
progress  in  carrying  into  effect  the  work  under- 
taken. 

In  the  judgment  of  your  committe  no  nobler  or 
greater  task  lies  before  the  medical  profession  than 
that  comprehended  in  the  reduction  of  communi- 
cable disease.  That  this  may  be  done  each  group 
of  medical  men  should  have  its  full  part  in  extend- 
ing the  public  health  service  in  its  locality. 

No  greater  abuse  exists  today  than  the  self-seeking 
propaganda  of  the  mercenary  and  plausible  cultist 
who  through  every  avenue  of  publicity  impresses 
the  ignorant  and  half-trained  mind  with  his  mis- 
leading jargon  to  the  jeopardy  of  human  life  and  to 
the  discredit  of  scientific  medicine.  An  aggressive 
counter  move  by  the  profession  is,  we  believe  im- 
perative. 

No  greater  loss  is  sustained  by  the  State  than 
that  caused  by  the  premature  deaths  of  trained  and 
useful  men  in  the  prime  of  life.  The  early  diag- 
nosis of  the  inroads  of  disease  is  of  the  utmost  im- 
portance if  this  great  drain  upon  the  greatest  of 
natural  resources  is  to  be  checked. 

Your  resolutions  cover  these  three  points.  We 


urge  their  hearty  acceptance  by  all  medical  socie- 
ties and  their  ardent,  active  interest  in  putting  them 
into  effect.  To  this  end  we  would  be  pleased  if  the 
Medical  Society  of  Virginia  would  reiterate  its  en- 
dorsement of  the  resolutions  offered  bv  your  com- 
mittee and  adopted  at  the  1925  and  1926  sessions 
and  would  urge  upon  the  affiliated  societies  the  full- 
est co-operation  with  the  Public  Health  and  Educa- 
tion Committee  during  the  coming  year. 

Respectfully  submitted, 

Roy  K.  Flax  nag  an,  Chairman , 

C.  B.  Bowyer, 

Geo.  B Young, 

J.  H.  Hiden, 

Jas.  Morrison. 

Walter  Reed  Commission:  The  chairman,  Dr.  E. 
C.  S.  Taliaferro,  being  absent-  report  of  this  Com- 
mittee was  presented  by  Dr.  Clarence  Porter  Jones, 
who  also  showed  pictures  of  “Belroi”  before  and 
after  undergoing  renovat  on.  After  reading  this, 
he  stated  that  the  remodel  ng  of  Belroi  had  cost 
much  more  than  anticipated  and  for  this  reason  it 
was  necessary  to  collect  additional  funds  for  fencing 
and  for  remodeling  the  kitchen. 

Report  of  the  Walter  Reed  Memorial  Commission 

A New  National  Shrine 
On  Saturday,  October  15,  1927,  Belroi,  the  birth- 
place of  Walter  Reed,  was  opened  and  dedicated  as  a 
National  Shrine,  in  the  presence  of  his  w dow,  Mrs. 
Emelie  Lawrence  Reed;  his  son,  Col.  Walter  L. 
Reed,  U.  S.  A , and  his  daughter.  Miss  Blossom 
Reed,  s xty-slx  other  relatives  and  a throng  of  over 
three  thousand  people.  Many  made  the  p lgrimage 
from  far  off  lands.  The  United  States  Army  sent 


Belroi — birthplace  of  Dr.  Walter  Reed,  Gloucester  Co.,  Va. 


for  the  occasion  a large  fleet  of  Battle  Planes,  and 
the  famous  Thirty-fourth  Infantry  band. 

What’s  back  of  all  this? — the  writer  has  been 
asked.  First,  to  do  honor  to  a great  military  hero, — 
the  first  one  who  achieved  fame  for  saving  life! 
Second,  to  encourage  research.  Research  is  neces- 
sary for  the  world's  progress.  There  is  no  better 
way  to  encourage  research  than  to  tell  the  story  of 
Walter  Reed.  The  Commission  is  determined  that 
it  shall  be  told  in  every  school  room  in  America. 
It  will  kindle  the  young  hearts  with  fiery  zeal  to 
do  something  for  humanity  which  will  bring  forth 
a thousandfold. 

Walter  Reed  became  great  for  doing  the  simpler 
things  and  became  famous  for  doing  spectacular 
things:  his  promulgation  of  simple  health  truths  on 
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the  one  hand,  and  the  control  of  typhoid  and  his 
eradication  of  yellow  fever  on  the  other  hand.  The 
Great  Phys:cian  said,  “I  am  among  you  as  he  that 
serveth.”  Since  the  world  began,  men  have  become 
famous  for  their  military  achievements,  for  their 
oratory,  for  their  wit,  for  their  literary  attainments, 
for  their  political  triumphs,  for  their  inventive 
genius,  and  for  various  other  accomplishments,  but 
the  men  and  the  women  who  are  most  affectionately 
remembered  are  those  who  rendered  service  for  the 
sake  of  serving;  who  have  consecrated  their  talents, 
their  endeavors,  sometimes  their  lives  to  some  cause, 
or  some  discovery  for  the  good  of  mankind,  in  the 
spirit  of  unselfishness  and  with  no  thought  of  gain- 
ing fame  or  pecuniary  emolument. 

Such  a man  was  Walter  Reed.  No  man  in  all 
the  world  has  rendered  a more  valuable  service,  and 
no  man  has  rendered  service  in  a more  noble  spirit 
and  sacrifice.  He  was  born  in  the  humble  house  in 
Gloucester  County,  Virginia,  which  was  dedicated  as 
a shrine  to  commemorate  the  life  and  the  service 
of  the  man.  And  in  all  the  world  that  little  house 
and  the  man  who  was  born  therein  are  held  in 
sacred  reverence.  There  are  others  who  share  hon- 
ors with  Dr.  Reed, — the  twenty-five  “immortals,” 
who  offered  their  bodies  for  experimental  research 
in  the  yellow  fever  study,  including  Carroll,  Lazear, 
Cooke,  Kissenger,  Moran  and  Miss  Maass,  soldiers,  a 
civilian,  Spaniards  and  an  Englishman:  also  Agra- 
monte,  Gorgas,  Guiteras  and  Keen,  who  rendered 
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Belroi  restored  1927 — birthplace  of  Dr.  Walter  Reed,  Gloucester 
Co.,  Va. 

material  assistance.  Dr.  Lazear  and  Miss  Maass 
died,  as  well  as  two  Spaniards. 

America  has  no  roll  of  honor  more  noble  and  every 
name  should  live  in  history  with  the  name  of  Walter 
Reed. 

Walter  Reed’s  father  was  a minister  of  the  Gospel, 
a d'sciple  of  Him  who  said,  “I  am  among  you  as  he 
that  serveth.”  One  of  that  minister’s  sons  entered 
the  medical  profession,  the  other  the  ministry.  But 
both  learned  from  their  father  that  the  greatest 
man  in  the  Kingdom  of  God  is  he  who  renders  the 
greatest  unselfish  service;  and  the  ceremonies  in 
connection  with  the  dedication  of  Belroi  were  more 
impressive  and  peculiarly  impressive  because  the 
surviving  son  and  brother,  Rev.  James  C.  Reed,  D.  D., 
was  present  to  pronounce  the  benediction. 

The  birthplace  of  Walter  Reed  has  been  preserved 
as  a Shrine!  Westmoreland  has  its  Wakefield,  Al- 
bemarle its  Monticello,  and  Gloucester  its  Belroi. 

Clarence  Porter  Jones, 

Secretary. 


It  was  ordered  that  this  report  be  received  and 
filed. 

Committee  on  Memorial  to  Dr.  J.  P.  Mettauer: 
Dr.  Alex.  G.  Brown,  Jr.,  chairman,  presented  the 
following  report,  stating  that  the  committee  had  fin- 
ished its  work.  He  also  showed  a picture  of  the 
monument  which  had  been  placed  over  Dr.  Mettauer’s 
grave  and  stated  that  this  would  be  reproduced  in 
the  Virginia  Medical  Monthly.  (See  page  514). 

Report  of  Committee  on  Memorial  to 
John  Peter  Mettauer 

At  the  meeting  of  the  Society  at  Norfolk,  last 
year,  the  House  of  Delegates  appointed  a committee 
for  the  purpose  of  marking,  with  an  appropriate 
memorial,  the  unmarked  grave  of  that  distinguished 
Virginian,  pioneer  surgeon  and  physician,  Doctor 
John  Peter  Mettauer.  Drs.  J.  Allison  Hodges,  Paulus 
A.  Irving  and  Alex.  G.  Brown,  Jr.,  were  appointed  to 
carry  out  this  mission  and  three  hundred  dollars 
was  appropriated  to  defray  the  costs- 

A careful  consideration  was  given  the  general  sub- 
ject of  design.  It  was  thought  best,  every  phase  of 
the  matter  considered,  that  a memorial  head-stone 
over  the  grave  of  this  eminent  practitioner  was  the 
best  design  to  employ  and,  that  there  be  marked 
upon  it  the  name,  academic  and  professional  titles, 
birth  and  death  dates,  and  stated  “Erected  by  the 
Medical  Society  of  Virginia.”  This  idea  was  car- 
ried out  by  awarding  the  contract  for  Georgia  granite, 
dressed,  tomb-stone,  4 feet  tall  with  base  3 feet,  6 
inches  wide  and  1 foot,  6 inches  thick.  Dr.  Irving, 
living  in  Farmville,  kindly  supervised  the  work  and 
has  approved  the  finished  stone.  The  committee 
herewith  submits  a photograph  of  the  tribute  pa;d 
the  memory  of  a remarkable  fellow  practitioner,  by 
the  fellows  of  the  Medical  Society  of  Virginia. 

Respectfully  submitted, 

Alex.  G.  Brown,  Jr..  Chairman , 
Paulus  A.  Irving, 

J.  Allison  Hodges, 

Committee. 

It  was  moved  and  seconded  that  this  report  be 
received  and  filed. 

Upon  motion,  the  House  now  adjourned  to  meet 
at  9 o’clock,  Wednesday  morning,  October  the  19th. 

WEDNESDAY,  OCTOBER  19,  1927. 

The  meeting  of  the  House  of  Delegates  at  9 
o’clock,  October  19,  was  called  to  order  by  the  Presi- 
dent, Dr.  J.  Shelton  Horsley,  of  Richmond. 

The  business  of  receiving  reports  from  special 
committees  was  resumed. 

Committee  on  Scientific  Work:  The  chairman, 
Dr.  Charles  Phillips,  being  absent,  no  report  was 
presented,  but  it  was  stated  that  the  exhibits  on 
display  in  the  High  School  Building  would  speak 
for  the  work  of  this  Committee. 

Committee  on  Medical  Education:  The  chairman, 
Dr.  Stuart  McGuire,  was  absent  but  sent  a report, 
which  was  read  by  the  secretary  and  it  was  ordered 
that  it  be  received  and  filed. 

Report  of  the  Committee  on  Medical  Education  of 
the  Medical  Society  of  Virginia. 

Owing  to  the  fact  that  your  Committee  is  com- 
posed of  busy  men,  living  at  widely  separated  parts 
of  the  State,  no  meeting  has  been  held  during  the 
year,  and  the  only  action  taken  has  been  through 
correspondence.  This  condition  is  regrettable,  but 
in  the  opinion  of  your  chairman,  is  inevitable  unless 
the  future  Presidents  of  the  Society  follow  a differ- 
ent plan  in  naming  the  members  of  the  Committees 
they  are  authorized  to  appoint. 
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Photo  of  headstone  over  grave  of  Dr.  Mettauer,  erected  by  Medical  Society  of  Virginia. 


The  present  plan  is  to  give  representation  to  vari- 
ous parts  of  the  State  on  each  committee,  thus  mak- 
ing it  very  difficult  to  secure  a meeting.  Instead  of 
distributing  the  members  of  each  committee  over  the 
State,  it  would  be  better  to  distribute  the  committees 
themselves  among  the  geographical  divisions  of  the 
State.  If  one  committee  was  composed  of  members 
living  in  Tidewater  and  others  from  those  living  in 
Piedmont,  the  Valley  and  the  Southwest,  then  all 
parts  of  the  State  would  be  represented  and  full 
meetings  of  the  committee  could  be  secured  without 
undue  sacrifice  of  time  and  money. 

To  show  what  committees  on  Medical  Education 
of  other  States  are  now  doing,  the  following  is 
quoted  from  information  furnished  by  the  Council 
on  Medical  Education  of  the  American  Medical  As- 
sociation : 

New  York  reports  considerable  progress  with  post- 
graduate medical  education  all  over  the  State.  It 
gives  short  courses  and  lectures  on  many  subjects 
in  nearly  every  county.  Public  health  questions, 
such  as  diphtheria  are  stressed.  Courses  are  also 
given  in  Obstetrics,  pediatrics  and  Cardio-Renal  Dis- 
eases. 

Massachusetts  carries  on  this  work  through  the 
State  Society  by  means  of  addresses,  circulars,  cor- 


respondence and  other  legitimate  means.  Oppor- 
tunity is  sought  and  used  on  every  occasion  to  en- 
courage entrance  into  general  practice  and  discour- 
age short  cuts  to  spec'alties. 

Rhode  Island  has  been  doing  Radio  broadcasting 
and  giving  short  addresses  on  health  topics. 

Florida  has  done  some  very  constructive  work  in 
mak'ng  a survey  of  hospitals  relative  to  medical  edu- 
cation facilities. 

Texas  has  centered  on  her  medical  schools,  these 
offering  short  summer  courses  to  the  general  prac- 
titioners of  the  State. 

Colorado  is  giving  semi-annual  clinical  courses  at 
the  State  University  Medical  School  in  Denver. 

Minnesota  is  putting  on  a post-graduate  extension 
course  in  medicine,  is  organizing  a speaker’s  bureau 
and  a central  health  council  and  is  putting  on  a 
series  of  “health  days.” 

Wisconsin  is  looking  to  her  hospitals,  especially 
in  Madison  and  Milwaukee,  in  an  effort  to  provide 
more  adequate  hospital  facilities  for  medical  instruc- 
tion. 

Michigan  is  concerned  with  the  standardization  of 
a course  for  laboratory  technicians 

Kentucky' s efforts  are  bent  on  the  solution  of  the 
problem  of  the  country  practitioner. 
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Ohio  is  giving  one  week  annually  to  extensive  pro- 
grams of  instruction  in  her  District  Societies,  and 
reports  that  these  meetings  are  very  successful. 

Stuart  McGuire,  Chairman. 

Committee  to  Investigate  Training  of  Midwives 
in  Virginia:  The  following  report,  signed  by  all  the 
members  of  the  committee,  was  read  by  the  Secre- 
tary, in  the  absence  of  the  chairman,  Dr.  Greer 
Baughman: 

Report  of  Committee  to  Investigate  Training  of 
Midwives  in  Virginia 

The  Committee  for  the  Study  of  the  Midwife 
Situation  in  Virginia,  appointed  by  the  President, 
Dr.  J.  Shelton  Horsley,  wishes  herewith  to  make  the 
following  report: 

Of  the  2,449,950  people  that  live  in  the  State  of 
Virginia,  771,950  reside  in  cities  or  towns  of  one 
thousand  or  over,  leaving  1,678,000  to  live  in  small 
towns  and  in  the  country.  More  than  two  people 
live  in  the  country  of  the  State  of  Virginia  to  one 
in  the  large  towns  and  cities. 

The  area  covered  by  the  cities  and  towns  of  over 
one  thousand  is  approximately  464  square  miles, 
leaving  approximately  41,000  square  miles  for  the 
rest  of  the  State.  Sixteen  hundred  and  twenty-four 
doctors  live  in  cities  and  towns  of  over  1,000,  while 
807  supply  the  rest  of  the  State.  In  the  cities  and 
towns  there  is  one  doctor  to  469  people,  while  in 
the  country  there  is  one  doctor  to  2,079.  In  spite 
of  the  handicap  of  few  doctors  and  great  distances 
to  travel,  the  doctors  of  the  State  during  1926,  de- 
livered 68.2%  of  the  women,  while  the  midwives  ac- 
counted for  31.8%. 

In  view  of  the  above  statistics  and  other  condi- 
tions, it  seems  to  us  impractical  that  the  doctors  will 
be  able  to  deliver  all  of  the  women  in  the  State  at 
present,  so  we  recommend  as  follows: 

1.  We  regard  midwives  as  necessary  at  the  pres- 
ent time. 

2.  We  endorse  the  action  of  the  State  Board  of 
Health  in  decreasing  the  number  of  midwives  in  the 
State  from  nine  thousand  to  fewer  than  five  thou- 
sand. Only  1233  of  these  were  sufficiently  active  in 
1926  to  deliver  over  five  cases  during  the  year. 

3.  We  recommend  that  the  individual  members 
of  the  Medical  Society  of  Virginia  offer  their  per- 
sonal assistance  in  attempting  to  improve  the  edu- 
cation of  midwives. 

4.  We  endorse  the  action  of  the  State  Board  of 
Health  in  offering  instruction  to  pregnant  women, 
and  suggest  that  this  instruction  be  pushed  even 
more  vigorously. 

5.  We  suggest  the  establishment  in  various  sec- 
tions of  the  State,  preferably  in  general  or  private 
hospitals,  of  dispensaries  for  the  instruction  and 
examination  of  indigent  pregnant  women. 

6.  We  recommend  that  there  be  in  every  county 
of  the  State  a health  nurse,  part  of  whose  duties 
will  be  to  provide  competent  and  comprehensive  pre- 
natal instruction,  and  urge  that  the  doctors  in  each 
county  cooperate  in  securing  this  provision. 

7.  The  ideal  for  which  we  are  striving  is  that 
all  the  deliveries  in  the  State  should  be  under  the 
supervision  of  the  medical  profession  of  the  State. 

8.  The  medical  schools  should  be  responsible  for 
better  instruction  of  students  in  obstetrics,  and  for 
post-graduate  instruction. 

9.  The  State  Board  of  Health  should  be  responsi- 
ble for  distribution  of  literature;  and,  in  conjunc- 
tion with  the  local  medical  profession,  be  responsible 
for  mid  wives  as  long  as  they  are  needed;  and  be  re- 


sponsible for  instruction  of  the  public  as  to  the  need 
of  prenatal  care. 

L A.  Calkins,  University, 

H.  G.  middlekauff,  Weyers  Cave, 

H.  D.  Howe,  Hampton, 

W.  R.  Martin,  Charlotte  C.  H., 

J.  Bolling  Jones,  Petersburg, 

Mary  Evelyn  Brydon,  Richmond, 
Greek  Baughman,  Richmond, 
Committee  for  the  Study  of  the 
Midwife  Situation  in  Virginia. 

Dr.  J.  Bolling  Jones,  a member  of  the  committee, 
having  just  come  in,  was  asked  to  discuss  the  re- 
port. He  emphasized  the  importance  of  the  state- 
ments brought  out  in  the  report,  and  stated  that 
these  midwives  easily  caught  on  to  the  management 
of  cases  with  the  personal  assistance  given  them  by 
the  medical  profession.  He  urged  the  instruction  in 
prenatal  care. 

Dr.  E.  G.  Williams  stated  his  appreciation  for  the 
fine  report.  He  said  that  the  plan  of  the  State  Board 
of  Health  is  to  co-operate  with  the  physicians  and 
that  the  number  of  midwives  in  the  state  had  been 
reduced  from  9,000  to  2,500  by  trying  to  enforce  the 
registration  of  midwives  in  the  state 

Dr.  M.  T.  McCulloch  told  of  the  condition  in  his 
county  and  how  they  had  tried  to  train  the  midwives 
and  how  they  had  selected  four  out  of  eleven  mid- 
wives in  their  county  and  trained  them  and  urged 
them  to  be  registered.  The  others  seemed  unable 
to  be  trained. 

Dr.  Percy  Harris  stated  that  the  profession  needs 
to  co-operate  with  the  State  Board  of  Health  and 
it  is  up  to  the  individual  doctor  to  help  in  the 
clinics  and  put  himself  into  the  forefront  of  the  pro- 
fession. 

It  was  moved  and  seconded  that  this  report  be 
adopted. 

Dr.  J.  Warren  White,  Norfolk,  first  vice-president, 
here  took  the  chair  upon  request  of  the  president, 
who  had  to  leave  to  take  charge  of  the  general 
meeting. 

Committee  to  Investigate  the  Laboratory  Tech- 
nician Situation  in  Virginia:  Dr.  Charles  Phillips, 
chairman,  being  absent,  the  following  report  was 
given  by  the  Secretary: 

Report  of  Committee  to  Investigate  the  Laboratory 
Technician  Situation  in  Virginia 

The  special  committee,  appointed  to  study  the 
laboratory  situation  in  the  state,  has  carefully  gone 
into  the  matter  and  begs  to  report  as  follows: 

1st.  Present  Laboratory  Situation  in  Need  of 
Improvement. 

When  diagnostic  and  clinical  laboratories  were 
first  begun  this  work  was  almost  exclusively  in  the 
hands  of  physicians  who  had  specialized  in  labora- 
tory work.  Such  technicians  as  they  had  were  those 
whom  they,  themselves,  had  trained  and  trained 
very  carefully.  The  quality  of  work  done  in  these 
laboratories  was  usually  of  a very  high  grade,  but  the 
quantity  of  service  rendered  was  very  limited.  Such 
laboratories  were  located  only  in  the  larger  medical 
centers  and  the  general  practitioner  had  no  labora- 
tory facilities  that  he  could  call  upon.  There  are 
still  a few  laboratories  of  this  type  to  be  found  in 
the  larger  centers,  but  the  increased  demand  for 
laboratory  work  and  the  increased  knowledge  of 
laboratory  tests  on  the  part  of  the  physicians  has 
led  to  a great  multiplication  of  laboratories  during 
recent  years. 

It  is  now  generally  recognized  that  it  is  difficult 
to  carry  on  scientific  diagnostic  work  without  the 
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aid  of  a laboratory.  As  a result  of  this,  numerous 
laboratories  have  sprung  up  throughout  the  state. 
Practically  every  hospital  has  a laboratory  of  some 
type,  many  groups  of  physicians  have  a laboratory 
for  their  own  work,  and  even  a few  individual  phy- 
sicians maintain  a laboratory.  Most  of  the  cities  of 
the  state  have  a public  health  laboratory  in  addition. 
It  is  difficult  to  state  how  many  laboratories  there 
actually  are  in  the  State  of  Virginia,  but  the  number 
is  quite  large. 

As  a result  of  this  demand  a new  profession  has 
sprung  up,  that  of  the  laboratory  technician.  Un- 
fortunately, however,  this  work  is  not  yet  on  a sound 
professional  basis.  In  fact,  it  seems  that  almost 
anyone  who  wishes  may  call  himself  a laboratory 
technician  and  can  succeed  in  finding  employment 
somewhere.  In  many  instances  the  hospital  super- 
intendent employs  the  laboratory  technician  with- 
out consulting  any  member  of  the  medical  staff.  In 
our  opinion  the  hospital  superintendent  is  not  quali- 
fied to  select  a laboratory  technician  and  judge  of 
his  qualifications.  In  many  cases  the  technicians 
selected  are  grossly  incompetent  and  the  quality  of 
work  done  is  such  as  to  be  dangerously  misleading. 
Poor  laboratory  work  is  in  the  opinion  of  your  com- 
mittee worse  than  none,  as  its  results  cannot  be 
depended  upon.  The  committee  has  definite  knowl- 
edge of  facts  to  prove  these  statements. 

The  demand  for  laboratory  technicians  has  led  to 
the  establishment  of  numerous  quack  schools — 
schools  that  take  girls  out  of  high  schools  and  turn 
them  out  as  full-fledged  laboratory  technicians  in 
the  space  of  a few  months.  It  is  humanly  impossi- 
ble for  girls  trained  in  such  a manner  to  be  com- 
petent. 

2nd.  Establishment  of  Standing  ( amended  to 
“Special")  Laboratory  Committee. 

In  order  to  relieve  the  situation  outlined  above, 
it  is  recommended  that  the  Medical  Society  of  Vir- 
ginia establish  a standing  (amended  “special”)  Lab- 
oratory Committee,  the  duties  of  th:s  committee  to 
be: 

1st.  To  promote  adequate  training  for  laboratory 
technicians. 

2nd.  To  act  in  an  advisory  capacity  for  persons 
desiring  the  services  of  a laboratory  technician. 

3rd.  T raining  of  Laboratory  Technicians. 

As  suggested  above,  the  present  facilities  for  the 
training  of  laboratory  techn;c;ans  are  inadequate. 
It  is  recommended  that  the  Medical  College  of  Vir- 
gin'a  and  the  Medical  Department  of  the  University 
of  Virginia  be  urged  to  further  the  training  of  lab- 
oratory technicians  to  the  limit  of  their  ability.  It 
is  further  recommended  that  those  hospitals  main- 
taining well  equipped  laboratory  departments  in 
charge  of  a full  time  medical  pathologist  be  likewise 
urged  to  undertake  the  training  of  as  many  pupil 
technicians  as  they  are  equipped  to  handle. 

4th.  Minimum  Requirements  for  Technicians. 

The  committee  has  studied  this  phase  of  the  sub- 
ject but  does  not  yet  feel  prepared  to  make  definite 
recommendations.  It  would  be  advisable  for  the 
standing  (amended  “special”)  committee,  if  ap- 
pointed, to  continue  this  study 

5th.  Appropriation  for  Expenses. 

It  is  suggested  that  an  appropriation  be  made  to 
meet  the  incidental  expenses  of  the  standing 
(amended  to  “special”)  committee  previously  recom- 
mended not  to  exceed  $100. 

Respectfully  submitted, 

Charles  Phillips. 

Chairman. 


Dr.  K.  D.  Graves  was  of  the  opinion  that  it  would 
be  best  to  withhold  the  appropriation  of  $100.00  un- 
til the  matter  could  be  further  investigated. 

Dr.  P.  St.  L.  Moncure  stressed  the  importance  of 
this  work.  We  have  two  excellent  colleges  and  these 
people  have  got  to  be  educated  somewhere.  We  can 
handle  them  as  well  as  anybody  else.  We  ought  to 
have  some  recognized  place,  course,  and  standard 
where  they  can  be  taught  in  our  own  colleges.  He 
recommended  that  the  report  be  adopted. 

Dr.  P.  H.  Smith  stated  that  if  this  work  were 
given  to  a standing  committee  it  would  necessitate 
the  changing  of  the  by-laws  and  asked  if  a special 
committee  might  be  substituted  for  the  word  stand- 
ing in  the  report  as  read. 

This  receiving  a second,  the  report  was  adopted 
as  amended. 

Committee  ox  Revision  of  Medical  Practice  Act 
of  Virginia:  Dr.  J.  W.  Preston,  chairman,  presented 
his  report  as  follows: 

Report  of  Committee  on  Revision  of  Medical  Practice 
Act  of  Virginia 

To  the  Members  of  the  House  of  Delegates  of  the 
Medical  Society  of  Virginia: 

Your  Committee  to  which  you  have  delegated  a 
tentative  revision  of  the  Medical  Practice  Act  of  the 
State  wishes  to  report  that,  preliminary  to  its  work, 
it  requested  suggestions  and  advice  from  the  Legal 
Department  of  the  American  Medical  Association; 
obtained  copies  of  the  Practice  Acts  of  the  states 
which  seem  to  have  the  better  working  statutes; 
forwarded  questionnaires  to  the  Secretaries  of  the 
various  Examining  Boards  requesting  suggestions, 
and  in  addition  utilized  notes  which  had  from  time 
to  time  been  made  by  members  of  the  Examining 
Board  of  our  State. 

After  a careful  survey  as  above,  the  conclusion  of 
your  committee  is  that  while  the  Virginia  law  as  a 
whole  represents  a gradual  evolution,  through  amend- 
ments, from  an  early  beginning  and  as  a result  is 
not  altogether  well  worded  or  connected  and  per- 
haps in  certain  sections  not  altogether  as  clear  as 
might  be  desired,  it  is  comprehensive,  pointed,  and 
upon  the  whole  compares  most  favorably  with  the 
best  statutes  in  the  country 

Recognizing  therefore  the  dangers  incident  to  an 
attempt  to  reword  and  recast  the  entire  Act,  with 
a doubtful  gain,  the  complete  changes  which  the 
judgment  of  your  committee  would  suggest  are  few, 
and  the  amendments  proposed  and  here  presented 
are  only  such  as  experience  has  shown  to  be  needful, 
and  such  as  modern  usages  would  seem  to  require. 

Our  recommendations,  section  by  section,  are  as 
follows: 

Amendments  and  Changes  Recommended  by 
Committee. 

Section  1608.  Board  of  Medical  Examiners,  How 
Constituted.  Term  of  Office.—  (No  change.) 

Section  1609.  How  and  When  Appointed.— In  the 
10th  line  after  “and”  insert  “the  appointment.” 

Section  1610.  Oaths , Powers,  Meetings,  Rules  and 
Regulations. — (No  change.) 

Section  1611.  Preservation  of  Records. — (No 
change.) 

Section  1612.  Registration  of  Certificate;  Duties 
of  Clerks. — Twenty-third  line,  after  “such  certificate” 
insert  paragraph: 

“In  such  counties  and  cities  as  may  require  a 
yearly  license  issued  by  the  Commissioner  or  other 
officer,  it  shall  be  the  duty  of  said  Comm'ssioner  or 
other  officer,  to  require  the  licensee  to  furnish  a 
certified  statement  that  he  or  she  has  registered  his 
or  her  certificate  in  accordance  with  Section  1612, 
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and  in  the  absence  of  such  statement  it  shall  be 
unlawful  for  said  Commissioner  or  officer  to  issue 
a license.” 

Twenty-eighth  line:  Erase  “President”  and  in- 
sert “Secretary.” 

Thirty-first  line:  After  “any  clerk"  add  “or  Com- 
missioner or  other  officer.” 

Section  1613.  Verification  License;  Reciprocity ; 
Duplicate  Certificates—  T'wenty-second  line:  After 
“by  this  chapter,”  insert  “and  may  at  its  discretion 
issue  such  certificate  to  applicants  upon  endorse- 
ments of  Boards  of  states  with  which  reciprocal  re- 
lations have  not  been  established,  provided  creden- 
tials of  applicant  are  satisfactory,  and  provided 
further  that  his  or  her  school  of  graduation  and 
his  or  her  grades  be  deemed  fully  equal  to  those  re- 
quired by  the  Virginia  Board. 

The  Board  of  Medical  Examiners  may  accept  in 
lieu  of  its  own  examination  the  certificate  of  the 
National  Board  of  Medical  Examiners,  the  fee  for 
which  shall  be  the  same  as  that  required  for  re- 
ciprocity. 

Section  1614:  Violations,  Trials,  Powers  of  Board 
Refusing  Examination. — Twenty-seventh  line,  insert: 
The  State  Medical  Examining  Board  may  refuse  to 
admit  to  examination  or  reciprocity,  or  to  grant  a 
certificate  provided  for  in  this  chapter,  to  a person 
guilty  of  unprofessional,  dishonest,  or  immoral  con- 
duct, and  may  revoke  or  suspend  a certificate  for 
like  cause  or  causes. 

The  words  “Unprofessional  Conduct’’  as  used  in 
this  act  are  hereby  defined  to  mean  any  of  the  fol- 
lowing acts,  to-wit: 

(a)  No  change. 

- (b)  No  change. 

(c)  No  change. 

(d)  Insert  the  following:  Prescribing  or  dispens- 
ing morphine,  cocain,  or  other  narcotics  or  alcohol- 
ics with  intent  or  knowledge  that  same  shall  be 
used  otherwise  than  medicinally  or  with  intent  to 
evade  any  law  relative  to  the  sale,  use  or  disposition 
of  such  drug. 

(e)  All  advertising  of  medical  business  in  which 
grossly  improbable  or  extravagant  statements  are 
made,  or  which  have  a tendency  to  deceive  or  de- 
fraud the  public,  or  impose  upon  credulous  or  ig- 
norant persons,  or  in  which  mention  is  made  in 
such  advertisements  of  venereal  diseases,  diseases 
or  disorders  of  the  genito-urinary  organs  or  chronic 
ailments. 

(f)  Violation  of  Section  1639  of  the  Medical 
Practice  Act. 

(g)  Advertising  or  professing  to  treat  human  ail- 
ments under  a system  or  school  of  treatment  or  prac- 
tice other  than  that  for  which  he  or  she  holds  a 
certificate,  or  advertising  that  he  or  she  can  cure, 
or  treat  diseases  by  a secret  method  procedure, 
treatment  or  medicine. 

Section  1615:  Admission  to  Examination;  Power 
of  Board.  Eighth  line:  After  (a)  age  or  more,  add 
“and  who  has  not  at  any  time  been  guilty  of  un- 
professional conduct  as  defined  in  Section  1614.” 

(d)  Sixth  line:  Following  American  Medical  As- 
sociation, omit  “and.” 

Seventh  line:  Following  American  Institute  of 
Homeopathy,  add  “and  of  the  American  Osteopathic 
Association,”  respectively. 

(e)  Eighteenth  line:  After  “American  Medical 
Colleges,”  erase  “or”  and  insert  comma,  and  fol- 
lowing the  Institute  of  Homeopathy,  add  “or  the 
American  Osteopathic  Association,”  respectively. 

Section  1616:  Disposition  of  Funds;  Compensation 
of  Members  of  the  Board;  How  Paid. — (No  change.) 


Section  1617:  Conduct  of  Examinations. — (No 
change.) 

Section  1618:  Exemptions  from  Examination;  Ex- 
ceptions.— Tenth  line:  After  “credentials,”  add 

comma,  “the  fee  for  which  shall  be  the  same  as 
for  reciprocity.” 

Section  1619:  Definition  of  Chiropody. — (No 

change.) 

Section  1620:  How  Certificate  to  Practice  Chirop- 
ody Issued. — (No  change.) 

Section  1621:  Examination  of  Applicants  to  Prac- 
tice Chiropody. — (No  change.) 

Section  1622:  Definition  of  Practice  of  Medicine. 
Sixth  line:  Following  “or  gives  surgical  assistance,” 
insert  “Diagnoses  or  treats.” 

Section  1623:  Penalties. — Seventh  line:  Follow- 
ing “for  a term  of  not  exceeding  six  months”  add, 
“and  for  a second  offense  the  punishment  shall  be 
a fine  of  not  less  than  $50.00  or  more  than  $500.00 
and  imprisonment  of  not  less  than  thirty  days  nor 
more  than  one  hundred  and  eighty  days.” 

Section  1638:  Who  excluded  from  Nine  Preceding 
Sections. — (No  change.) 

Section  1639:  Division  of  Fees  Between  Physicians 
and  Surgeons  Prohibited;  Penalty. — (No  change.) 

A.  L.  Gray,  M.  D., 

T.  S.  Hewing,  M.  D., 

Lawrence  T.  Price,  M.  D., 

Philip  St.  L.  Moncure,  M.  D., 

J.  Bolling  Jones,  M.  D., 

J.  Shelton  Horsley,  M.  D., 

H.  U.  Stephenson,  M.  D., 

J.  Allison  Hodges,  M.  D., 

J.  W.  Preston,  M.  D , Chairman. 

(The  other  two  members  of  this  committee — Drs. 
Israel  Brown  and  Geo.  J.  Williams — were  unable  to 
attend  the  meeting). 

The  revisions  as  suggested  by  Dr.  Preston  and 
h;s  committee  received  a free  discussion  by  Dr.  G.  J. 
Tompkins,  Dr  Isaac  Peirce,  Dr.  J.  A.  Hodges,  Dr. 
P.  St.  L.  Moncure,  Dr.  F.  H.  Smith,  Dr.  M.  L.  Harris, 
Chairman  of  the  Judicial  Council  of  the  American 
Medical  Association  (upon  request  of  the  House  of 
Delegates),  and  Dr.  I.  C.  Harrison,  after  which  it 
was  moved  and  seconded  that  the  recommendations 
be  adopted. 

Upon  adoption  of  Dr.  Preston’s  report.  Dr.  P.  St. 
L.  Moncure  moved  that  the  Executive  Council  of  the 
State  Society  and  the  Secretary  of  the  Medical  Ex- 
amining Board  be  empowered  to  make  such  changes 
in  phraseology  of  this  report,  to  expend  such  funds, 
or  employ  such  counsel  as  they  may  deem  necessary 
in  order  to  put  in  proper  legal  form  the  report  of 
the  Committee  on  Revision  of  the  Present  Medical 
Practice  Act. 

Furthermore,  that  if  in  their  judgment  the  time 
seems  propitious,  the  legislative  committee  be  di- 
rected to  present  to  the  next  legislature  an  amend- 
ment to  the  present  Medical  Practice  Act  embodying 
this  report.  This  motion  was  seconded  and  adopted. 

Committee  on  Professional  Relations:  Dr.  L.  T. 
Price  reported  that,  in  accordance  with  the  resolu- 
tion adopted  at  the  last  annual  meeting,  he  became 
Chairman  of  the  Professional  Relations  Committee 
and  appointed  several  doctors  from  each  congres- 
sional district  to  assist  in  this  work.  He  stated 
that  he  had  reports  from  each  congressional  dis- 
trict except  the  first,  with  favorable  reports  from 
all  candidates  except  one,  who  proposes  to  offer  a 
bill  for  chiropractors.  He  stated  that  whoever  was 
to  succeed  him  should  follow  up  and  continue  this 
work  in  the  legislature.  The  report  was  ordered  re- 
ceived and  filed. 
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Under  new  business,  Dr.  Percy  Harris  presented 
the  following  resolution  from  the  Albemarle  County 
Medical  Society: 

The  Albemarle  County  Medical  Society  proposes 
the  follow. ng  resolutions: 

Be  it  Resolved:  That  the  Medical  Society  of  Vir- 
ginia request  the  State  and  County  Health  Boards, 
State  Institutions  and  County  Organizations  to  co- 
operate with  the  general  practitioner  of  both  the  City 
and  Rural  Districts.  That  these  physicians  be  given 
an  opportunity  to  do  the  professional  work  for  which 
they  are  equipped,  and  that  they  co-operate  with  the 
Boards,  and  that  when  patients  apply  for  assistance 
to  these  organizations  and  institutions,  they  must 
have  a certificate  from  their  family  physicians  say- 
ing that  they  are  worthy  and  financially  unable  to 
pay  for  needed  attention  before  receiving  treatment. 

Be  it  further  resolved:  That  the  Medical  Society 
of  Virginia  urge  that  all  State  Institutions  and 
County  Organizations  be  provided  w.th  competent 
social  service  departments. 

Be  it  further  resolved:  That  a copy  of  these 
resolutions  be  sent  to  each  Institution  and  County 
Organization  with  a request  for  the  enactment  of  the 
above  provisions. 

This  was  freely  discussed  by  Dr.  P.  St.  L.  Moncure, 
Dr.  Littleton  Davis,  Dr.  W.  W.  Wilkinson,  Dr.  Isaac 
Peirce,  Dr.  E.  G.  Williams  (upon  invitation),  Dr. 
W.  D.  Kendig,  Dr.  P.  E.  Tucker,  and  Dr.  J.  A.  Hodges, 
as  to  the  advantages  and  disadvantages  of  the  clin- 
ics throughout  the  state.  Dr.  E.  G.  Williams,  State 
Health  Commissioner,  explained  very  comprehen- 
sively the  relation  of  the  State  Health  Department 
to  the  individual  physician 

The  question  being  put  to  the  vote,  was  lost. 

Dr.  E.  P.  Tompkins  then  presented  the  following 
motion: 

Whereas,  The  birthplace  of  Dr.  Ephraim  Mc- 
Dowell, in  Rockbridge  County,  Virginia,  is  in  no 
way  marked,  and  its  identification  is  in  danger  of 
being  lost;  and  in  view  of  the  fame  of  Dr.  McDowell 
as  “the  Father  of  Abdominal  Surgery,”  it  is  emi- 
nently fitting  that  the  location  of  his  birth  be  pre- 
served to  posterity. 

Therefore.  Be  it  Resolved,  That  a sum  from  the 
treasury  of  the  Society,  not  to  exceed  $150.00,  be 
appropriated  for  the  purpose  of  a suitable  marker. 

The  motion  was  seconded  by  Dr.  McCulloch  and 
carried. 

The  chairman  appointed  a committee  composed 
of  Dr.  P.  St.  L.  I.Ioncure,  chairman,  and  Drs.  N.  G. 
Wilson  and  Charles  R.  Grandy,  to  look  over  some 
miscellaneous  correspondence  in  the  hands  of  the 
secretary  and  make  a report  on  same  at  the  Thurs- 
day morning  session. 

The  House  then  adjourned  to  meet  at  9 A.  M., 
Thursday,  October  20,  1927. 


THURSDAY,  OCTOBER  20,  1927. 

The  House  of  Delegates  of  the  Medical  Society  of 
Virginia  met  at  the  Petersburg  High  School,  Octo- 
ber 20,  1927,  at  9 A.  M.  The  meeting  was  called  to 
order  by  the  President,  Dr.  J.  Shelton  Horsley,  of 
Richmond. 

The  minutes  of  the  Tuesday  meeting  of  the  Execu- 
tive Council  were  read  as  follows: 

Report  of  Executive  Council. 

The  Executive  Council  of  the  Medical  Society  of 
Virginia  held  its  regular  meeting  in  Petersburg,  Vir- 
ginia, October  18,  1927,  at  3 P.  M.  The  meeting  was 


called  to  order  by  the  Chairman,  Dr.  L.  T.  Price. 
Present:  Dr.  Geo.  J.  Tompkins,  Dr.  Geo.  J.  Wil- 
liams, Dr.  I.  C.  Harrison,  Dr.  C.  B.  Bowyer,  Dr. 
M.  T.  McCulloch,  and  Dr.  J.  Shelton  Horsley,  Presi- 
dent. 

The  minutes  of  the  last  meeting  were  read  and 
accepted. 

The  chairman.  Dr.  Price,  made  the  following  state- 
ment covering  certain  activities  as  they  had  come 
to  his  attention  during  the  year: 

There  has  been  only  one  alleged  malpractice  suit 
to  handle,  and  that  was  of  Dr.  C.  A.  Simpson,  of 
Washington,  D.  C.,  Dr.  Simpson  having  been  sued 
for  $20,000.  This  was  settled  out  of  court  for 
$2,000.00.  There  is  a suit  pending  against  Dr.  T.  H. 
Worrell,  of  Mount  Airy,  N.  C.,  for  $25,000.00,  which 
has  been  set  for  April  2nd,  1928. 

The  Committee  on  Professional  Relations,  of  which 
I am  chairman,  has  continued  on  the  work  assigned, 
as  covered  in  resolutions  passed  at  Norfolk  meet- 
ing, and  we  have  secured  information  from  each  and 
every  candidate  for  election  to  the  General  Assembly, 
in  November. 

Certain  irregularities  in  the  practice  of  medicine 
have  been  dealt  with  from  time  to  time,  successfully 
obtaining  conviction  in  each  case. 

The  activities  of  the  chiropractors  have  been  in 
abeyance  but  it  appears  that  renewed  activities  are 
about  to  be  inaugurated,  and  I recommend  that  the 
chairman  of  the  Public  Policy  Committee  be  in- 
structed at  th  s session  to  keep  an  eye  to  the  situa- 
tion. 

Following  the  above  report,  the  Secretary-Treas- 
urer gave  a financial  report  for  the  nine  and  one- 
half  months  of  the  year.  This  is  given  in  report 
from  House  of  Delegates  on  Thursday  afternoon,  un- 
der General  Sessions. 

A communication  was  presented  from  the  Chair- 
man of  the  Committee  on  Scientific  Exhibits,  in 
which  it  was  requested  that  the  sum  of  $100  be  ap- 
propriated to  be  used  for  the  legitimate  expenses  of 
the  activities  of  this  committee,  within  its  discre- 
tion It  was  moved  that  $100.00  be  appropriated  for 
this  purpose  annually. 

Motion  was  made  by  Dr.  Kendig  and  seconded  by 
Dr.  Geo.  J.  Williams  to  increase  the  salary  of  the 
Secretary-Treasurer  to  $3,60(1.00  a year. 

There  being  no  further  business  the  meeting  ad- 
journed. 

Lawrence  T.  Price. 

Chairman. 

It  was  moved  and  seconded  that  these  be  adopted. 

The  President  announced  that  he  had  appointed  a 
committee  composed  of  Dr.  E.  P.  Tompkins,  chair- 
man, and  Drs.  O.  Hunter  McClung  and  M.  T Vaden 
to  arrange  for  the  placing  of  a bronze  tablet  on  the 
birthplace  of  Dr  Ephraim  McDowell,  in  Rockbridge 
County,  Virginia,  the  price  not  to  exceed  $150.00. 

A report  was  made  by  the  Correspondence  Com- 
mittee, composed  of  Dr.  P.  St.  L.  Moncure,  Dr.  N. 
G.  Wilson,  and  Dr.  Charles  R.  Grandy.  In  accord- 
ance with  their  recommendation,  a letter  from  the 
chairmart  of  the  Committee  on  Nurses  and  Nursing 
Education  of  the  American  Medical  Association,  with 
regard  to  the  relation  of  nursing  to  the  medical  pro- 
fession, was  referred  to  the  standing  committee  on 
Medical  Education  and  Hospitals.  The  committee 
further  suggested  the  endorsement  of  certain  recom- 
mendations embodied  in  a letter  from  the  secretary 
of  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  with  regard  to 
undertaking  “to  have  lectures  on  medical  ethics 
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made  a part  of  the  curriculum  in  every  approved 
medical  school.” 

It  was  adopted  by  a rising  vote  that  each  invited 
guest  at  this  meeting  be  sent  a letter  by  the  secre- 
tary, thanking  them  for  the  very  interesting  and 
helpful  papers  they  presented  our  Society. 

The  report  from  the  Nominating  Committee  was 
presented  by  its  chairman,  Dr.  John  0.  Boyd,  of 
Roanoke.  The  president  appointed  Dr.  M.  T.  McCul- 
loch and  Dr.  F.  H.  Smith  as  tellers  to  count  the 
votes  for  president,  and  Dr.  B.  L.  W.  Ferry  and  Dr. 
E.  P.  Tompkins  as  tellers  for  the  votes  of  president- 
elect. Nominations  for  president  were  Dr.  J.  W. 
Preston  and  Dr.  E.  L.  Kendig,  Dr.  Preston  being 
elected.  Nominations  for  president-elect  were  Dr. 
J.  Bolling  Jones,  Dr.  Murat  Willis  and  Dr.  Clarence 
Porter  Jones,  Dr.  J.  Bolling  Jones  being  elected. 
There  was  only  one  nomination  for  executive  secre- 
tary-treasurer, to  which  position  Miss  Agnes  Ed- 
wards was  re-elected. 

It  was  moved,  seconded  and  adopted  that,  as  the 
new  By-Laws  provide  for  councilors  from  the  even 
numbered  districts  to  be  elected  in  the  even  num- 
bered years,  and  several  councilors  from  these  dis- 
tricts had  completed  their  service  in  accordance 
with  the  old  By-Laws,  all  councilors  from  the  even 
numbered  districts  be  re-elected  for  a term  of  one 
year. 

The  following  were  elected  as  councilors  from  the 
odd  numbered  districts: 

1st — Dr.  R.  D.  Bates,  Newtown. 

3rd — Dr.  Lawrence  T.  Price,  Richmond. 

5th — Dr.  I.  C.  Harrison,  Danville. 

7th — Dr.  Hunter  H.  McGuire,  Winchester. 

9th — Dr.  C.  B.  Bowyer,  Stonega. 

In  the  absence  of  a vice-president,  the  President 
asked  Dr.  Lawrence  T.  Price,  chairman  of  the  Execu- 
tive Council,  to  take  the  chair,  as  he  had  to  leave 
to  preside  over  the  Scientific  Session. 

Dr.  Southgate  Leigh,  Norfolk,  was  re-elected  dele- 
gate from  the  Medical  Society  of  Virginia  to  the 
American  Medical  Association  for  a term  of  two 
years;  Dr.  Murat  Willis,  Richmond,  was  elected  to 
fill  the  unexpired  term  of  Dr.  Stuart  McGuire,  re- 
signed, and  Dr.  J.  W.  Preston,  Roanoke,  holds  over. 
Alternates  holding  over  are  Dr.  E.  C.  S.  Taliaferro, 
of  Norfolk,  and  Dr.  E.  G.  Williams,  of  Richmond. 

The  question  of  the  place  of  the  next  meeting  was 
then  discussed.  Dr.  I.  C.  Harrison  extended  a most 
cordial  invitation  from  Danville  and  invitations  were 
read  from  Virginia  Beach  and  the  management  of 
the  new  Chamberlin-Vanderbilt  Hotel,  now  being 
erected  at  Old  Point  Comfort.  Dr.  Southgate  Leigh 
urged  that  the  Society  meet  at  Cavalier  Hotel,  Vir- 
ginia Beach,  on  account  of  the  expense  incident  to 
entertaining  the  Society  in  the  smaller  cities.  After 
discussion,  the  question  was  put  to  the  vote  and  it 
was  decided  to  accept  the  invitation  from  Danville 
for  our  next  meeting.  Upon  motion,  duly  seconded, 
the  dates  were  set  as  October  16,  17  and  18,  1928. 

It  was  stated  that  the  General  Meeting  on  Wed- 
nesday adopted  a resolution  offered  by  Dr.  J.  Alli- 
son Hodges,  requesting  the  House  of  Delegates  to 
appoint  a committee  to  revise  the  recently  adopted 
Constitution  and  By-Laws.  Following  discussion 
by  Drs.  Southgate  Leigh,  W.  W.  Wilkinson,  John 
0.  Boyd,  Isaac  Peirce,  F.  H.  Smith,  Charles  R. 
Grandy  and  P.  St.  L.  Moncure,  a motion  was  made 
and  adopted  that  the  in-coming  president  should  ap- 
point a committee  of  three  for  this  work. 

A resolution  was  adopted  that  the  president  be 
requested  to  continue  the  committee  to  Investigate 
the  Training  of  Midwives  in  Virginia. 


Dr.  Charles  R.  Grandy  made  a motion  extending 
a vote  of  thanks  and  appreciation  to  the  Dinwiddie 
County  Medical  Society,  the  citizens  of  Petersburg 
and  the  Petersburg  High  School  for  the  many  cour- 
tesies and  delightful  entertainment  furnished  us 
at  this  meeting.  This  being  duly  seconded,  was 
adopted  by  rising  vote. 

Dr.  Southgate  Leigh  moved  that  the  president  be 
requested  to  appoint  committee  on  the  Study  of 
Cancer.  This  was  seconded  and  adopted. 

There  being  no  further  business,  the  meeting  ad- 
journed. 


The  Mid-Tidewater  Medical  Society 

Held  its  regular  quarterly  meeting  in  the 
Community  House  at  West  Point,  Va.,  October 
26,  Dr.  James  W.  Smith,  of  Hayes  Store,  pre- 
siding. Dr.  M.  H.  Harris,  West  Point,  was  at 
the  secretary’s  desk.  After  a business  session, 
Drs.  A.  W.  Lewis.  Ayletts,  E.  L.  W.  Ferry, 
Millers  Tavern,  and  R.  D.  Bates,  Newtown, 
delegates  to  the  Petersburg  meeting  of  the 
Medical  Society  of  Virginia,  gave  reports  on 
that  meeting.  Following  this,  Dr.  H.  F.  Hos- 
kins, of  Saluda,  presented  a paper  on  “The 
Preparation  and  Treatment  of  the  Expectant 
Mother”,  which  received  a very  general  dis- 
cussion. Following  the  morning  session,  Drs. 
M.  H.  Harris  and  W.  E.  Croxton,  of  West 
Point,  entertained  the  visitors  at  dinner.  At 
the  afternoon  session,  Dr.  E.  G.  Williams,  State 
Health  Commissioner,  spoke  to  the  Society  on 
“The  Physician  and  Public  Health  Work”. 
Following  this  talk,  the  Society  went  on  record 
as  endorsing  the  employment  of  sanitary  offi- 
cers for  each  county,  or  where  feasible,  the 
employment  of  such  officers  for  two  or  more 
counties. 

The  Mid-Tidewater  Society  is  composed  of 
the  seven  counties  of  Gloucester,  King  William. 
King  and  Queen,  Mathews,  Middlesex,  Essex 
and  York.  It  was  decided  to  invite  doctors  of 
Caroline  and  New  Kent  Counties  to  unite  with 
these  in  a nine-county  society. 

The  next  quarterly  meeting  will  be  held  in 
the  Court  House  at  Tappahannock,  on  the 
fourth  Wednesday  in  January,  1928. 

The  Accomack  Medical  Society 

Has  been  holding  numerous  interesting  meet- 
ings this  year,  under  the  presidency  of  Dr. 
Rooker  J.  White,  of  Keller.  Starting  last  De- 
cember with  the  annual  banquet  and  ladies’ 
night,  Dr.  White  has  been  holding  frequent 
meetings  which  have  seemed  to  inject  renewed 
interest  into  the  society.  Dr.  Fred  J.  Wamp- 
ler, of  the  local  health  unit,  has  been  elected 
an  honorary  member  of  the  society,  as  well  as 
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Dr.  James  H.  Lofland  and  Dr.  Edward  T. 
Mason.  During  the  year  the  society  has 
adopted  resolutions  sanctioning  the  report  of 
The  Public  Health  and  Education  Committee, 
adopted  by  the  Medical  Society  of  Virginia, 
October  1926.  Numerous  papers  and  informal 
discussions  have  been  heard : Dr.  R.  R.  Nevitte 
on  Nephritis;  Dr.  Jas.  C.  Doughty  an  abstract 
on  Skin  Lesions;  numerous  informal  discus- 
sions on  Abortion  and  Placenta  Previa ; Dr. 
J.  L.  Decormis  a paper  on  Insanity;  Dr.  J.  H. 
Ayres  on  “Ten  Favored  Drugs”;  Dr.  Fred  J. 
Wampler  on  “Old  Age  Deferred”;  Dr.  O.  R. 
Fletcher  on  Vaccines;  Dr.  J.  Fred  Edmonds 
abstracted  current  literature  on  Throat  Infec- 
tions. while  Dr.  J.  H.  Hiden  reported  on  Dr. 
Crile’s  Anoci  Association  theory. 

Resolutions  of  respect  were  read  on  the 
deaths  of  Dr.  John  E.  Mapp  and  Dr.  J.  T. 
B.  Hyslop. 

Dr.  R.  R.  Nevitte  was  appointed  delegate 
to  the  State  Societv  meeting  with  Dr.  J.  H. 
Ayres  as  alternate.  Mrs.  J.  L.  Decomis  and 
Mrs.  R.  R.  Nevitte  were  appointed  to  repre- 
sent the  society  at  the  meeting  of  the  Ladies’ 
Auxiliary  to  be  held  at  Petersburg. 

The  annual  election  of  officers  was  held  Oc- 
tober 10th  and  resulted  as  follows : Dr.  Charles 
Edward  Critcher,  New  Church,  President;  Dr. 
George  L.  Fosque,  Onaneock,  Vice-President: 
Dr.  John  W.  Robertson,  Onaneock.  Secretary- 
Treasurer  ( re-elected ) . 

The  society  passed  a resolution  compliment- 
ing Dr.  Rooker  J.  White  on  his  successful 
year’s  work  as  president,  and  expressed  its  ap- 
preciation of  his  efforts  to  make  the  Society 
more  interesting  to  its  members. 

John  W.  Robertson,  Sec'y. 

The  Pittsylvania  County  and  Danville  Medi- 
cal Society 

Held  its  regular  quarterly  meeting  in  Dan- 
ville, September  13th,  with  a good  attendance, 
Dr.  Charles  A.  Easley,  of  Chatham,  presiding. 
Two  invited  guests.  Dr.  J.  H.  Neff  and  Dr. 
J.  S.  Davis,  of  University,  Va.,  read  papers 
which  were  freely  discussed.  A resolution  was 
adopted  to  invite  the  Medical  Society  of  Vir- 
ginia to  hold  its  1928  meeting  in  Danville. 
(As  noted  elsewhere  in  this  issue,  the  invita- 
tion was  later  accepted  by  the  State  Society). 
The  next  meeting  of  this  society  will  be  held 
in  Danville,  December  12th.  Dr.  J.  A.  Haw- 
kins, Danville,  is  secretary  of  the  society. 

The  Mecklenburg  County  Medical  Society 
Met  at  La  Crosse,  early  in  October  with  a 


good  attendance  and  several  matters  of  inter- 
est were  discussed.  Dr.  W.  L.  Vann,  of  South 
Hill,  and  Dr.  B.  S Yancey,  of  Chase  City, 
were  elected  members.  Drs.  W.  W.  Wilkinson 
and  W.  T.  Dodd  w7ere  elected  delegate  and 
alternate,  respectively,  to  the  State  Society 
meeting  held  in  Petersburg  in  October.  Dr. 
W.  W.  Wilkinson.  La  Crosse,  was  re-elected 
pi'esident,  Dr.  C.  V.  Montgomery,  South  Hill, 
was  elected  vice-president,  and  Dr.  A.  T.  Finch, 
Chase  City,  secretary.  The  next  meeting  will 
be  held  in  Chase  City  in  April,  1928. 

The  Roanoke  Academy  of  Medicine, 

At  its  meeting  on  October  3rd,  elected  the 
following  officers  for  the  ensuing  year : Presi- 
dent, Dr.  J.  T.  McKinney,  vice-presidents,  Dr. 
George  S.  Hurt  and  Dr.  Fi’ed  E.  Hamlin; 
secretary-treasurer,  Dr.  H.  PI.  Wescott.  all  of 
Roanoke.  Dr.  G.  G Rhudy,  of  Roanoke,  was 
unanimously  elected  to  membership  at  this 
meeting. 

Woman’s  Auxiliary, Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 

To  the  Members  of  the  Auxiliary  and  Pros- 
pective Members. 

The  Auxiliary  to  the  Medical  Society  of 
Virginia,  held  its  fifth  annual  meeting  in 
Petersburg,  October  18.  19  and  20,  during  the 
session  of  the  State  Medical  Society,  with  the 
largest  attendance  in  its  history. 

The  opening  meeting  was  held  at  the  Peters- 
burg Country  Club  on  Tuesday,  with  a lovely 
luncheon  given  by  Mrs.  Edwin  J.  Nixon.  Presi- 
dent of  the  Auxiliary  to  the  Dinwiddie  County 
Medical  Society.  This  luncheon  was  in  honor 
of  the  Executive  Board  which  met  immediately 
afterwards,  with  the  President,  Mrs.  South- 
gate  Leigh,  presiding. 

Reports  were  heard  from  District  Chair- 
men and  County  Auxiliary  Presidents. 

One  County  reported  107  members  with 
sixty  subscriptions  to  Tlygeia. 

Recommendations  were  read  by  the  Presi- 
dent and  plans  were  made  for  the  year’s  work. 

Resolutions  were  adopted  on  the  death  of 
our  first  President,  Mrs.  R.  Lloyd  Williams. 
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The  general  session  was  held  at  the  Y.  M. 
C.  A.  on  Wednesday  morning. 

The  meeting  opened  with  an  invocation  by 
Rev.  J.  Edwin  Hemphill  and  a splendid  ad- 
dress of  welcome  by  Mrs.  W.  C.  Powell,  of 
Petersburg.  The  response  was  given  by  Mrs. 
Walter  J.  Adams,  of  Norfolk. 

Dr.  J.  Shelton  Horsley,  President  of  the 
Medical  Society  of  Virginia,  delivered  the 
principal  address  of  the  day,  followed  by  Dr. 
J.  Warren  White,  Vice-President,  Avhose  sub- 
ject was  “Advantages  of  an  Auxiliary  to  the 
Medical  Profession”.  “State  Health”  was  dis- 
cussed by  Col.  C.  R.  Keiley,  of  the  State 
Health  Department,  who  asked  each  member 
to  o-o  home  and  studv  health  conditions  in  her 

C 

County.  Dr.  Clarence  Porter  Jones  gave  the 
history  of  Dr.  Walter  Reed.  “Family  Social 
Work  and  Child  Welfare”  was  the  subject  of 
a talk  by  Miss  Helen  Story. 

A gavel  made  from  the  wood  supporting  the* 
Confederate  Tunnels  was  presented  to  the 
Auxiliary,  by  a young  son  of  the  owner,  with 
an  invitation  to  visit  the  Tunnels.  The  Presi- 
dent thanked  him  with  all  her  heart  and  said 
“I  feel  sure  this  gavel  will  lead  the  Auxiliary 
to  success  in  all  its  undertakings.” 

The  meeting  adjourned  at  one  o’clock  to  at- 
tend a lovely  luncheon  given  by  the  Woman’s 
Auxiliary  to  the  Dinwiddie  County  Medical 
Society.  This  was  a most  delightful  and  en- 
joyable affair.  Besides  songs  and  toasts  to 
“Our  Guests”,  “Our  President”,  “Our  Hus- 
bands” and  “Our  Chairman  of  Entertainment”, 
each  guest  was  presented  with  a beautiful  cor- 
sage, after  which  they  were  taken  for  a drive 
to  visit  a number  of  historical  points  of  inter- 
ests. 

Wednesday  evening  there  was  a beautiful 
reception  and  dance  given  at  the  Country 
Club,  with  a delicious  midnight  supper. 

Thursday  the  Auxiliary  convened  again  in 
the  Y.  M.  C.  A.  Dr.  Southgate  Leigh,  of  Nor- 
folk, gave  a talk  on  “Telling  the  True  Story 
of  Medicine  to  the  Public.” 

The  report  of  the  delegate  to  the  American 
Medical  Association,  Mrs.  F.  W.  Upshur,  of 
Richmond,  and  report  of  the  delegate  to  the 
Southern  Medical  Association,  Mrs.  W.  P. 
McDowell,  of  Norfolk,  were  both  greatly  en- 
joyed. 

After  the  “message”  brought  by  the  Presi- 
dent, the  meeting  was  devoted  to  business  and 
hearing  of  reports.  The  meeting  adjourned 


with  grateful  resolutions  of  thanks  to  the  splen- 
did women  of  Petersburg,  all  voting  a most 
enjoyable  time. 

A Fashion  Revue  was  held  for  the  ladies  in 
one  of  the  leading  stores  and  was  well  at- 
tended. 

Thursday  evening  was  devoted  to  a theatre 
party  given  by  the  Dinwiddie  County  Woman’s 
Auxiliary. 

Officers  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  Viriginia  are: 

President,  Mrs.  Southgate  Leigh,  Norfolk; 
president-elect,  Mrs.  F.  W.  Upshur,  Richmond; 
first  vice-president.  Mrs.  Edwin  J.  Nixon, 
Petersburg;  second  vice-president,  Mrs.  T.  J. 
Hughes,  Roanoke;  third  vice-president,  Mrs. 
Don  Peters,  Lynchburg;  secretary-treasurer, 
Mrs.  E.  F.  Truitt,  Norfolk;  State  Editor,  Miss 
Agnes  V.  Edwards,  Richmond. 

Standing  committees — Education  and  Pub- 
licity, Mrs.  T.  J.  Hughes,  Roanoke;  Ilygeia , 
Mrs.  Louis  Berlin,  Norfolk;  legislative,  Mrs. 
J.  W.  Preston,  Roanoke;  parliamentarian,  Mrs. 
R.  L.  Payne,  Sr.,  Norfolk;  State  organization, 
Mrs.  Fletcher  J.  Wright,  Petersburg,  with  Mrs. 
W.  C.  Powell,  Petersburg,  as  assistant  organ- 
izer. 

Some  of  auxiliaries  organized : Woman’s 
Auxiliary  to  the  Richmond  Academy  of  Medi- 
cine— President,  Mrs.  Francis  Whittle  Upshur, 
Richmond;  Woman’s  Auxiliary  to  Norfolk  and 
Princess  Anne  County  Medical  Society — presi- 
dent, Mrs.  Burnley  Lankford,  Norfolk ; 
Woman’s  Auxiliary  to  Lynchburg  and  Camp- 
bell County  Medical  Society — president,  Mrs. 
Musgrave  Howell,  Lynchburg;  Woman’s  Auxi- 
liary to  Rockbridge  County  Medical  Society — 
president,  Mrs.  F.  M.  Leech,  Lexington; 
Woman’s  Auxiliary  to  Danville  and  Pittsyl- 
vania County  Medical  Society — president,  Mrs. 
Lawrence  O.  Crumpler,  Danville;  Woman’s 
Auxiliary  to  the  Dinwiddie  County  Medical  So- 
ciety— president,  Mrs.  Edwin  J.  Nixon,  Peters- 
burg; Woman’s  Auxiliary  to  Botetourt  County 
Medical  Society — president,  Mrs.  E.  W.  Dodd, 
Buchanan;  Woman’s  Auxiliary  to  Warwick 
and  York  Counties  Medical  Society — presi- 
dent, Mrs.  J.  K.  Corss,  Newport  News. 

District  Chairmen — First  Distrist,  Mrs. 
Griffin  Hollond,  Eastville;  second  district,  Mrs. 
Walter  Adams,  Norfolk;  third  district,  Mrs. 
Fred  Hodges,  Richmond;  fourth  district,  Mrs. 
Fletcher  J.  Wright,  Petersburg;  fifth  district, 
Mrs.  J.  C.  Giles,  Danville;  sixth  district,  Mrs. 
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A.  W.  Terrell,  Lynchburg;  seventh  district, 
Mrs.  Hunter  McGuire,  Winchester ; eighth  dis- 
trict, Mrs.  H.  T.  Miller,  "Washington,  D.  C. ; 
ninth  district,  Mrs.  E.  G.  Gill,  Roanoke;  tenth 
district,  Mrs.  M.  T.  Vaden,  Buena  Vista. 


Correspondence 


Why  Young  Doctors  Should  Locate  in  the 
Country. 


Glen  Allen , Va., 
October  12,  1927. 

To  the  Editor: 

I was  prompted  to  write  this  article  in  re- 
sponse to  the  one  published  by  Dr.  W.  W. 
Kerns,  Bloxom,  Va.,  in  the  September,  1927, 
issue  of  the  Virginia  Medical  Monthly.  The 
subject  of  his  article  was  “Why  the  Young 
Physicians  Are  Not  Locating  in  The  Country.” 


This  article  is  not  intended  to  create  any 
feeling  against  Dr.  Kerns — or  any  of  the 
gentlemanly,  self-sacrificing  family  practi- 
tioners— but  to  correct  the  false  impression 
his  writing  will  create  and  place  the  blame 
for  bad  medical  conditions  where  it  belongs. 


“O  wad  some  Power  the  giftie  gie  us 
To  see  oursels  as  ithers  see  us!” 


The  old-time  family  practitioner  was  pic- 
turesque in  his  day,  and  I am  led  to  believe 
Dr.  Kerns  belongs  to  this  nearly  extinct  class 
of  doctors.  They  have  never  changed  with 
the  times.  Their  methods  of  dealing  with  the 
public  were  and  are  fine  for  the  people,  but  are 
d — n hard  on  the  younger  doctors.  Their 
kindness,  goodness,  and  self-sacrificing  have 
made  them  poorer  each  year  and  some  of  them 
bitter  in  their  old  age.  A young  doctor  settl- 
ing in  territory  dominated  by  them  finds  it 
very  hard  to  get  a start,  collect  what  he  earns 
and  maintain  the  respect  he  should  have  from 
the  people  at  large. 

This  condition  is  due  to  the  fact  that  they 
pet  and  pauperize  their  patients.  They  never 
take  a post-graduate  course  to  brush  up.  They 
never  take  a vacation  until  they  break  down. 
They  wear  themselves  out  serving  people  who 
receive  pay  according  to  the  scale  of  1927  and 
charge — I say  charge — the  same  fees  as  were 
in  vogue  in  1890.  They  are  often  careless  in 
making  their  charges.  Many  of  these  old 
practitioners  never  send  a bill  and  seemingly 
make  no  effort  to  collect  the  accounts  due  them, 
or  just  send  out  bills  every  six  or  twelve 


months.  I don't  know  whether  it  is  the  fear 
of  losing  practice,  carelessness,  or  a desire  to 
make  the  contrast  greater  between  them  and 
their  younger  competitors.  Nevertheless,  in 
any  locality  it  will  pay  the  doctor  at  all  times 
to  adopt  good  business  methods  in  handling 
his  accounts  and  dealing  with  his  patients,  al- 
lowance being  duly  made  for  charity  and  semi- 
charitv. 

The  country  needs  more  doctors.  Young 
doctors  want  good  places  to  begin  practice.  A 
young  doctor  before  settling  at  any  country 
place  should  consider  the  roads,  telephone 
service,  schools,  churches,  estimate  the  number 
of  people  in  a twelve-mile  radius,  railroads, 
telegraph  office,  and  be  in  fifty  miles  of  a good 
hospital.  If  possible  there  should  be  a few 
smoke-stacks  of  industries  in  this  twelve-mile 
radius,  and,  lastly,  determine  as  best  he  can  if 
there  is  an  opening  for  another  doctor  in  that 
territory.  He  should  drive  over  the  district  and 
ask  a few  persons  at  random  about  how  long 
they  have  to  wait  for  a doctor  after  calling 
one.  People,  country  people  in  particular,  de- 
light in  telling  about  and  calling  when  thejr 
are  sick  a doctor  who  makes  his  calls  promptly 
even  if  they  have  to  pay  him  more  and  on  the 
spot,  than  the  doctor  who  makes  some  of  them 
wait  until  the  next  day  and  he  wait  a year  for 
his  pay. 

There  are  plenty  of  good  locations  for  young 
doctors  in  the  country.  The  cream  of  the 
graduating  classes  of  medical  colleges  for  the 
past  thirty  years  have  located  in  the  cities  and 
have  taken  up  specialties.  Some  have  done 
well.  Others  are  paying  out  the  major  por- 
tion of  their  incomes  for  rent.  At  any  rate, 
they  have  kept  up  with  the  times.  They  have 
torn  down  the  old  fire-trap  buildings  used  as 
hospitals  and  have  built  them  up  again  and 
others  besides — modern  and  fireproof.  They 
have  advanced  themselves  equally  as  much 
along  social  and  new  medical  lines.  The  result 
is,  many  country  people  who  can  afford  it  are 
going  to  the  cities  for  diagnoses  and  treat- 
ment other  than  major  surgical  conditions. 
Many  of  these  people  would  not  leave  their 
homes  if  they  thought  thej^  could  be  properly 
diagnosed  and  treated  there.  The  country  doc- 
tor is  asleep  if  he  does  not  have  them  as  his 
patients.  If  they  need  special  treatment  or 
special  facilities  for  diagnosis  or  hospitali- 
zation he  should  direct  them  where  these 
things  can  best  be  had.  Before  doing  this. 
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however,  lie  should  exhaust  all  the  means  at 
his  command.  Many  practitioners  are  prone 
to  pass  along  their  cases  before  they  are  prop- 
erly studied  and  not  infrequently  these  pa- 
tients are  put  to  an  unnecessary  expense  for 
conditions  that  did  not  need  these  special 
things.  In  fact  one  should  do  a little  work 
and  thinking  in  the  country.  In  my  experi- 
ence more  medical  mistakes  come  from  care- 
lessness, laziness  and  a lack  of  thorough  exami- 
nation than  from  a lack  of  knowledge.  Of 
course,  the  one  best  way  in  any  labor,  business 
or  profession  to  make  more  is  to  earn  more.  It 
is  necessary  for  a general  practitioner,  even  a 
country  one  to  form  affiliation  and  keep  in 
contact  with  a good  group  of  specialists  and 
a good  hospital.  A general  practitioner  has 
all  kinds  of  cases  in  his  practice  and  for  the 
good  of  his  patients  and  himself  he  often 
must  have  help,  hospitalization  and  consulta- 
tion for  them.  Dr.  Kerns  knows  this,  I be- 
lieve, but  expresses  himself  only  in  terms  of 
comparison  of  fees. 

The  country  is  more  attractive  now  to  the 
young  doctor  than  it  ever  has  been  before.  We 
have  good  roads,  these  are  being  improved  as 
the  years  go  by,  the  best  radio  reception,  rural 
telephones,  the  automobile  and  electricity.  I 
have  every  convenience  in  my  home  and  office 
that  my  city  brother  has  and,  in  addition,  I 
have  fresh  fruits,  vegetables,  honey,  poultry, 
milk,  butter  and  eggs  raised  on  my  own  place, 
and,  lastly,  the  best  of  all,  a freedom  that  is 
found  only  in  the  country. 

Dr.  Kerns  feels  that  the  country  doctor  is 
not  paid  enough  and  the  surgeon  is  paid  too 
much.  Few  of  my  cases  are  ever  charged  over 
$150.00  by  the  surgeon  for  a major  operation. 
The  $500.00  cases  are  “rare  birds”.  A surgeon 
to  operate  and  a specialist  to  treat  my  pay 
cases  must  look  after  my  charity  cases  for 
nothing.  If  they  are  able  to  pay  hospital 
bills  only,  neither  the  surgeon  nor  the  specialist 
renders  a bill.  If  they  can  not  pay  anything 
I send  them  to  the  State  institutions.  Dr. 
Kerns  says  he  makes  a night  call,  usually  driv- 
ing an  average  of  five  miles  each  way,  diag- 
noses the  case,  sends  the  case  to  the  hospital; 
from  half  of  the  cases  he  collects  $5.00  and 
the  surgeon  collects  from  $50.00  to  $500.00. 
The  reason  he  does  not  get  more  is  his  own 
fault.  If  I had  a patient  able  to  pay  a sur- 
geon $500.00  or  even  $100.00  for  an  operation, 
I woiddn't  make  a night  call  to  him  for  $5.00 


I would  charge  him  $7.50  to  $10.00  for  the  call 
if  it  be  at  night,  relieve  the  patient,  determine 
if  a hospital  case  or  not  and  if  so  arrange  by 
’phone  for  a place  in  hospital,  take  the  pa- 
tient to  the  hospital  at  once,  or  next  morn- 
ing, depending  on  the  urgency  of  the  case  and 
charge  for  my  time,  services  and  expense  in- 
curred. During  the  time  the  patient  is  in  the 
hospital  I have  the  family  come  to  me  at  my 
office  hours  to  find  out  how  the  patient  is 
getting  on  and  I get  the  patient  away' from 
the  hospital  as  soon  as  he  or  she  can  be  moved 
with  safety,  and  treat  the  patient  afterwards. 

Dr.  Kern’s  $5.00  night  call  fees  remind  me 
of  the  story  where  a doctor  and  his  car  were 
used  as  a complete  taxi  on  a fake  call  because 
his  charges  were  less  than  for  a fare.  When 
a doctor  charges  less  for  calls  than  a taxi 
driver  does  for  fares,  he  should  go  into  the 
taxi  business,  for  his  medical  training  is  use- 
less to  himself  and  he  is  giving  his  services 
away.  Another  common  mistake  is  when  the 
doctor  does  not  demand  cash  for  single  call 
cases  that  can  be  paid  as  easily  one  time  as 
another. 

Now,  to  talk  of  fee-splitting.  That  is  absurd, 
mean,  little  and  would  react  to  the  patients’ 
disadvantage  if  practiced.  What  self-respect- 
ing doctor  would  accept  a fee  for  something 
he  did  not  do?  I do  not  doubt  that  if  fee- 
splitting were  in  vogue  state  medicine  would 
be  next.  A surgeon  acting  as  partner  and 
operating  for  say  fifty  doctors,  meaning  fifty 
partnerships,  paying  out  unearned  money 
would  charge  by  necessity  50  to  100  per  cent 
more  for  his  operation,  and  the  patient  would 
have  to  pay  it.  Surgeons  that  do  my  operat- 
ing are  the  type  of  men  that  live  and  let  live. 
I know  my  patients’  financial  condition  better 
than  anyone  else  and  I see  that  the  surgeon 
and  the  specialist  do  not  work  a hardship  by 
overcharging;  neither  do  I allow  my  patients 
to  impose  on  them.  The  doctor  can  render 
valuable  service  bv  seeing  that  all — the  patient, 
surgeon,  specialist  and  himself — get  a square 
deal  and  in  this  way  keep  all  satisfied  and  en- 
hance his  services,  but  he  should  charge  to 
and  collect  his  pay  from  the  patient  direct. 

After  you  have  diagnosed  your  surgical  case 
it  is  very  comforting  to  the  patient  to  have 
you  go  with  him  or  her  to  the  hospital,  stand 
by  them  when  they  are  going  under  the  anaes- 
thetic, go  to  the  family  representatives  in  hos- 
pital waiting-room  and  explain  the  case  to 
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them,  reassure  them  if  all  is  well,  warn  them 
if  the  skies  are  gloomy,  later  talk  to  the 
surgeon  about  the  case,  compare  your  clinical 
picture  to  the  surgical  findings.  All  this  helps 
to  make  us  better  doctors. 

Dr.  Kerns  intimates  that  the  State  Board  of 
Health  is  taking  from  the  country  practition- 
ers some  of  his  practice.  I wish  to  point  out 
briefly  some  of  the  many  advantages  of  the 
State  Board  of  Health  and  the  County  Health 
Unit. 

First — They  relieve  us  of  many  of  the  dis- 
agreeable experiences  connected  with  the  en- 
forcements of  quarantine. 

Second — They  give  free  consultations  in  any 
case  in  question  of  communicable  diseases. 

Third — They  assume  responsibility  for  vac- 
cination against  smallpox  and  of  school  chil- 
dren, etc. 

Fourth — They  take  entire  responsibility  for 
treatment  and  hospitalization  of  smallpox 
cases,  etc. 

Fifth — They  render  invaluable  services  to 
us  and  our  patients  through  the  free  use  of  the 
State  laboratory. 

Sixth — They  control  the  “grannies”,  both 
white  and  black. 

Seventh — They  sell  us  serums  at  cost. 

By  state  law  we  are  paid  up  to  $100.00  per 
case  for  immunizing  treatment  of  persons  bit- 
ten by  rabid  animals. 

The  workmen’s  compensation  law  is  of  great 
benefit  to  the  employees  and  to  the  doctors. 

I am  proud  of  our  State  Board  of  Health 
and  County  Health  Units. 

All  doctors  have  to  report  deaths,  births 
and  communicable  diseases  that  occur  in  their 
practices  but  more  leniency  seems  to  be  shown 
the  country  doctor  in  making  these  reports 
than  those  that  live  in  the  city. 

If  a young  doctor  locates  in  the  country  and 
“decently  starves”  it  is  his  own  fault.  If  he 
is  a hustler  and  does  not  make  at  least  $10,- 
000.00  a year,  he  is  either  a poor  doctor  or  a 
sorry  business  man,  or  should  change  his  lo- 
cation. If  he  is  a poor  doctor,  he  should  go 
back  to  medical  school  awhile.  If  he  is  lazy, 
he  should  get  a commission  in  the  Medical 
Corps  of  the  U.  S.  Army  and  resign  when 
the  United  States  declares  war.  If  his  location 
is  poor,  he  should  change  it.  If  he  can  not 
find  any  other  place,  he  might  go  up  into  the 
New  England  states  where  they  are  offering 
a doctor  $2,500.00  a year  just  to  locate  and 


all  he  makes  extra.  If  he  is  a poor  business 
man,  he  should  read  the  “Business  Side  of 
the  Practice  of  Medicine”  by  the  writer,  as 
published  in  February,  1926,  issue  of  Virginia 
Medical  Monthly,  present  himself  to  the  re- 
ceiving teller  every  Monday  morning  and  con- 
sult the  cashier  before  he  invests. 

My  opinion  is  that  a man’s  success  depends 
on  himself  mostly,  and  the  young  doctor  that 
settles  in  the  country  and  starves  would  prob- 
ably be  a dishwasher  if  he  settled  in  the  city. 

I invite  anyone  to  my  office  and  home  in 
the  country  and  will  show  my  accumulations 
and  demonstrate  my  methods.  It  works. 

Do  not  pity  the  country  doctor  but  more  of 
you  younger  doctors  come  and  locate  in  the 
country  and  let  us  endeavor  to  keep  country 
medical  conditions  abreast  with  the  times. 

Alexander  McLeod,  M.  D. 


Gloucester  Doctors  Interested  in  Preventive 

Medicine. 

October  6,  1927. 

To  the  Editor: 

I read  in  the  recent  number  of  the  Monthly 
the  article  by  Dr.  W.  W.  Kerns.  This  letter 
hardly  represents  the  sentiments  of  the  aver- 
age practitioner  in  Virginia. 

I enclose  copy  of  a letter  from  Dr.  James 
W.  Smith,  of  Gloucester  County  which  I think 
much  more  nearly  expresses  the  sentiments  of 
our  doctors.  I would,  therefore,  appreciate 
your  printing  it. 

Ennion  G-  Williams, 
State  Health  Commissioner. 


Hayes  Store,  Va., 
Sept.  27,  1927. 

Da.  Ennion  G.  Williams, 

Richmond,  Virginia. 

Dear  Doctor: 

I just  ran  across  a letter  received  in  August,  1927, 
from  Dr.  Horsley,  regarding  the  Medical  Profession 
of  Virginia  and  State  Medicine.  But  I don’t  think 
this  letter  applies  to  our  profession  in  Gloucester, 
for  we  have  always  taken  the  initiative  in  preventive 
medicine  in  Gloucester. 

Over  three  years  ago  I went  before  the  Board  of 
Supervisors  of  Gloucester  County  and  asked  them  to 
pay  for  giving  toxin-antitoxin  to  about  three  hun- 
dred children  in  the  lower  part  of  the  county  where 
diphtheria  was  so  prevalent  and  had  been  for  years, 
which  they  consented  to  do,  and  we  gave  it  to  the 
children.  I think  we  were  almost  pioneers  in  giving 
it  to  so  many  children  at  one  time,  although  we 
didn’t  get  any  write-up  about  it. 

I gave  the  first  dose  of  typhoid  serum  that  was 
given  in  this  county.  When  I came  here  in  1911, 
typhoid,  malaria  and  diphtheria  kept  a doctor  on 
the  go  night  and  day.  And  now  a doctor  would 
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starve  if  he  had  to  depend  on  these  diseases  for 
practice.  It  wasn’t  but  one  thin?  to  do,  and  that 
was  cut  disease  down  and  ra  se  the  fees.  When  I 
came  here,  office  calls  were  50c,  day  visits  $1  00  to 
$2.00,  n ght  visits  $2.00,  obstetrical  fees  $5  00  to 
$10.00,  but  mostly  $5.00. 

Today  our  fees  are,  office  $2.00,  day  visits  $3.00, 
night  visits  $6.00,  obstetrical  $25.00  to  $50.00;  and 
sickness  is  so  little  that  one  doctor  can  attend  to 
half  the  county. 

All  four  of  the  white  doctors  attended  the  Ameri- 
can Medical  Association  in  Washington.  All  four 
of  the  white  doctors  took  vacations  this  summer 
from  one  week  to  two  weeks. 

This  spring  I got  to  work  and  lined  up  the  doc- 
tors of  seven  counties  and  we  formed  the  Mid-Tide- 
water Medical  Society.  We  have  a membership  of 
twenty-one  doctors  and  are  having  some  good  meet- 
ings. Dr.  Harris,  of  West  Point,  is  the  Secretary 
and  I am  the  President.  Our  next  meeting  is  in 
West  Point,  on  the  26tli  of  October.  We  would  be 
glad  for  you  to  come  down  and  meet  a whole  lot  of 
pure  country  doctors.  If  you  think  you  could  come, 
please  let  Dr.  Harris  or  me  know. 

My  next  year’s  work  will  be  trying,  with  your  help, 
to  get  a sanitary  toilet  at  every  home  in  Gloucester. 
This  is  a crying  need  all  over  the  county.  There 
is  not  one  home  in  one  hundred  so  equipped,  I 
think.  With  your  help  I can  bring  it  up  before  the 
doctors  of  seven  counties. 

Don’t  you  know  I heard  you  over  W.  R.  V.  A. 
sometime  ago  say  that  Moses  commanded  every  Jew 
to  dig  a hole  and  to  bury  the  refuse  from  his  body? 

Hoping  to  see  you  in  Petersburg,  I am. 

Very  truly, 

James  W.  Smith. 

Walter  Reed  Memorial  Commission  Makes 

an  Appeal. 

Newport  News,  Va., 

Nov.  1,  1927. 

To  the  Readers  of  the  Virginia  Medical 

Monthly : 

The  Walter  Reed  Memorial  Commission  is 
in  need  of  $800  balance  to  pay  the  contractor 
for  the  restoration  of  Belroi,  Gloucester 
County,  Virginia,  the  birthplace  of  Walter 
Reed. 

The  property  has  been  purchased  and  paid 
for ; the  deed  is  recorded ; the  property  is  being 
held  by  the  commission  for  the  Medical  Society 
of  Virginia. 

The  work  of  restoration  of  the  house,  which 
was  in  a wretched  state  of  decay,  is  finished 
and  the  house  has  been  opened  to  the  public. 
There  remains  to  be  erected  a fence  around 
the  property,  also  the  rebuilding  of  the  log 
kitchen,  for  which  $1,500  will  be  needed. 

Arrangements  will  be  made  to  send  each 
person  who  contributes  as  much  as  five  dollars, 
free  of  charge,  a piece  of  wood  taken  from 
the  building,  together  with  a small  photograph 
of  the  premises. 

Please  make  your  check  as  large  as  possible, 


payable  to  the  Walter  Reed  Memorial  Com- 
mission, and  mail  to  the  undersigned  promptly. 

Clarence  Porter  Jones, 

Secretary  and  Treasurer. 


Bibliotheca  Obstetrica 

Francois  Mauriceau. 

Mauriceau  (Francois)  [1637-1709].  Traite 
des  maladies  des  femmes  grosses,  et  de  celles 
qui  sont  accouchees;  enseignant  la  bonne  et 
veritable  methode  pour  bien  aider  les  femmes 
en  leurs  accouchemens  naturels,  et  les  moyens 
de  remedier  a tous  ceux  qui  sont  contre  nature, 
et  aux  indispositions  des  enfans  nouveaunes; 
avec  une  description  tres-exacte  de  toutes  les 
parties  de  la  femme  qui  servent  a la  genera- 
tion; le  tout  accompagne  de  plusieurs  figures 
convenables  au  sujeet.  Ouvrage  tres-utile,  aux 
chirurgiens,  et  necessaire  a toutes  les  sages- 
femmes,  pour  apprendre  a bien  pratiquer  l’art 
des  accouchemens.  6 edition,  corrigee  par 
1 'auteur,  et  augmentee  de  plusieurs  nouvelles 
figures,  et  de  beaucoup  d’observations  tres- 
considerables,  avec  des  aphorismes  qui  contien- 
nent  tous  les  principaux  preceptes  de  Part.  2 
v.  5 p.  1.,  555  pp.,  12  1.,  2 p.  1.,  572  pp.,  6 
1.4°.  Paris , par  la  Compagnie  des  librarires 
associez , 1721-8. 

Title  of  second  volume : Observations  sur 
la  grossesse  et  l’accouchement  des  femmes,  et 
sur  leurs  maladies  et  celles  des  enfants  nouve- 
aux-nez;  en  chacune  desquelles  les  causes  et  les 
raisons  des  principaux  evenemens  sont  decrites 
et  expliquees.  Nouv.  ed. 

Dernieres  observations  sur  les  maladies  des 
femmes  grosses  et  accouchees.  77  pp.  4°  Paris. 
Compagnie  des  librares  associez , 1715.  Bound 
with  his:  Observations  sur  la  grossesse  et 
l’accouchment  des  femmes,  etc. 

For  Biography , see  Robb  (H.)  The  writ- 
ings of  Mauriceau.  Johns  Hopkins  Hosp.  Bull., 
1895,  v,  51-5T,  1 pi. 


Case  xxvi  is  perhaps  the  first  account  of  a 
forceps  operation.  Dr.  Hugh  Chamberlen 
(1630-1706)  had  been  in  Paris  six  months  try- 
ing to  sell  the  family  secret;  the  invention  of 
his  great-uncle,  Peter  Chamberlen,  Sr.  to  M. 
le  premier  Medicin  du  Roy  for  10,000  ecus. 
Mauriceau  had  in  his  care  a very  small  woman 
who  had  been  in  labor  8 days  and  whom  he 
was  unable  to  deliver.  Her  pelvis  was  so  small 
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des  "Femmes  3 & fur  tears  maladies:  '23 


Observation  XXVI. 

jyunc  femme  qui  mourut  avec  fon  enfant  dans  le  ventre  , qui  nett 
put  jamais  eftre  tire  par  un  Medecin  Anglois  qui  ai  o:t 
ehtrepris  de  C accoucher . 

LE  19.  Aouft  1670.  j’ayvuune  petite  femme  ageedc  38.  any, 
qui.  etoit  en  travail  de  Ton  premier  enfant  depuis  huit  jours, 
fes  eaux  s’etant  ecoulees  des  le  premier  jour  quelle  avoir  com- 
mence a fe  trouver  mal,  fans  prefque  aucune  dilatation  de  la 
matrice.  Etant  reftee  en  cet  etat  jufques  au  quatriecne  jour  , 
je  fus  mande  pour  en  dire  mon  fentiment  a fa  Sagefcmme,  a la- 
quelle  je  confeillay  de  la  faire  faigner  &c  au  cas  quelafaignee 
nc  produifift  pas  le  boneffet  que  Ton-en  pouvoit  efperer,deluy 
faire  prendre  l’infufion  de  deux  drachmes  de  fene  , pour  luy  pro- 
voquer  les  douleurs  qu’elle  n’avoit  point  ; ce  qui  fut  fait  le  jour 
fuivant  j&reuffitafTez  bien,  ceremedeltiy  ayant  excite  des  dou- 
leurs qui  dilaterent  la  matrice  autant  qu’il  etoit  pcffible.  Nean- 
moins  pour  tout  cela  elle  ne  put  jamais  aceoucher , & fon  enfant 
qui  venoit  la  tefte  dev  ant,  mais  la  face  en  deffus,  refta  tou jours  au 
meme  lieu, fans  pouvoir  avancer  au  paffage,  que  cette  femme, qui 
etoit  tres-petite  , avoir  tellement  etroit,  & les  os  qui  le  formenc 
fi  ferrez  & proches  Tun  de  1’autre , & l’os  du  croupion  fi  recourbe 
en  dedans , qu’il  me  fut  entierement  impoffible  d’y  introduire 
ma  main  pour  l’accouchcr , quoy  que  je  l’aye  aflez  petite,  lorfque 
je  fus  mande  pour  luy  donner  ce  fecours,  trois  jours  enfuite  de  la 
premiere  fois  que  jel’avois  vue;  de  forte  qu’y  ayant  tache  inu- 
tilemertii  ne  me  fut  pas  poffible  d’en  venir  a bout  , ne  pouvant 
introduire  ma  main  qu’avec  un  extreme-effort,  a caufcde  1’etroi- 
teffe  du  paffage  d’entre  les  os  , & l’ayant  introduire  elle  fe  trou- 
voit  fi  ferree  , qu’ii  m’etoit  impoffible  d’en  remuer  leulement  les 
doigts,  &:  de  la  faire  avancer  alfez  pour  pouvoir  conduire  un  cro- 
chet avec  furete,  afin  d’en  tirer  cet  enfant , qui  etoit  mort  de- 
puis pres  de  quatre  jours,  fuivant  l’apparence ; ce  qu’ayant  effaye 
je  declaray  1’impollibilite  d’accoucher  cette  femme  a tousles  af- 
fiftans , qui  en  etant  bien  perfuadez  , me prierent  de  luy  tirer  fon 
enfont  du  ventre  par  foperationCefariennefaquelle  jene  voulus 
pasentreprendre,fjachant  bien  qu’elle  eft  toujours  tres-certaine- 
■ inent  mortelle  a la  mere,  Mais  apres  que  j’eus  laiffe  cette  fern- 


The  first  page  of  the  description  of  the  Mauriceau-Chamberlen  case.  From  a copy  in  the  library  of  the 

Johnston-Willis  Hospital,  Richmond. 
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that  he  could  introduce  his  hand  only  with 
great  difficulty  and  then  was  unable  to  adjust 
a chrochet.  Cesarian  section  was  considered 
to  be  almost  certainly  fatal.  Dr.  Chamberlen 
offered  to  deliver  this  woman  in  less  than  15 
minutes  and  Mauriceau  consented  to  his  try- 
ing his  skill  (and  instrument).  After  three 
hours  of  strenuous  efforts  Chamberlen  had  to 
confess  his  inability  to  deliver  the  woman. 
The  woman  died  24  hours  later  and,  at  autopsy, 
Mauriceau  found  a badly  lacerated  cervix  (la 
matrice  toute  dechiree  and  percee  en  plusieurs 
endroits  par  les  instruments  dont  ce  Medicin 
s’etoit  servi  avenglement  sans  la  conduite  de 
sa  main). 

Judged  by  the  standards  of  present  day 
ethics  the  Chamberlens  stand  out  as  arch 
quacks.  The  jealously  guarded  family  secret, 
the  extravagant  claims  of  being  able  to  deliver 
any  woman  in  a few  minutes,  the  squabbles 
with  the  Royal  College  of  Physicians  over  the 
control  of  the  education  of  midwives  in  London 
which  extended  into  two  generations,  the  tire- 
some public  letters  in  connection  with  the  vari- 
ous schemes  from  public  baths  to  land  banks 
for  the  betterment  of  the  public  and  their  own 
purses,  were  more  than  enough  to  ostracize  the 
family  professionally,  had  modern  ethics  per- 
tained in  the  17th  and  18th  centuries.  But 
such  was  not  the  case.  Some  years  after  this 
episode  this  same  Dr.  Hugh  Chamberlen  sold 
his  secret  to  Rogier  van  Roonhuyze.  The 
Medical-Pharmaceutical  College  of  Amster- 
dam, which  had  the  sole  privilege  of  licensing 
physicians,  to  practice  in  Holland,  sold,  under 
the  pledge  of  secrecy  and  for  a large  sum, 
Chamberlen’s  invention  to  each  physician  it 
licensed. 

As  further  evidence  that  Chamberlen’s 
methods  did  not  bring  him  into  disrepute, 
Mauriceau  relates  that  a few  days  later,  before 
departing  for  London,  Chamberlen  paid  him 
a visit,  and  complimented  him  on  his  book  on 
midwifery.  He  took  this  book  back  to  Lon- 
don with  him  where  he  published,  in  1672,  an 
English  translation.  Mauriceau  goes  on  to  sajr 
that  this  translation  brought  Chamberlen  so 
great  a reputation  in  London  that  his  income 
was  said  to  be  30,000  livres. 

Very  little  is  known  of  Mauriceau,  save  that 
he  was  born  in  Paris,  was  a Master  of  Arts 
and  a Master  Surgeon.  He  was  the  outstand- 
ing obstetrician  of  his  time  and  his  book  was 
long  the  standard  work  on  obstetrics  and  went 


through  many  editions  in  several  different 
languages.  Hunter  Robb  says  of  him  that  he 
was  a good,  honest  man,  distinguished  rather 
for  his  common  sense  than  for  his  brilliancy. 

m.  p.  R. 


The  Truth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  let- 
ter of  August  27th,  the  following  have  been  accepted: 

E.  Bilhuber,  Inc. 

Bromural. 

Parke,  Davis  & Co. 

Diphtheria  Toxin-Antitoxin,  0.1  L-j P.  D.  & Co. 

Swan-Myers  Co. 

Capsules  Ephedrine  Hydrochloride — Swan-Myers, 
0.05  Gm. 

NEW  AND  NONOFFICIAL  REMEDIES 

Acetarsone-Abbott. — A brand  of  acetarsone — N\  R- 
R.  For  a discussion  of  the  actions,  uses  and  dosage 
of  acetarsone,  see  New  and  Nonofficial  Remedies, 
1927,  p.  83.  This  product  is  supplied  in  substance 
and  in  0.25  Gm.  tablets.  Abbott  Laboratories,  North 
Chicago. 

Erysipelas  Streptococcus  Antitoxin  (Concentrated) 
Mulford. — An  erysipelas  streptococcus  and  antitoxin 
(New  and  Nonofficial  Remedies,  1927,  p.  337),  pre- 
pared by  injecting  horses  intradermally  with  strains 
of  hemolytic  streptococci  isolated  by  H.  Amoss  from 
human  cases  of  erysipelas  lesions,  bleeding  the 
horses  and  when  test  bleedings  show  the  serum  to 
have  reached  the  desired  potency,  separating  the 
serum,  sterilizing  it,  and  preserving  by  the  addition 
of  0.35  per  cent  of  phenol.  The  product  is  then  con- 
centrated by  a process  which  preserves  both  the 
antitoxic  and  antibacterial  properties  claimed  to  be 
in  the  original  serum.  The  product  is  marketed  in 
packages  of  one  20  c.c.  syringe.  H.  K.  Mulford  Co., 
Philadelphia. 

Cholera  Bacterin  (Cholera  Vaccine). — Th's  cholera 
vaccine  (New  and  Nonofficial  Remedies,  1927,  p.  358) 
is  also  marketed  in  packages  of  one  20  c.c.  vial  con- 
taining 1,000  million  killed  cholera  vibrios  per  c.c. 
H.  K.  Mulford  Co.,  Philadelphia.  (Jour.  A.  M.  A., 
September  10,  1927,  p-  883). 

Iodoxybenzoates. — Iodoxybenzoic  acid  resembles 
salicylic  acid,  chemically  differing  in  that  the 
hydroxyl  group  of  the  latter  has  been  replaced  by  an 
iodoxy  group.  The  known  actions  of  the  salts  of 
iodoxybenzoic  acid,  as  developed  by  investigators,  led 
up  to  its  clinical  application  by  Young  and  Youmans 
in  the  treatment  of  arthritis.  The  investigators,  in 
their  introduction  of  the  substance,  used  the  sodium 
salt  or  ammonium  salt  prepared  extemporaneously; 
later,  they  recommended  the  use  of  ammonium 
iodoxybenzoate.  The  salts  of  iodoxybenzoic  acid  are 
indicated  chiefly  in  arthritis.  They  are  reported  to 
be  preferably  administered  intravenously;  however, 
for  cases  in  which  the  drug  cannot  be  given  in- 
travenously, oral  administration  and  administration 
by  high  enema  have  been  employed  and  found  effec- 
tive. 

Amiodoxyl  Benzoate. — Ammonium  o-iodoxyben- 
zoate. — The  ammonium  salt  of  2-iodoxybenzoic  acid. 
The  latter  differs  from  orthohydroxybenzoic  acid 
(salicylic  acid)  in  that  the  hydroxy  group  is  replaced 
by  the  iodoxyl  group.  It  contains  42.7  per  cent  of 
iodine.  For  a discussion  of  the  actions  and  uses, 
see  the  preceding  article  “Iodoxybenzoates.” 

Amiodoxyl  Benzoate — Abbott. — A brand  of  amio- 
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doxyl  benzoate — N.  N-  R.  Abbott  Laboratories,  North 
Chicago. 

Capsules  Ephedrine  Hydrochloride — Swan-Myers, 
0.05  Gm. — Each  capsule  contains  Ephedrine  Hydro- 
chloride-— Swan-Myers  (Jour.  A.  M.  A.,  April  16,  1927, 
p.  1235)  0.05  Gm.  Swan-Myers  Co.,  Indianapolis. 

Ephedrine  Sulphate — Abbott. — A brand  of  ephe- 
drine sulphate — N.  N-  R.  For  a discussion  of  the  ac- 
tions, uses  and  dosage  of  ephedrine  sulphate,  see 
The  Journal  A.  M.  A.,  March  19,  1927,  p.  925,  Ab- 
bott Laboratories,  North  Chicago.  (Jour.  A.  M.  A., 
September  24,  1927,  p.  1061). 

PROPAGANDA  FOR  REFORM 

Artificial  Ripeniiig  of  Fruits  by  Ethylene. — While 
the  use  of  ethylene  as  a means  of  ripening  fruit  is 
of  growing  commercial  importance  the  health  phases 
have  not  yet  been  thoroughly  considered.  Certain 
fruits  and  vegetables  are  recommended  by  physicians 
largely  because  of  their  vitamin  content;  whether  or 
not  this  is  altered  by  ethylene  has  not  been  deter- 
mined- Possibly,  also,  the  fruits  and  vegetables  may 
be  picked  earlier  than  is  the  practice  today,  thus 
shortening  the  period  of  irradiation  by  the  sun. 
Physicians  may  well  watch  the  development  of  this 
form  of  food  enterprise;  perhaps  the  time  may  come 
when  certain  every  day  foodstuffs  will  be  purchased 
on  the  basis  of  vitamin  units.  In  the  meanwhile, 
the  use  of  vitamin-containing  products  in  as  near  a 
“naturally  ripened”  condition  as  possible  should  be 
encouraged  when  used  for  prophylaxis  against  avita- 
minosis. (Jour.  A.  M.  A.,  September  3,  1927,  p.  792). 

Treatment  of  Pernicious  Anemia. — Minot  and  his 
co-workers  report  good  results  in  the  treatment  of 
pernicious  anemia  by  means  of  a diet  composed 
especially  of  foods  rich  in  complete  prote  ns  and 
iron — particularly  liver — and  containing  an  abundance 
of  fruits  and  fresh  vegetables  and  relatively  low  in 
fat.  Koessler  and  his  associates  believe  that  in  some 
cases,  at  least,  the  phenomena  accompanying  per- 
nicious anemia  are  the  result  of  long  continued 
deficiency  in  vitamin  A and  possibly  also  in  vitamins 
B and  O and  propose  the  treatment  of  pernicious 
anemia  with  a high  coloric  diet  rich  in  vitamins. 
Therefore  Minot  and  Koessler  would  prescribe  an 
adequate  general  diet,  including  a large  quantity  of 
liver  and  kidney.  Minot  and  his  co-workers  would 
reduce  the  fats  whereas  Koessler  and  his  associates 
declare  that  butter,  cream,  milk  and  cod-liver  oil 
should  be  partaken  of  in  large  amounts.  Macht  re- 
ports that  the  blood  serum  of  patients  with  pernici- 
ous anemia  contains  a toxin,  and  that  this  blood 
serum  can  be  detoxified  by  irradiation  with  ultra- 
violet rays.  Furthermore,  he  found  that  the  effect 
of  ultraviolet  rays  could  be  increased  by  introducing 
into  the  serum  to  be  treated  dyes  which  act  as 
sensitizers-  Since  liver  is  the  storehouse  for  blood 
pigments,  some  of  these  pigments  may  help  increase 
the  effectiveness  of  light  and  thus  some  of  the  good 
effects  of  liver  diet  may  be  connected  with  the  liver 
pigments  that  are  administered.  (Jour.  A.  M.  A., 
September  3,  1927,  p.  793). 

Phosphobion  Not  Acceptable  for  N.  N.  R. — The 
Council  on  Pharmacy  and  Chemistry  reports  that 
Phosphobion,  manufactured  by  Dr.  Theodor  Koenig, 
Munich,  Germany  (Carl  F.  Lauber,  Philadelphia,  dis- 
tributor), are  pills,  each  stated  to  contain  zinc 
phosphide,  0.0025  Gm.,  and  iron  glycerophosphate, 
0.03  Gm-  According  to  the  advertising,  Phosphobion 
represents  a new  treatment  for  sleeplessness.  It  is 
claimed  that  sleeplessness  is  caused  by  a deficiency 
of  phosphorus  in  the  organism  and  that  the  phos- 
phorus in  Phosphobion  has  the  power  of  supplying 
this  deficiency.  No  evidence  is  offered  in  favor  of 
the  theories  on  which  the  claimed  action  of  Phos- 
phobion is  based,  nor  convincing  evidence  in  favor 


of  its  claimed  action.  The  Council  found  Phosphobion 
unacceptable  for  New  and  Nonofficial  Remedies  be- 
cause it  is  an  unscientific  mixture  of  drugs  marketed 
under  a nondescriptive  name  with  claims  that  are 
not  supported  by  acceptable  evidence  and  in  a way 
to  lead  to  its  ill-advised  use  by  the  laity.  (Jour. 
A.  M.  A.,  September  3,  1927,  p.  809). 

Digitalization. — The  term  “digitalization”  was 
coined  to  signify  the  full  pharmacologic  action  of  the 
drug  to  the  limit  of  safety.  Laboratorial  and  clin- 
ical investigations  have  developed  the  digitalization 
amount  of  digitalis  to  be,  for  a 150  pound  (68  Kg.) 
adult  weight,  a minimum  of  22%  grains  (1.45  Gm.) 
and  a maximum  of  33  grains  (2.2  Gm.).  Half  the 
minimum  dose  may  be  g'ven  at  once  and  then  2 or 
3 grains  (0.13  to  6.2  Gm.)  every  six  hours,  or  the 
other  half  of  the  minimum  dose  may  be  given  on  the 
second  day.  If  the  patient  needs  more  digtalis  for 
digitalization,  the  amount  is  gradually  increased  by 
2 or  3 grains,  perhaps  every  six  hours,  until  symp- 
toms of  digitalization  appear.  Digitalization  should 
not  be  attempted  if  the  patient  has  previously  been 
taking  digitalis.  The  dosage  advised,  must  of  course 
be  greatly  modified  with  frail,  underweight  persons. 
An  overweight  person,  when  that  weight  is  largely 
due  to  fat,  must  not  be  given  doses  according  to  his 
weight.  The  condition  of  the  patient  must  also  be 
taken  into  account.  Digitalization  means  digitalis 
poisoning.  Such  poisoning  should  not  be  inaugurated 
except  by  a careful  determination  of  the  exact  con- 
dition of  a patient  to  be  treated.  The  general  prac- 
titioner should  not  thoughtlessly  digitalize  his  patient 
unless  he  has  hospital  or  other  facilities  for  deter- 
mining the  exact  condition  of  his  heart  and  his 
excretory  ability-  (Jour.  A.  M.  A.,  September  10, 
1927,  p.  884). 

The  Standard  Laboratories  Fiasco. — About  thirteen 
years  ago  a concern  known  as  the  Truax  Laboratories 
was  operating  in  Chicago.  Its  method  was  to  sell  to 
dispensing  physicians  individual  packages  contain- 
ing stock  prescriptions.  When  the  physician  had 
spent  $100  with  the  Truax  Laboratories,  he  received 
a “profit-sharing  debenture  of  $25.”  Later  the  name 
of  the  concern  was  changed  to  “Standard  Labora- 
tories, Inc.,”  and  the  methods  of  doing  business  were 
also  changed.  The  Standard  Laboratories,  Inc.,  got 
dispensing  physicians  to  deposit  $100  with  it,  which 
was  to  be  “taken  out”  in  drugs.  When  the  doctor 
had  bought  $100  worth  of  drugs  he  was  issued  a 
“$25  debenture  profit-sharing  certificate”  that  was 
worth  nothing  until  30,000  of  them  had  been  issued, 
at  which  time  it  would  be.  accepted  as  stock  in  the 
company.  In  1919,  when  the  Standard  Laboratories 
wished  to  advertise  in  The  Journal  of  the  American 
Medical  Association,  it  was  told  that  its  methods 
were  not  such  as  would  commend  themselves  to  the 
ethical  conscience  of  the  profession.  It  was  pointed 
out  that  the  Principles  of  Medical  Ethics  states  that 
"it  is  unprofessional  ...  to  accept  rebates  on 
prescriptions.”  Patently,  the  physician  who  held 
stock  in  the  Standard  Laboratories  or  who  shared  in 
its  earnings  was,  in  effect,  accepting  a rebate  every 
time  he  prescribed  its  products.  Present  interest  in 
this  matter  is  stimulated  by  a small  news  item  to 
the  effect  that  Standard  Laboratories,  Inc.,  had  just 
filed  a voluntary  petition  in  bankruptcy  in  the  United 
States  District  Court.  (Jour.  A.  M.  A.,  September 
10,  1927,  p.  886). 

Ago-Cholan  Tablets. — The  statements  made  by  E. 
Bilhuber,  Inc.,  regarding  the  composition  of  Ago- 
Cholan  are  contradictory  and  indefinite.  An  adver- 
tising card  sent  out  during  1926  gives  “strontium 
cholo-salicylate”  as  a synonym.  An  advertisement 
published  the  same  year  declares  that  “chemically 
it  is  strontium-cholosalicylate  to  which  is  added  a 
small  quantity  of  phenolphthalein-diacetate  . - .” 
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A circular  received  in  1925  gives  the  following  “com- 
position”: “Ago-Cholan  contains  as  its  active  prin- 
ciple the  combined  cholic  and  salicylic  acid  salts  of 
strontium  (2  grains  in  each  tablet)  and  a small 
quantity  of  phenolphthalein-diacetate  (0.2  grain).” 
From  the  latter  statement  one  may  conclude  that 
the  “strontium  cholosalicylate”  is  nothing  more  than 
a mixture  of  the  cholic  and  salicylic  acid  salts  of 
strontium  in  unstated  proportions.  Available  books 
on  therapeutics  do  not  refer  to  the  use  of  plienol- 
phthalein  diacetate.  E.  Bilhuber,  Inc.,  has  not  re- 
quested an  examination  of  the  product  by  the  Coun- 
cil on  Pharmacy  and  Chemistry,  and  so  far  the  Coun- 
cil has  not  examined  the  product  or  the  cla  ms  that 
are  made  for  it.  (Jour.  A.  M.  A.,  September  10, 
1927,  p.  901). 

The  Administration  of  Calcium  Salts. — The  in- 
travenous and  subcutaneous  administration  of  cal- 
cium are  attended  with  dangers  or  discomfitures; 
therefore  the  possibilities  of  the  oral  route  call  for 
careful  consideration.  A survey  of  the  literature  on 
the  absorption  of  calcium  as  it  may  be  reflected  in 
a change  in  the  blood  concentration  of  the  element 
might  leave  one  unconvinced  of  the  efficacy  of  ad- 
ministering calcium  compounds  by  mouth.  Many 
clinicians  have  accordingly  abandoned  the  practice. 
More  recent  studies  give  evidence,  however,  that 
with  due  attention  to  the  conditions  of  administra- 
tion it  is  possible  to  elevate  the  serum  calcium  con- 
centration by  the  oral  route  of  calcium  supply.  Ex- 
periments indicated  that  the  optimal  dose  of  calcium 
lactate  is  5 Gm.  and  that  the  drug  must  be  given  in 
aqueous  solutions  when  the  digestive  tract  is  com- 
paratively empty;  that  is,  either  before  breakfast  or 
several  hours  after  food  has  been  consumed.  Larger 
doses  prevent  optimal  absorption.  (Jour.  A.  M.  A., 
September  17,  1927,  p.  968). 

Gelobarin  Not  Acceptable  for  N.  N.  R. — The  Coun- 
cil on  Pharmacy  and  Chemistry  reports  that  Gelo- 
barin is  the  trademarked  name  under  which  the 
Powers-Weightman-Rosengarten  Company  markets  a 
mixture  of  barium  sulphate  and  water,  containing 
approximately  40  per  cent  of  barium  sulphate-  The 
preparation  is  proposed  for  use  in  radiologic  exami- 
nations. The  Council  found  Gelobarin  unacceptable 
for  New  and  Nonofficial  Remedies  because  it  is  an 
unoriginal  product  that  is  offered  under  a proprietary, 
nondescriptive  name.  (Jour.  A.  M.  A.,  September  17, 
1927,  p.  984). 

Methenamine. — Methenamine  is  the  name  adopted 
by  the  U.  S.  Pharmacopeia,  Tenth  Revision  (which 
became  official  a year  and  a half  ago),  for  Hexame- 
thylenetetramine, described  in  the  previous  Pharmac- 
opeia as  Hexamethylenamine.  (Jour-  A.  M.  A.,  Sep- 
tember 17,  1927,  p.  987). 

Yeast. — Yeast  is  rich  in  vitamin  B.  This  is  the 
only  vitamin  which  it  contains  in  important  quan- 
tity as  far  as  is  known  at  present.  According  to 
New  and  Nonofficial  Remedies,  1927,  yeast  has  been 
used  (a)  in  the  past  as  a bactericide  in  the  treatment 
of  superficial  infections,  but  this  use  of  yeast  has 
been  practically  abandoned;  (b)  as  a source  of 
vitamin  B,  for  which  yeast  has  been  widely  extolled; 
but,  under  usual  conditions,  the  vitamin  B require- 
ment can  be  met  by  customary  foods;  (c)  as  a laxa- 
tive, but  only  in  case  it  does  not  cause  intestinal 
distention;  (d)  in  the  past,  as  an  internal  remedy 
for  furuncles  and  acne,  but  it  is  doubtful  whether 
the  benefit  is  in  excess  of  the  laxative  effect;  (e)  as 
a stimulator  of  leukocytosis,  but  its  efficacy  in  this 
respect  is  doubtful.  The  yeast  obtained  in  grocery 
stores  is  essentially  “brewers’  yeast.”  It  may  be 
obtained  either  in  semisolid  form  or  in  the  form 
rendered  solid  by  the  addition  of  absorbent  material. 
(Jour.  A.  M.  A.,  September  27,  1927,  p.  1080). 


Book  Announcements 

An  Introductory  Course  in  Ophthalmic  Optics.  By 

AFRED  COWAN,  M.  D.,  Assistant  Professor  of 
Ophthalmology,  in  the  Graduate  School  of  Medi- 
cine, University  of  Pennsylvania.  Philadelphia. 
F.  A.  Davis  Company,  Publishers.  1927.  Octavo 
of  262  pages  with  121  illustrations,  many  in  col- 
ors. Cloth.  Price  $3.50. 

Second  Listerian  Oration.  By  SIR  CHARLES  SCOTT 
SHERRINGTON,  M.  D„  F.  R.  S-,  etc.,  Waynflete 
Professor  of  Physiology,  Oxford.  Delivered  in  the 
Convocation  Hall,  University  of  Toronto,  June  18, 
1927,  under  the  Auspices  of  the  Lister  Memorial 
Club  of  the  Canadian  Medical  Association.  Cana- 
dian Medical  Association  Journal,  3640  University 
Street,  JVIontreal.  Quarto  of  36  pages  with  colored 
picture  of  Lister.  Paper.  Price  50  cents. 

Contributions  to  Fox  Ethnology.  By  TRAUMA 
MICHELSON.  Smithsonian  Institution,  Bureau  of 
American  Ethnology,  Bulletin  85.  United  States 
Government  Printing  Office,  Washington.  1927. 
Octavo  of  168  pages.  Cloth. 

The  Industrial  Medicine  Chest.  Compiled  by 
ABBOTT  LABORATORIES,  North  Chicago,  Illi- 
nois. 12mo  of  31  pages.  Paper. 

Feeding  Your  Baby,  Out  of  Babyhood  into  Child- 
hood, The  Family  Food  Supply,  and  Tuberculosis 

are  four  pamphlets  published  by  the  METRO- 
POLITAN LIFE  INSURANCE  COMPANY,  Home 
Office,  New  York,  N.  Y.  Paper.  Illustrated. 

Ophthalmoscopy,  Retinoscopy  and  Refraction.  By 
W.  A.  FISHER,  M.  D.,  F.  A.  C.  S„  Chicago,  111. 
Professor  of  Ophthalmology,  Chicago  Eye,  Ear, 
Nose  and  Throat  College;  Formerly  Professor  of 
Clinical  Ophthalmology,  University  of  Illinois,  etc. 
Second  Revised  and  Enlarged  Edition.  8vo  of 
291  pages  with  260  illustrations,  including  48 
colored  plates.  Philadelphia.  F.  A.  Davis  Com- 
pany, Publishers.  1927.  Cloth.  Price  $3.75. 

Principles  of  Sanitation.  A Practical  Handbook  for 
Public  Health  Workers.  By  C.  H.  KIBBEY,  Di- 
rector of  Sanitation,  Tenn.  Coal,  Iron  and  Rail- 
road Co.,  Birmingham,  Ala.,  Consulting  Sanitarian, 
Chickasaw  Shipbuilding  and  Car  Co.,  Mobile,  and 
Birmingham,  Ala.,  etc.  Philadelphia.  F.  A.  Davis 
Company.  1927.  8vo  of  354  pages  with  34  illus- 
trations, including  5 color  plates.  Cloth.  Price 
$3.50. 

American  Medicine  and  the  People’s  Health.  An 

Outline  with  Statistical  Data  on  the  Organization 
of  Medicine  in  the  United  States,  with  Special 
Reference  to  the  Adjustment  of  Medical  Service 
to  Social  and  Economic  Change.  By  HARRY  H. 
MOORE,  Public  Health  Economist,  U.  S.  Public 
Health  Service;  with  an  Introduction  by  the  Com- 
mittee of  Five  of  the  Washington  Conference  on 
the  Economic  Factors  Affecting  the  Organization 
of  Medicine.  D.  Appleton  & Company.  New  York 
ind  London.  1927.  Octavo  of  647  pages.  Cloth. 
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Editorial 

Diet  Prescriptions. 

Control  of  diet  as  a means  to  combat  disease 
takes  on  greater  significance  with  each  im- 
portant advance  of  medical  knowledge.  Fun- 
damental forces  of  the  body  are  at  work  to 
mend  the  pathologic  insult  or  injury,  even  up 
to  advanced  stages  of  disease.  One’s  “consti- 
tution” stands  ready  to  antagonize  processes  of 
pathology  and  misfunction.  “Constitution” — 
factors  of  the  body,  whatever  they  are,  are  re- 
lied upon  in  all  groups  of  medical  practice. 
The  shock  and  trauma  of  surgical  operations 
brings  the  patient,  for  days  succeeding  the 
operation,  to  a low  state,  but  gradually,  un- 
der the  beneficent  forces  of  a “good  constitu- 
tion”, the  patient  survives;  and  gradually,  by 
a carefully  administered  regimen,  or  post- 
operative technique  (when  the  operation  is 
successful  in  the  full  sense  of  the  word),  the 
patient  makes  an  “uneventful  recovery”. 
“Makes  an  uneventful  recovery”  is  a phrase 
which  deals  with  forces  of  physiology  of  un- 
told and  vast  importance.  A mere  citation  of 
a few  of  the  factors  involved  in  this  stock 
phrase  of  surgical  practice  would  call  for  an 
elaboration  of  a large  amount  of  known  phy- 
siologic phenomena,  not  to  mention  much  of 
which  we  know  as  yet  very  little,  if  anything. 
The  surgeon  and  the  physician  must  lean 
heavily  upon  the  aids  of  “nature”  which  lie 
unseen  and  unreckoned  in  each  patient.  So 
it  is  in  diseases  of  internal  medicine,  “reserve 
strength”,  “nature”,  “the  constitution”,  that 


imponderable  force  in  each  patient  is  the  great 
healing  and  curing  force  of  the  bodv. 

Control  of  diet  has  much  to  do  with  the 
success  of  medical  and  surgical  practice.  The 
more  one  learns  of  the  nutritional  diseases,  or 
deficiency  diseases,  the  more  one  is  impressed 
with  the  tremendous  action  of  food  upon  the 
physiology  of  the  body,  as  well  as  upon  the 
pathologic  processes  often  found  in  the  body. 
Much  remains  to  be  discovered  in  this  field. 
Already  some  of  the  programs  which  appeared 
to  be  safe  are  being  altered  and  adjusted  in 
the  light  of  newer  facts.  This  is  as  it  will  al- 
ways be.  But,  comparing  our  knowledge  of 
food  medication  of  today,  based  upon  present 
day  knowledge,  with  our  knowledge  of  twenty- 
five  years  ago,  one  must  feel  that  the  dietary 
management  of  disease  stands  upon  a firmer 
foundation. 

Diet  control  in  nephritis  has  a real  signifi- 
cance. As  pointed  out  by  a recent  editor*, 
certain  tendencies  of  the  past  are  undergoing 
modification  in  the  best  fields  of  practice.  The 
rigid  prescription  of  too  limited  protein  in 
the  diet  of  nephritics  is  not  always  safe. 
Standardization  of  diet,  in  other  words,  can- 
not be  safely  practiced.  Certain  types  of 
nephritis  need  a special  allowance  of  protein 
in  order  to  present  an  imbalance  of  an  essen- 
tial nutrient  to  the  body.  There  are  dangers 
of  over-doing  it.  Low  protein  diet  may  be 
useful  in  certain  types  of  nephritis,  but  there, 
as  pointed  out  by  Peters,  is  much  to  the  prob- 
lem in  the  matter  of  time.  Low  protein  diet 
with  low  salt  allowance  may  be  a good  pre- 
scription for  a short  time,  but  both  orders  may 
be  carried  too  far  and  for  too  Iona  a time. 

O 

In  chronic  diseases,  it  is  important  to  set  stand- 
ards for  a trial.  A rigorous  application  of 
this  low  protein  and  low  salt  diet  has  been 
responsible  for  serious  disturbances  and  injury 
to  patients  with  chronic  nephritis.  The  ad- 
vantage of  hospitalization  of  these  patients 
for  a periodic  study  of  the  “state  of  health” 
of  the  disease  from  which  they  suffer  is  im- 
portant. In  chronic  nephritis  and  diabetes,  a 
periodic  hospitalization  affords  the  clinician 
an  opportunity,  under  advantages  of  dietary 
management  and  laboratory  studies,  to  inves- 
tigate the  condition  of  the  patient,  to  adjust 
dietary  errors,  and  to  give  a course  of  treat- 
ment for  the  correction  of  disorders  incident 
to  the  disease  and  its  management. 

*J.  A.  M.  A.,  Vol.  88,  No.  25,  page  1970. 
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Bladder  Tumors. 

IV.  W.  Scott  and  R.  W.  McKay,  of  Balti- 
more, in  a paper  in  the  New  York  State  Jour- 
nal of  Medicine , for  September,  1927  (ab- 
stracted in  J.  A.  M.  A.,  Oct.  29,  1927),  state 
that  the  treatment  of  bladder  tumors  depends 
upon  their  proper  classification.  Once  diag- 
nostically classified,  appropriate  treatment  for 
each  is  not  difficult. 

Benign  tumors  (papillomas)  always  yield  to 
fulguration  alone.  If  they  re-appear,  cysto- 
scopic  applications  of  radium  are  used  in  ad- 
dition. As  these  tumors  recur,  repeated  exami- 
nations over  a period  of  several  years  after  the 
primary  growth  was  attacked  are  necessary. 

Malignant  papillomas  very  frequently  re- 
spond to  fulguration  alone.  But  to  treat 
thoroughly  first  by  cvstoscopic  applications  of 
radium  and  then  to  fulgurate  offers  much  more 
satisfactory  results.  As  these  (malignant) 
tumors  recur,  cvstoscopic  examinations  should 
be  made  every  few  months. 

Papillary  carcinomas,  if  not  too  extensive, 
yield  to  radiation  plus  fulguration.  These 
should  be  subjected  to  combined  therapy. 
When  this  method  has  failed,  X-ray  has  been 
found  beneficial  in  a few  cases.  Should  these 
methods  fail,  resection  of  the  tumor  is  advis- 
able, if  it  is  in  suitable  position  for  such  a 
procedure;  if  in  an  unfavorable  position,  it 
should  be  cauterized  superficially  and  im- 
planted with  radium  or  be  treated  with  deej:> 
diathermy. 

All  infiltrated  carcinomas  in  position  for 
operation,  if  the  condition  of  the  patient  war- 
rant it,  should  be  resected. 

Wholesome  Financial  Maxims  for  the  Phy- 
sician. 

Merryle  Stanley  Rukeyser  has  an  interest- 
ing special  article  on  the  physician’s  invest- 
ments in  the  Journal  of  the  American  Medical 
Association  for  October  29,  1927.  This  whole- 
some financial  advice  may  well  be  perused  by 
every  physician.  The  following  succinct  max- 
ims in  the  form  of  advice  are  taken  verbatim 
for  the  purpose  of  placing  them  before  our 
readers,  although  the  article  as  a whole  may 
be  read  with  profit : 

Ten  Maxims  for  Physicians  Aspiring  to 
Financial  Independence 

“1.  Formulate  a financial  program  and  stick 

to  it. 


“2.  Do  not  restrict  your  savings  to  what 
happens  to  be  left  over  after  expenses  have 
been  met.  Take  your  investment  fund  from 
your  gross  income  first  and  spend  what  is  left 
over. 

“3.  Get  the  maximum  benefits  from  your 
purchasing  power  by  wise  spending  in  accord- 
ance with  a budget. 

“4.  Count  on  the  workings  of  the  com- 
pound interest  table  rather  than  on  the  uncer- 
tain principle  of  the  lottery  for  the  building 
up  of  your  estate. 

“5.  Do  not  let  death,  illness  or  accident  in- 
terfere with  the  attainment  of  your  financial 
objectives;  insurance  will  take  care  of  these 
hazards. 

“6.  Be  master  of  your  finances  rather  than 
a slave  to  money. 

“7.  Allocate  part  of  your  income  for  unsel- 
fish purposes. 

“8.  Do  not  confuse  thrift  with  niggardli- 
ness. Education  and  culture  for  yourself  and 
your  family  are  good  investments. 

“9.  Buy  securities  only  from  houses  whose 
integrity  you  have  checked  through  independ- 
ent sources.  When  in  doubt,  deal  directly 
through  a bank.  You  should  have  an  account 
in  a savings  bank  before  you  begin  to  buy 
stocks  and  bonds.  Remember  that  real  bar- 
gains in  securities  are  virtually  never  peddled 
by  stock  salesmen. 

“10.  Either  avoid  speculation  entirely  or 
limit  your  commitments  to  what  you  can  af- 
ford to  lose.” 

A.  G.  B. 

Our  New  President. 

In  selecting  Dr.  John  William  Preston,  of 
Roanoke,  as  our  next  President,  sthe  Medical 
Society  of  Virginia  recognized  not  only  one 
of  our  membership  for  his  professional  quali- 
fications, which  he  possesses  to  an  unusual  de- 
gree, but,  also  rewarded  a man  for  many  years 
of  efficient  work  in  looking  after  the  interest 
of  the  profession  and  the  health  of  the  people 
of  the  entire  state  of  Virginia. 

Dr.  Preston  was  born  at  Glade  Hill,  Frank- 
lin County,  Virginia,  December  13,  1867.  He 
was  prepared  for  college  at  home,  had  his 
academic  work  at  Milligan  College,  Tennessee, 
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and  received  his  medical  degree  from  the  Col- 
lege of  Physicians  and  Surgeons  of  Baltimore, 
Maryland — now  the  Medical  Department  of 
the  University  of  Maryland. 

After  leaving  Baltimore,  he  located  in  the 
Pocahontas  coal  fields  of  West  Virginia,  at 
Keystone,  where  his  intense  love  for  the  wel- 
fare of  his  fellow  citizens  soon  became  evident 
as  witnessed  by  his  not  only  helping  to  form 
the  county  medical  society,  but  in  many  other 
ways  to  improve  the  environment  of  the  peo- 
ple of  his  community  and  restricting  the 
practice  of  medicine  to  only  those 
qualified. 

He  located  in  Roanoke  in 
1908  where  again  his  talents 
were  soon  recognized,  and 
once  more  he  was  bur- 
dened with  the  leader- 
ship in  the  fight 
against  illegal  prac- 
titioners, frauds  of 
various  and  sundry 
types,  and  every 
other  movement  hav- 
ing to  do  with  the 
improvem  ent  of 
working  conditions 
of  his  fellow  prac- 
titioners. 

In  1913  Dr.  Pres- 
ton was  appointed 
to  membership  on 
the  Examining 
Board  of  the  State 
of  Virginia,  and  has 
been  secretary  of  the  same 
since  1917. 

He  has  represented  th 
Medical  Society  of  Virginia  on 
numerous  committees,  especially 


News  Notes 


Our  Petersburg  Meeting 

Will  remain  with  us  long  as  a pleasant 
memory,  for  the  members  of  the  Dinwiddie 
County  Medical  Society  and  citizens  of  the 
place  did  everything  possible  for  the  pleasure 
and  comfort  of  the  members  of  the  Medical 
Society  of  Virginia  and  the  ladies  accom- 
panying them.  There  was  a registered  attend- 
ance of  three  hundred  and  fifty  doctors,  nine 
visitors,  and  sixty-four  ladies.  The  Genera! 

and  Business  sessions  are  re- 
ported in  this  issue  of  the 
Monthly  and  give  a detailed 
account  of  everything  that 
transpired.  Dr.  J.  W. 
Preston,  Roanoke,  was 
elected  president,  and 
Dr.  J.  Bolling  Jones, 
Petersburg,  pres  i- 
dent-elect.  A most 
cordial  invitation 
from  Danville  was 
accepted  for  our  1928 
meeting  and  the 
dates  set  as  October 
16,  17  and  18,  1928. 


Golf  enthusiasts 
will  be  interested  in 
knowing  that  the 
handsome  cup  do- 
nated several  years 
ago  bv  the  Roanoke 
Academy  of  Medi- 
cine was  won  by  Dr. 
Thomas  W.  Murrell,  of 
Richmond.  Having  won 
the  cup  once  before — in  1924 
— Dr.  Murrell  now  becomes 
its  permanent  possessor.  Dr.  R. 
with  marked  ability  and  energv  John  william  preston,  m.  p..  H.  DuBose.  of  Roanoke,  and  Dr. 

Manfred  Call,  of  Richmond,  won 


n ,i  i j p i l President,  Medical  Society  of 

tor  the  last  tew  years  on  the  Virginia. 


Legislative  Committee. 

During  the  World  War  he  served  as  a mem- 
ber of  the  Virginia  Medical  Advisory  Com- 
mittee. 

In  all  of  his  work  for  the  Medical  Society 
of  Virginia,  Dr.  Preston  has  been  so  modest 
and  retiring  that  his  election  comes  as  a source 
of  much  gratification  to  his  hundreds  of 
friends  in  every  part  of  the  State,  particularly 
so  to  those  members  of  the  profession  residing 
in  Southwest  Virginia  where  he  is  best  known 
and  most  loved. 

H.  H.  T. 


the  two  prizes  offered  by  the  Din- 
widdie County  Medical  Society  for  the  lowest 
and  next  lowest  scores  made  for  eighteen  holes. 

American  College  of  Surgeons. 

At  the  Clinical  Congress  of  the  American 
College  of  Surgeons,  held  in  Detroit,  Mich., 
October  3-7,  Dr.  Franklin  H.  Martin.  Chicago, 
was  elected  president-elect,  and  Drs.  John 
Chalmers  DaCosta,  Philadelphia,  and  Herbert 
P.  H.  Galloway,  Winnipeg,  vice-presidents. 

The  following  Virginia  surgeons  were  ad- 
mited  to  fellowship  in  the  College  this  year: 

Dr.  Harry  W.  Bachman.  Bristol : 
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Dr.  Leroy  A.  Calkins,  University; 

Dr.  Edwin  L.  Kendig,  Victoria  ; 

Dr.  James  G.  Lyerly,  Richmond; 

Dr.  George  M.  Preston,  Lynchburg; 

Dr.  Arthur  C.  Sinton,  Richmond. 

The  1928  Clinical  Congress  of  the  American 
College  of  Surgeons  will  be  held  in  Boston, 
October  8 to  12,  inclusive. 

Southern  Medical  Association. 

Virginians  should  be  especially  interested 
in  the  meeting;  of  the  Southern  Medical  As- 
sociation,  this  year,  as  one  of  our  own  mem- 
bers, Dr.  J.  Shelton  Horsley,  of  Richmond,  is 
the  presiding  officer.  The  meeting  is  in 
Memphis,  Tenn.,  and  the  dates  November  14, 
15,  16  and  17,  so  that  you  may  vet  attend  part 
of  the  sessions.  Two  days  of  meeting  will  be 
devoted  to  clinical  sessions  and  two  to  section 
meetings.  Several  affiliated  associations  will 
hold  meetings  at  the  same  time  and  there  will 
be  golf  and  trap  shooting,  alumni  and  fra- 
ternity reunions,  and  dinners  and  entertain- 
ments for  the  members  and  ladies  accompany- 
ing them. 

The  Memphis  and  Shelby  County  Medical 
Society,  with  a membership  of  over  300,  ex- 
tends a most  cordial  and  hearty  welcome  to 
every  Southern  physician  to  attend  this  meet- 
ing. 

Italy’s  Tax  on  Bachelors. 

The  Italian  Government  recently  introduced 
a tax  on  bachelors,  the  proceeds  of  which  are 
to  be  used  for  the  work  of  the  National  Bureau 
of  Maternity  and  Infant  Welfare,  which  has 
been  greatly  hindered  by  lack  of  funds.  Pre- 
mier Mussolini  has  recently  expressed  the  opin- 
ion that  in  order  to  obtain  sufficient  funds  for 
this  purpose  it  may  be  necessary  to  impose  a 
tax  on  childless  marriages  also.  The  National 
Bureau  of  Maternity  and  Infant  Welfare, 
through  its  provincial  committees,  supervises 
a large  number  of  agencies  engaged  in  mater- 
nity and  infancy  work. 

Married. 

Dr.  Lawther  Jackson  Whitehead  and  Mrs. 
Eleanor  Enslow  Kable,  both  of  Richmond,  Va., 
October  25. 

Dr.  James  Gordon  Boisseau,  Richmond,  and 
Miss  Gladys  Crowder,  Covington,  Va.,  Octo- 
ber 29. 

Dr.  Savala  Eustace  Gunn,  Hopewell,  Va., 
and  Miss  Virginia  Blanche  Leonard,  Rich- 
mond, October  8. 

Dr.  Edward  L.  Boone,  of  Branchville,  Va., 


and  Miss  Nancy  Bailey,  of  Scottsburg,  Va., 
October  1. 

Dr.  Frank  Waring  Lewis,  of  Richmond,  and 
Miss  Patsy  Wickline,  of  Clifton  Forge,  Va.. 
October  6. 

Dr.  Joseph  H.  Lucinian,  of  the  class  of  ’24, 
University  of  Virginia,  Department  of  Medi- 
cine, and  Miss  Nevart  Casparian,  Baltimore, 
Md.,  September  17.  Dr.  Lucinian  is  now  lo- 
cated in  the  Huntington  Building,  Miami,  Fla., 
and  is  limiting  his  practice  to  roentgenology 
and  radiotherapy. 

Dr.  Raymond  Robinson  Simmons,  Winston- 
Salem,  N.  C.,  and  Miss  Reine  Louise  Mus- 
grave,  of  Norfolk,  Va.,  October  25.  Dr.  Sim- 
mons is  a native  of  Chesterfield  County,  Va., 
and  a member  of  the  class  of  ’17,  Medical  Col- 
lege of  Virginia. 

Dr.  Henry  T.  Garriss,  Richmond,  and  Miss 
Jean  Sharpless,  of  Hazleton,  Pa.,  October  20. 
Dr.  Garriss  graduated  from  Medical  College 
of  Virginia  in  1924. 

Dr.  Charles  Lloyd  Moore,  formerly  of  Up- 
per Tract,  W.  Va.,  but  recently  of  Charlottes- 
ville, Va.,  and  Miss  Margaretta  Watmough 
Wise,  of  Richmond,  Va.,  November  2. 

Christmas  Seals. 

Has  your  local  tuberculosis  association 
mailed  some  Christmas  Seals  to  you?  If  so, 
are  you  wondering  why  you  should  send  a 
check  for  them? 

Here’s  why : Christmas  Seals  help  finance 
the  Tuberculosis  Associations.  These  associa- 
tions have  already  aided  in  cutting  the  tuber- 
culosis death  rate  by  more  than  half.  Every 
seal  you  buy  works  directly  for  the  health  of 
your  community,  your  friends,  your  family — 
your  health. 

Send  your  check  to  your  local  association 
today.  Put  the  seals  on  your  Christmas  mail 
and  spread  their  message  of  health  and  happi- 
ness. 

Dr.  G.  Colbert  Tyler 

Was  recently  appointed  health  officer  of 
Newport  News,  Va. 

University  of  California  Establishes  Institute 

of  Child  Welfare. 

The  president  of  the  University  of  Cali- 
fornia has  announced  the  establishment  of  an 
institute  of  child  welfare  in  the  university. 
The  Laura  Spelman  Rockefeller  Memorial  has 
made  liberal  appropriations  for  its  mainte- 
nance for  a period  of  six  years  beginning  July, 
1927.  The  California  Congress  of  Parent- 
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Teacher  Associations  has  pledged  to  defray 
during  the  six-year  period  the  rental  charges 
of  such  off-campus  housing  space  as  the  in- 
stitute will  require. 

American  Medical  Association  of  Berlin  Re- 
organized. 

The  numbers  of  Americans  coming  to  Ber- 
lin for  the  study  of  medicine  and  for  post- 
graduate work  in  the  clinics  and  laboratories 
have  prompted  the  reorganization  of  the 
American  Medical  Association  of  Berlin,  which 
formerly  rendered  such  valuable  service  to 
American  medical  men,  in  order  that  some 
competent  central  bureau  of  information  be 
available. 

The  American  Medical  Association  gladly 
furnishes  information  on  any  subject  connected 
with  the  study  of  medicine  and  allied  sciences 
in  Berlin,  including  cost  of  living,  etc. 

For  information,  address  American  Medical 
Association  of  Berlin,  NW6,  Luisenplatz  2 — 4 
(Kaiserin  Friedrich-Haus) . 

Red  Cross  “Loan  Cow,”  Greenville,  S.  C. 

The  Greenville,  S.  C.  chapter  of  the  Ameri- 
can Red  Cross  owns  a “loan  cow”  which  it 
lends  to  poor  families  throughout  the  county 
who  are  in  need  of  milk.  The  cow  was  pro- 
cured sometime  ago  when  there  was  reported 
a pitiful  case  of  an  entire  family  destitute  and 
suffering  from  pellagra.  Milk  was  essential  to 
their  recovery,  and  a cow  was  bought  by  popu- 
lar subscription,  to  be  owned  bv  the  chapter 
and  loaned  to  the  family.  Since  the  recovery 
of  the  pellagra  victims  the  cow  has  been  loaned 
to  other  needy  families,  and  has  been  found  to 
be  an  asset  in  the  relief  work  of  the  Red  Cross 
chapter  which  is  the  only  organized  relief 
agency  functioning  throughout  Greenville 
County. 

The  Travel  Study  Club  of  American  Physi- 
cians 

Announces  that  there  are  a few  vacancies 
after  reservations  made  by  their  members  for 
their  Travel  Study  Tour  from  June  30  to 
August  28,  1928.  This  year  the  Club  will  visit 
Spain  and  Central  Europe  where  many  of 
the  principal  clinics  will  be  attended.  The 
Club  arranges  through  a travel  agency  for  the 
business  management  of  the  tour  and  general 
sight  seeing  and  social  pleasures  are  included 
with  attendance  upon  the  clinics. 

Detailed  information  about  this  tour  may 
be  obtained  from  the  secretary-treasurer,  Dr. 


[November. 

Richard  Ivovacs,  223  East  68th  Street,  New 
York  City. 

Lay  Corner  Stone  for  Hospital. 

The  corner  stone  for  the  new  Mary  Wash- 
ington Hospital  building,  now  in  the  course 
of  construction  in  Fredericksburg,  Ya.,  was 
laid  on  November  the  4th,  with  appropriate 
exercises.  The  new  hospital,  which  will  cost 
about  $150,000,  will  be  of  brick  and  will  be 
along  the  colonial  lines  of  architecture. 

Memory  of  Dr.  Rawley  Martin  Again 

Honored. 

An  oil  portrait  of  Dr.  Rawley  White  Mar- 
tin, recently  placed  in  the  court  room  of  the 
Pittsylvania  County  Court  House,  by  the  Raw- 
ley  Martin  Chapter,  United  Daughters  of  the 
Confederacy,  was  unveiled  on  October  22nd. 
with  appropriate  ceremonies.  The  cords  re- 
leasing the  drapery  were  pulled  by  two  grand- 
sons of  Dr.  Martin — Masters  Rawley  W.  Mar- 
tin, of  Florence,  S.  C.,  and  Robert  M.  Talia- 
ferro, Jr.,  of  Lynchburg,  Va.  Hon.  Groves 
Conner,  of  Wilson,  N.  C.,  presented  the  por- 
trait and  Judge  Don  P.  Halsey,  Lynchburg, 
accepted  in  behalf  of  the  family,  while  Judge 
Turner  Clement  received  the  picture  for 
Pittsylvania  County.  There  was  a large 
gathering  of  friends  and  relatives.  Truly, 

“To  live  in  hearts  we  leave  behind, 

Is  not  to  die.” 

“Belroi”  Dedicated  as  a National  Shrine. 

“Belroi”,  the  birthplace  of  Dr.  Walter  Reed 
in  Gloucester  County,  Va.,  was  dedicated  as  a 
National  Shrine,  on  October  15th,  in  the  pres- 
ence of  a notable  gathering.  Dr.  E.  C.  S- 
Taliaferro,  chairman  of  the  Walter  Reed  Com- 
mission of  the  Medical  Society  of  Virginia, 
was  master  of  ceremonies.  The  addresses  were 
interspersed  with  music  by  one  of  the  U.  S- 
Army  bands  from  Fort  Eustis,  Va.,  and  a 
fleet  of  airships  from  Langley  Field  paid  hom- 
age to  the  occasion  by  circling  over  that  sec- 
tion of  Gloucester  County  for  some  time  before 
the  other  exercises  commenced. 

An  appeal  is  made  in  this  issue  of  the 
Monthly  for  contributions  to  finish  the  splen- 
did work  undertaken  by  the  Commission  and 
it  is  hoped  our  readers  may  contribute  liberally 
to  this  worthy  cause. 

Italy’s  Assistance  to  Illegitimate  Children. 

Assistance  is  provided  by  the  Italian  Govern- 
ment to  illegitimate  children  who  have  been 
abandoned  or  who  are  in  danger  of  bein<r 
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abandoned,  in  accordance  with  a royal  decree 
issued  on  May  8,  1927.  An  allowance  may  be 
paid  to  the  mother,  or  the  child  may  be  put 
in  an  institution,  where  he  is  nursed  by  his 
own  mother  if  possible,  or  placed  out  with  a 
nurse  or  a foster  mother.  The  assistance  is 
given  only  if  the  child  is  under  six  years  of 
age  at  the  time  of  application,  and  continues 
until  the  child  is  of  legal  age  for  employment. 
Provision  is  made  for  periodical  examinations 
by  qualified  physicians  of  the  children  to  whom 
this  decree  applies  and  of  their  nurses,  and 
for  medical  treatment  of  all  children. 

The  funds  necessary  for  carrying  out  this 
decree  will  be  supplied  partly  from  the  Na- 
tional treasury  and  partly  by  the  Provinces 
and  municipalities.  The  National  Bureau  of 
Maternity  and  Infant  Welfare  will  have  gen- 
eral supervision  over  the  administration  of  the 
law. 

Community  Funds  Make  Appeals. 

There  are  now  almost  three  hundred  com- 
munity fund  cities  in  the  country.  In  fact 
very  few  of  the  larger  American  cities  do  not 
now  use  the  centralized  method  of  raising 
operating  expenses  for  their  social  agencies. 
In  Virginia,  Richmond,  Roanoke,  Portsmouth 
and  Norfolk  have  had  fund  organizations  for 
several  years.  Many  other  Southern  cities  have 
also  adopted  the  fund  method  of  financing  so- 
cial and  charitable  work. 

A total  of  approximately  $65,000,000.00  was 
raised  by  the  community  funds  of  the  coun- 
try in  the  past  year.  In  1923  there  Avere  only 
one  hundred  and  thirty-four  community  fund 
organizations  in  the  entire  country.  These 
funds  raised  a total  of  about  $40,000,000.00. 
Probably  no  greater  argument  can  be  pre- 
sented in  favor  of  this  method  of  financing 
social  work  which  attests  the  popularity  of 
the  movement  as  do  these  figures  showing  the 
growth  of  the  idea  and  the  increase  in  gifts. 

Every  physician  knows  from  experience  that 
the  world  is  full  of  people  Avho  are  sick  and 
too  poor  to  provide  nursing  care  for  them- 
selves;  that  there  are  thousands  of  people  who 
are  in  suffering  and  distress  because  of  inferior 
mentality,  inadequate  education  and  voca- 
tional training,  or  constitutional  inability  to 
adjust  themselves  to  the  complex  problems  of 
today.  These  are  the  folks  for  which  the  com- 
munity funds  are  organized  to  care.  At  the 
same  time  a program  of  prevention  is  being 
carried  on  so  that  in  the  days  to  come  the 


problems  will  be  less.  Every  thing  is  done  on 
a basis  of  scientific  investigation.  Those  who 
can  pay  should  pay  for  services  rendered. 
The  trained  social  worker  says  that  to  give 
money  or  service  is  as  dangerous  as  to  give 
drugs.  Both  must  be  done  by  the  one  Who 
Knows  all  the  facts  and  knows  how  to  treat 
the  situation  according  to  its  real  needs.  In 
this  program  of  much  for  care,  more  for  cure, 
and  most  for  prevention,  the  physicians  of  the 
State  of  Virginia  are  naturally  deeply  con- 
cerned. 

Civil  Service  Examinations. 

Full  information  may  be  obtained  from  the 
IJ.  S.  Civil  Service  Commission,  Washington, 
D.  C.,  or  the  Secretary  of  the  IT.  S.  Civil  Serv- 
ice Board  of  Examiners,  at  the  post  office  or 
custom  house  in  any  city  about  the  following 
positions  and  examinations: 

Professor  of  chemistry  in  the  Hygienic 
Laboratory  of  the  U.  S-  Public  Health  Service 
at  Washington,  D.  C.,  applications  to  be  on 
file  in  Washington,  not  later  than  November 
29; 

Trained  nurse  and  trained  nurse  (psychia- 
tric), applications  to  be  on  file  in  Washington 
not  later  than  December  3 ; 

Biochemist,  applications  to  be  on  file  in 
Washington  not  later  than  December  6;  and 

Associate  pathologist  and  assistant  pathol- 
ogist, applications  to  be  on  file  in  Washington, 
not  later  than  December  6. 

Dr.  I.  W.  Cunningham, 

Recently  of  Drill,  Va.,  located  at  Richlands, 
Va.,  the  first  of  this  month  and  will  be  engaged 
in  general  practice  at  that  place. 

Dr.  H.  H.  Ware,  Jr., 

An  alumnus  of  the  Medical  College  of  Vir- 
ginia, of  the  class  of  ’24,  recently  completed 
a year’s  appointment  as  resident  surgeon,  at  the 
New  York  Lying-In  Hospital,  New  York  City, 
and  is  noAv  taking  a year’s  appointment  at  Jer- 
sey City  Hospital,  Jersey  City,  N.  J.,  as  resi- 
dent surgeon  on  obstetrics  and  gynecology. 

Dr.  J.  D.  Hagood, 

After  practicing  at  Scottsburg,  Va.,  for 
sometime,  recently  purchased  the  home  and 
hospital  formerly  operated  bv  Dr.  R.  H.  Fuller 
at  Clover,  and  has  located  in  that  place. 

Dr.  Fuller  is  now  practicing  in  South  Bos- 
ton, Va. 

Medical  Men  of  Nation  Shared  in  Mississippi 

Flood  Relief  Through  Health  Work. 

Sharing  in  importance  with  the  work  of  res- 
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cue,  feeding  and  sheltering  of  flood  victims  in 
the  recent  Mississippi  flood  was  the  program 
by  which  the  health  of  these  hundreds  of  thous- 
ands of  people  was  protected,  and  the  whole 
nation  perhaps  spared  from  an  epidemic  of 
disease  resulting  from  flood  conditions. 

Doctors  from  nearly  every  part  of  the  coun- 
trjq  and  particularly  from  States  within  com- 
paratively close  reach  of  the  devastated  coun- 
try, took  a major  part  in  this  work,  side  by 
side  with  the  Red  Cross,  the  Public  Health 
Service,  and  the  State  health  departments  of 
the  affected  States.  The  results  of  this  work 
are  expected  to  be  measured  in  improved  health 
conditions  in  the  whole  territory  in  coming 
years. 

This  disaster  relief  task,  while,  one  of  the 
greatest  operations  ever  undertaken  by  the  Red 
Cross,  was  but  one  of  a total  of  111  disaster 
relief  operations  at  home  and  abroad  in  the 
past  fiscal  year,  which  emphasize  the  need  for 
an  ever-ready  organization.  It  is  for  this  rea- 
son that  the  Red  Cross  will  seek  an  even 
larger  enrollment  of  membership  this  year 
from  November  11-24,  the  Eleventh  Annual 
Roll  Call. 

Prizes  for  Essay  in  the  Cause  of  the  Family 

Doctor. 

As  previously  announced,  all  regular  doctors 
in  Virginia,  North  and  South  Carolina  are 
eligible  to  compete  for  the  three  prizes  offered 
for  the  best  essays  submitted  on  “How  the 
Family  Doctor  Can  Best  Increase  His  Use- 
fulness and  His  Income.” 

A prominent  North  Carolina  doctor  pro- 
vided funds  for  three  prizes  of  $250,  $150  and 
$100,  each,  to  be  awarded  to  the  successful  con- 
testants. The  award  is  to  be  decided  by  a com- 
mittee of  doctors  from  the  three  states. 
Southern  Medicine  and  Surgery , Charlotte,  N. 
C.,  through  which  the  prizes  are  offered,  has 
the  privilege  of  publishing  any  of  the  essays 
in  the  interest  of  the  general  practitioner. 

Essays  have  to  be  submitted  to  Southern 
Medicine  and  Surgery  before  December  1, 
1927. 

Dr.  William  Russell  Jones 

Announces  removal  of  his  residence  and 
offices  from  9 West  Grace  Street,  to  2701  Grove 
Avenue,  Richmond,  Va. 

Dr.  A.  L.  Stratford,  Jr., 

Of  Richmond,  has  returned  to  his  home  in 
this  city,  after  spending  the  summer  abroad. 


[November. 

He  visited  France,  Germany,  Italy  and  Spain, 
while  away. 

Dr.  George  A.  Stover 

Returned  to  his  home  in  South  Boston,  Va., 
about  the  first  of  November,  after  taking  up 
special  work  in  obstetrics  and  gyencology  in 
Chicago. 

Dr.  H.  Malcus  Horton, 

Formerly  of  Ellerson,  Va.,  more  recently  of 
New  York  City,  is  now  located  at  Midlothian, 
Va.,  where  he  is  engaged  in  general  practice 
and  surgery. 

Dr.  H.  L.  Baptist, 

Ivy  Depot,  Va.,  as  vice-president,  succeeded 
to  the  presidency  of  the  Albemarle  County 
Medical  Society,  last  Spring,  when  Dr.  I.  A. 
Bigger  moved  to  Nashville,  Tenn. 

The  Leslie  Dana  Gold  Medal, 

Awarded  annually  to  the  person  who  has 
done  most  for  the  conservation  of  vision  in  the 
preceding  year,  was  presented  last  month  to 
Dr.  Lucien  Howe,  of  Buffalo,  New  York,  by 
Lewis  H.  Carris,  Managing  Director  of  the 
National  Committee  for  the  Prevention  of 
Blindness.  Dr.  Howe  was  selected  for  this 
honor  by  the  National  Commitee  in  co-opera- 
tion with  the  Missouri  Association  for  the 
Blind  through  whom  the  medal  is  offered  an- 
nually by  Leslie  Dana,  of  St.  Louis. 

In  making  the  presentation,  Mr.  Carris  re- 
ferred to  Dr.  Howe  as  the  “Father  of  Oph- 
thalmia Neonatorum  Legislation,”  owing  to 
the  fact  that  Dr.  Howe  was  responsible  for  the 
first  law  on  preventing  ophthalmia  neona- 
torum, the  Howe  Law,  passed  in  1890  in  New 
York  State.  Similar  laws  making  it  obliga- 
tory for  midwives,  doctors  and  nurses  to  re- 
port promptly  all  cases  of  ophthalmia  neona- 
torum observed  and  a law  requiring  the  use 
of  prophylactic  drops  in  the  eves  of  all  new 
born  babies  have  since  been  enacted  in  almost 
every  state  in  the  union,  thereby  saving  thous- 
ands of  persons  from  blindness  or  seriously  de- 
fective vision. 

Ecuador’s  New  Law  on  Industrial  Hygiene. 

A law  recently  passed  in  Ecuador  provides 
that  proprietors  of  all  kinds  of  factories  and 
workshops  shall  furnish  safe  and  sanitary 
working  conditions  for  their  workers.  Regu- 
lations are  prescribed  to  insure  general  clean- 
liness and  proper  ventilation  and  to  prevent 
accidents. 

The  law  also  forbids  the  employment  of 
women  and  children  under  the  age  of  eighteen 
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years  in  work  where  white  lead  or  other  poi- 
sonous coloring  substances  are  used,  in  the 
manufacture  and  handling  of  explosives  or  in- 
flammable materials,  and  in  heavy  manual 
labor. 

Women  workers  are  to  be  given  four  weeks’ 
leave  before  childbirth  and  six  weeks  after 
childbirth,  during  which  period  their  employ- 
ers shall  pay  fifty  per  cent  of  their  salary. 
Employers  are  not  permitted  to  dismiss  preg- 
nant women  without  legal  reason. 

Dr.  Walsh  Resigns  as  Secretary  of  the  Ameri- 
can Hospital  Association. 

Announcement  has  been  made  of  the  resig- 
nation of  Dr.  William  H.  Walsh,  as  executive 
secretary  of  the  American  Hospital  Associa- 
tion, this  to  take  effect  January  1,  1928.  He 
has  been  executive  secretary  of  the  Associa- 
tion since  February,  1925,  when  he  succeeded 
Dr.  A.  R.  Warner  who  died  in  1924.  Dr. 
Walsh  is  returning  to  his  private  practice  of 
hospital  consultation,  with  offices  in  New  York 
and  Chicago. 

At  the  time  of  the  appointment  of  Dr.  Walsh 
as  executive  secretary  in  1925,  the  American 
Hospital  Association  was  conducting  its  busi- 
ness in  two  rooms  in  rented  quarters,  with  a 
staff  of  six  people.  At  the  present  time,  the 
Association  owns  its  own  building,  has  a staff 
of  fifteen  assistants,  has  created  a reserve  fund 
and  has  just  completed  the  most  successful  con- 
vention in  the  history  of  the  Association. 
Committee  Organized  for  Memorial  to  Doc- 
tor Salmon. 

A committee  has  been  formed  to  prepare  a 
memorial  to  Dr.  Thomas  W.  Salmon,  pro- 
fessor of  Psychiatry  at  Columbia  University, 
and  the  first  Medical  Director  of  The  National 
Committee  for  Mental  Hygiene,  who,  in 
August  was  drowned  while  sailing  on  Long 
Island  Sound. 

The  Chairman  and  Treasurer  of  the  Com- 
mittee are  Dr.  Frankwood  E.  Williams,  Medi- 
cal Director  of  The  National  Committee  for 
Mental  Hygiene,  and  Dr.  Samuel  W.  Hamil- 
ton, Assistant  Medical  Director,  Blooming- 
dale  Hospital,  White  Plains.  The  function  of 
the  Committee  is  to  consider  plans  proposed 
for  a memorial  and  to  receive  funds  for  this 
purpose. 

Legal  Age  of  Marriage  Raised  in  India. 

During  the  last  three  weeks,  according  to  the 
Indian  News  Service,  three  more  States  of 
India  have  promulgated  laws  raising  the  age 
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of  legal  marriage  to  12  and  of  real  marriage 
to  14  or  16.  In  Kota  the  age  at  which  boys 
may  marry  has  been  raised  to  16,  that  of 
girls  being  12,  while  girls  under  18  may  not 
marry  men  over  35,  nor  girls  under  20  men 
over  45.  Arrangements  have  been  made  for 
prosecution  to  follow  such  marriages,  even 
though  they  have  been  performed  outside  the 
State. 

The  American  Public  Health  Association, 

At  its  meeting  in  Cincinnati,  Ohio,  last 
month,  elected  Dr.  Herman  N.  Bundesen,  Com- 
missioner of  Health  of  Chicago,  president,  and 
re-elected  Mr.  Homer  N.  Calver  secretary. 

New  Dental  Clinic,  London. 

A dental  clinic  equipped  with  fifty  chairs 
in  its  main  infirmary  and  seven  chairs  in  its 
orthodentia  department  is  soon  to  be  estab- 
lished in  London  through  a gift  of  $1,500,000 
from  Mr.  George  Eastman  of  the  Eastman 
Kodak  Co.  The  clinic  will  have  also  twenty- 
five  beds  for  tonsil,  adenoid,  and  cleft-palate 
operations,  for  which  at  present  there  is  a 
very  inadequate  provision  in  London. 

The  Ex-Interns’  Asociation  of  St.  Elizabeth’s 

Hospital 

Held  its  fourth  annual  meeting  at  St.  Eliza- 
beth’s  Hospital,  Richmond,  Va.,  October  4th, 
under  the  presidency  of  Dr.  E.  L.  Caudill,  of 
Narrows,  Va.  The  morning  sessions  were  given 
over  to  clinics  by  Dr.  J.  Shelton  Horsley,  Dr. 
J.  S.  Horsley,  Jr.,  Dr.  W.  H.  Higgins,  Dr. 
A.  I.  Dodson,  and  Dr.  O.  O.  Ashworth.  After 
this,  the  members  were  guests  of  Dr.  Horsley 
for  luncheon  at  Commonwealth  Club.  The 
afternoon  session  oj>ened  with  the  president’s 
address,  which  was  followed  with  papers  by 
Dr.  A.  A.  Houser,  of  Richmond,  Dr.  H.  J. 
AVarthen,  Jr.,  of  Baltimore,  Md.,  Dr.  R.  W. 
Upchurch,  of  Durham,  N.  C.,  Dr.  W.  C.  Cau- 
dill, Pearisburg,  Va.,  and  Dr.  R.  G.  Water- 
house,  of  Kinston,  N.  C. 

At  the  business  session,  Dr.  W.  C.  Caudill, 
Pearisburg,  Va.,  was  elected  president,  Dr.  R. 
G.  Waterhouse,  Kinston,  N.  C.,  vice-president, 
and  Dr.  John  S.  Horsley,  Jr.,  Richmond,  was 
re-elected  secretary-treasurer.  Upon  adjourn- 
ment of  the  meeting,  the  association  was  de- 
lightfully entertained  at  supper  at  “Grey- 
stone,”  the  home  of  Dr.  and  Mrs.  J.  Shelton 
Horsley. 

Dr.  W.  W.  Wilkinson, 

La  Crosse,  Va.,  has  just  been  appointed  by 
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the  State  Health  Commissioner  as  a member 
of  the  Mecklenburg  County  Board  of  Health. 
Decline  in  Suicides  Among  Adolescents. 

Figures  compiled  last  winter  from  the  records 
of  the  industrial  policyholders  of  the  Metro- 
politan Life  Insurance  Company  show  that, 
contrary  to  popular  belief,  suicides  among 
adolescents  are  actually  on  the  decline.  Statis- 
tics for  the  period  1909-1924  from  the  ten 
original  registration  States  show  that  the 
death  rate  from  suicide  for  persons  of  ail  ages 
has  been  steadily  decreasing.  The  rate  was 
found  to  vary  for  the  different  age  groups,  the 
most  rapid  rate  of  decrease  being  for  the  age 
group  10  to  19. 

Dr.  Claude  Moore, 

Roanoke,  Va.,  in  a recent  letter  to  the  So- 
ciety’s offices,  extending  good  wishes  for  our 
Petersburg  meeting,  stated  that  he  had  visited 
a number  of  European  clinics,  and  that  Ameri- 
cans seem  very  welcome  in  Berlin  and  Vienna. 
He  said  that,  although  there  are  generally 
about  50  to  100  American  physicians  in  at- 
tendance at  the  Vienna  clinic,  he  was  the  only 
Virginian  there  at  that  time, — the  first  of  Oc- 
tober. He  expects  to  return  home  shortly 
after  the  middle  of  November. 

For  Sale — 

Physician’s  offices  and  residence  combined, 
Newport  News,  Virginia.  Price  attractive. 
Terms  easy.  Has  always  been  physician’s  home 
and  is  well  established.  Four  modern  offices 
partly  equipped  in  up-to-date  manner.  Large 
practice  not  yet  taken  up.  Newpoi't  News  is 
located  on  Hampton  Roads  and  the  climate  is 
ideal.  Address : Mrs.  Edwin  M.  Newsom,  2505 
Chestnut  Avenue,  Newport  News,  Va.  (Adv.) 

Obituary 

Dr.  Mortimer  F.  Hansbrough, 

Of  Front  Royal.  Va.,  died  in  that  place, 
October  5th,  following  a stroke  of  paralysis. 
Dr.  Hansbrough  was  seventy-eight  years  of 
age  and  graduated  in  medicine  from  the  Col- 
lege of  Physicians  and  Surgeons,  Baltimore, 
in  1874.  He  was  for  many  years  one  of  the 
leading  physicians  in  his  section.  He  is  sur- 
vivdd  by  two  daughters  and  one  son,  Dr. 
Lyle  F.  Hansbrough,  of  Front  Royal. 

Dr.  John  Wilson  Davis, 

An  alumnus  of  the  Medical  College  of  Vir- 
ginia of  the  class  of  1856,  died  at  his  home  in 
Spotsylvania  County,  Virginia,  October  22nd. 
at  the  age  of  ninety-one.  He  was  exceedingly 


active  for  his  years  and  attended  graduating 
exercises  at  his  alma  mater  last  session.  His 
wife  and  a large  family  connection  survive 
him. 

Dr.  Albert  Macon  Smith, 

A native  of  Richmond,  Va.,  but  an  intei’ne 
at  the  University  of  Virginia  Hospital,  died 
October  26,  following  a motorcycle  accident 
that  afternoon.  Dr.  Smith,  who  was  twenty- 
six  years  of  age,  was  an  honor  graduate  of  the 
University  of  Richmond  and  later  at  the  Uni- 
versity of  Virginia,  following  which  he  studied 
medicine  at  the  University.  Upon  his  gradua- 
tion in  medicine  in  1925,  he  was  appointed  an 
instructor  in  anatomy  in  that  institution. 

Dr.  Joseph  Howell  Way, 

Waynesville,  N.  C.,  former  secretary  and 
later  president  of  the  Tri- State  Medical  As- 
sociation of  the  Carolinas  and  Virginia,  died 
of  heart  disease,  in  Asheville,  N.  C.,  Septem- 
ber 22.  He  was  sixty-one  years  of  age  and 
graduated  from  the  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tenn.,  in  1886. 
He  was  an  ex-president  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina  and  since 
1911,  president  of  the  North  Carolina  State 
Board  of  Health. 

Resolutions  on  Death  of  Dr.  C.  W.  Massie. 

Whereas,  God,  in  His  infinite  wisdom,  terminated 
a most  useful  life,  by  calling  our  esteemed  friend 
and  colleague,  Dr.  Charles  William  Massie,  on  Sep- 
tember 26,  1927;  we,  a committee  appointed  by  the 
Church  Hill  Medical  Society,  desire  to  express  our 
most  sincere  sympathy  to  his  family,  and  our  deep 
sorrow  at  his  loss. 

Dr.  Massie  was  born  in  Amherst  County,  Virginia, 
seventy-one  years  ago.  He  graduated  in  medicine  at 
the  University  of  the  City  of  New  York,  in  1880. 

He  first  practiced  his  profession  in  Amherst 
County,  afterwards  removing  to  Rockbridge  County, 
and  later  came  to  Richmond.  He  established  an 
office  on  Church  Hill  and  for  thirty-two  years  was 
one  of  the  East  End’s  most  prominent  physicians. 

He  enjoyed  a very  large  practice  and  was  espec- 
ially fond  of  obstetrics.  He  delivered,  in  all  proba- 
bility, more  babies  than  any  other  doctor  in  this 
section. 

Dr.  Massie  was  an  honorary  member  of  our  So- 
ciety and  a former  member  of  the  Medical  Society 
of  Virginia,  and  the  Richmond  Academy  of  Medicine. 

Be  it  Resolved,  Therefore,  That  the  Church  Hill 
Medical  Society  wishes  to  express  a deep  sense  of 
loss  in  the  death  of  Dr.  C.  W.  Massie,  and  extends 
its  sincere  and  heartfelt  sympathy  to  his  widow  and 
his  surviving  family. 

That  a copy  of  these  resolutions  be  spread  upon 
the  minutes  of  this  organization,  and  that  a copy 
be  sent  to  his  family,  and  that  a copy  be  published 
in  the  Virginia  Medical  Monthly. 

G.  C.  Woodson, 

R.  D.  Garcin, 

J.  R.  Blair, 

Committee. 
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THE  PHYSICIAN’S  PART  IN  POPULAR- 
IZING BREAST  FEEDING  AND 
REDUCING  INFANT  MORTALITY.* 

By  W.  A.  PLECKER,  M.  D„  Richmond,  Va. 

Director  of  Vital  Statistics,  Virginia  Board  of  Health. 

Success  in  applying  the  progress  of  modern 
medical  knowledge  is  perhaps  in  no  way  more 
clearly  illustrated  than  in  the  reduction  of  the 
infant  death  rate. 

If  we  accept  the  New  Zealand  rate,  now  un- 
der 40  per  1,000  births,  as  the  goal  which  Vir- 
ginia may  reasonably  be  expected  to  reach,  it 
will  be  necessary  to  more  than  halve  our  1926 
rate  of  83.  Under  present  conditions  this  must 
be  done,  if  at  all,  chiefly  by  the  family  phy- 
sician, whose  influence  reaches  to  the  most  re- 
mote corners  of  the  State,  and  whose  opinion 
and  word  are  final  in  all  questions  of  sanita- 
tion and  personal  hygiene. 

The  printed  teaching  of  the  Board  of  Health 
though  simple,  clear  and  attractive,  does  not 
go  where  the  doctor  goes,  and  if  it  did,  would 
be  given  but  little  consideration  when  the  doc- 
tor speaks. 

To  the  present,  the  efforts  of  the  Board  of 
Health  are  necessarily  directed  chiefly  to  the 
fundamental  work  of  sanitation  and  the  pre- 
vention of  infectious  diseases.  Except  in  the 
schools,  but  little  can  be  done  to  teach  per- 
sonal hygiene,  and  that  little  falls  far  short 
of  reaching  anew  each  year,  sixty  thousand 
homes  where  there  are  babies,  many  of  whose 
health  or  lives  depend  upon  what  the  mothers 
know  of  their  wants,  and  of  their  willingness 
if  need  be  to  sacrifice  their  own  comfort  and 
pleasure  that  the  babies  may  have  the  best. 

Who  above  all  others  can  induce  them  to  do 
this?  The  phvsician,  and  the  physician  alone! 

It  is  necessary,  therefore,  that  physicians 
realize  the  importance  of  this  subject,  and  that 
at  least  a considerable  per  cent  of  them  be- 
come enthusiasts  in  putting  the  idea  across. 
To  do  this  it  is  essential  that  they  become 
familiar  with  the  work  which  has  been  done 
during  recent  years  in  this  country  by  Sedg- 
wick, Richardson,  Moore  and  others,  and  by 

*Read  at  the  fifty-eighth  annual  meeting  of  the  Medical 
Society  of  Virginia  in  Petersburg,  October  18-29,  1927. 


King  of  New  Zealand,  who  developed  public 
opinion  and  started  a work  which  has  extended 
not  only  to  other  parts  of  the  British  Empire, 
but  around  the  world. 

Demonstrations  made  in  Minneapolis,  by 
Richardson  in  Nassau  County,  Long  Island, 
and  Wakeman  in  Hornell,  New  York,  show 
the  possibility  of  securing  a near  approach  to 
100  per  cent  of  mothers  who  can  be  induced 
to  nurse  their  infants  and  who  can  be  enabled, 
in  part  at  least,  to  do  it. 

Sir  Frederick  Truby  King,  of  New  Zealand, 
in  1907,  became  convinced  that  “practically  100 
per  cent  of  mothers  could  breast  feed  their 
babies,  and  that  it  was  often  due  to  ignorance 
of  this  fact  that  babies  were  unnecessarily 
weaned.”1 

“Dr.  King  felt  that  this  was  the  starting 
point  for  all  Infant  Welfare  Work,”  and  upon 
that  foundation  organized  a work  which  has 


ment.  (Manufactured  by  Becton,  Dickinson  and  Company; 

made  that  country  the  leader  in  reducing  the 
infant  death  rate. 

The  writer,  who  from  the  beginning  to  the 
end  of  his  twenty-five  years  as  a general  prac- 
titioner was  an  enthusiastic  advocate  of  breast 
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feeding,  found  it  possible  during  that  period 
to  attain  success  in  almost  100  per  cent  of  his 
cases.  That  was,  too,  before  the  development 
of  the  new  method  of  expressing  the  last  drops 
of  milk  after  nursing. 

The  physician  must  first  be  convinced  him- 
self that  breast  feeding  is  a life-saving  meas- 
ure; he  must  then  thoroughly  familiarize  him- 
self with  the  methods  of  overcoming  the  many 
difficulties  that  arise.  He  must  be  unyielding 
in  his  demand  that  the  mother  co-operate  with 
him,  and,  finally,  he  must  be  willing  to  make 
the  personal  sacrifice  of  time  and  effort  to  at- 
tain success. 

The  situation  is  so  clearly  expressed  by  Bolt, 
of  Baltimore,  in  his  monograph,  “The  Mortal- 
ities of  Infancy”  (Abt’s  Pediatrics,  Volume 
II),  that  I can  do  no  better  than  quote  as  fol- 
lows : 

“Infant  Feeding. — There  is  no  question  that 
the  character  of  feeding  during  the  first  year 
of  life  is  the  main  factor  in  the  health  destiny 
of  the  baby.  Although  prenatal  and  natal 
conditions  may  largely  account  for  neonatal 
deaths,  we  must  look  to  difficulties  in  feeding 
as  the  underlying  cause  of  the  disorders  which 
result  in  so  many  deaths  during  the  later 
months.  The  early  establishment  of  breast 
feeding  is  of  paramount  importance.  Upon 
this  point  there  should  be  no  controversy  be- 
tween the  obstetrician  and  pediatrist.  Valu- 
able time  is  sometimes  lost  in  the  early  days 
of  life  because  the  obstetrician  in  his  solicitude 
for  the  mother  overlooks  the  importance  of 
early  establishment  of  proper  nursing  habits. 
In  every  country  there  is  unanimity  of  opinion 
as  to  the  supreme  value  of  breast  feeding  as  a 
preventive  of  infant  mortality.  Our  whole 
clinical  experience,  strongly  supported  by  lab- 
oratory research,  affirms  that  mother’s  milk  is 
the  safest  and  best  food  for  the  infant  and  by 
all  odds  the  most  economical.  There  is  no  real 
substitute  for  mother’s  milk.” 

Difficulties. — The  first  is  to  overcome  the 
mother's  unwillingness  to  make  the  sacrifice  of 
personal  comfort  and  pleasure  which  she 
imagines  that  she  does  when  she  ties  herself 
down  to  the  task  of  giving  her  baby  a true 
mother’s  care. 

This  is  the  point  at  which  the  physician  dis- 
plays the  degree  of  his  own  convictions  and 
zeal,  and  demonstrates  whether  or  not  he  pos- 
sesses the  personality  and  perseverance  neces- 
sary to  win  the  mother,  and  then  to  follow  up 


tins  first  success  bv  patience  and  readiness  to 
meet  and  overcome  difficulties  as  they  arise. 
Tiie  question  of  mode  of  feeding  should  be 
definitely  settled  when  engaged  as  attendant, 
and  the  prenatal  care  be  directed  to  that  end. 

The  second  problem  is  to  overcome  any  phy- 
sical defects  of  the  nipples  that  may  exist,  and 
which  are  in  many  cases  the  cause  for  aban- 
doning breast  feeding.  The  condition  of  the 
nipples  of  mothers  (especially  of  primiparae) 
who  did  not  breast  feed  previous  children 
should  be  carefully  inquired  into  when  en- 
gaged. If  flat  or  sunken  they  should  be  care- 
fully drawn  out  twice  a day  or  oftener  and 
trained  into  shape,  beginning  two  weeks  or  a 
month  in  advance.  A simple  expedient  which 
I have  frequently  used  with  success,  both  be- 
fore and  after  the  birth  of  the  child,  is  an 
ordinary  bottle  with  neck  of  suitable  size, 
fi'om  which  hot  water  has  just  been  poured. 
The  flat  or  sunken  nipple  will  be  drawn  into 
the  neck  of  the  hot  bottle  pressed  over  it. 
Care  must  be  used  not  to  excite  labor  pains. 

Sore  or  Cracked  Nipples  contitutes  the  third 
problem.  Our  old  professor  of  obstetrics  did 
not,  in  1885,  teach  us  the  cause  and  prevention 
of  puerperal  fever,  but  he  did  impress  upon 
us  the  fact  that  abscess  of  the  breast  can  be 
avoided  by  preventing  cracked  and  sore  nip- 
ples, or  by  quickly  healing  them  in  the  begin- 
ning. Obedience  to  this  injunction  enabled  the 
writer  to  pass  through  his  professional  career 
without  having  a patient  experience  the  horror 
of  mastitis,  except  one  who  developed  a small 
abscess  a month  after  she  was  dismissed,  and 
who  failed  to  heed  the  parting  injunction  al- 
ways given  at  the  last  visit,  “Be  sure  to  let 
me  know  if  your  nipples  begin  to  become  sore 
or  cracked.” 

I wish  here  to  call  your  attention  to  the  aera- 
tor, a recent  wire  device  by  Dr.  C.  Ulysses 
Moore,  of  Portland,  Oregon,  which,  sewed  into 
the  breast  binder,  he  says,  “Prevents  and  cures 
inflammatory  nipple  troubles  by  evaginating 
the  nipple  and  permitting  application  of  the 
open-air  method  of  treatment.”  Powers  and 
Anderson,  of  Richmond,  have,  by  request, 
placed  these  in  stock.  Druggists  will  doubtless 
procure  them  when  you  desire  it. 

The  fourth  and  most  frequent  cause  for  pre- 
mature weaning  is  an  insufficient  milk  supply, 
or  milk  of  supposed  poor  quality. 

Women  may  occasionally  be  met  whose  milk 
does  not  suit  or  nourish  their  infants.  The 
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writer  cannot  recall  one  such  in  his  own  ex- 
perience with  about  1,000  patients,  though  in 
many  cases  complementary  feeding  was  neces- 
sary. An  insufficient  milk  supply  is  not  a 
reason  for  depriving  the  infant  of  all  that  thei’e 
is.  With  proper  diet  and  hygienic  care  of  the 
mother  and  with  practice  of  the  new  method  of 
expressing  the  last  drops  of  milk,  at  least  five 
times  a clay,  the  quantity  may  be  gi’eatly  in- 
creased. 

The  method  of  manual  expression  is  well  de- 
scribed by  Dr.  C.  U.  Moore  as  follows : 

‘‘The  correct  position  and  motion  of  the 
fingers  vary  with  the  type  of  breast.  With 


Fig.  2.—  Deep  and  “together”  postion  for  expressing  milk 
and  the  easy  scissors-like  motion  (thumb  and  first 
finger  practically  parallel)  most  useful  with  the 
pendent  type  of  breast. 

the  pendent  breast  the  finger  and  thumb  come 
together  with  a scissors-like  motion.  In  such 
cases,  manual  expression  is  simplified,  as  al- 
most any  method  works.  Virginal  breasts  and 
those  with  inverted  nipples  present  a much 
more  difficult  problem.  In  these,  the  finger 
and  thumb  are  inserted  deeply  into  the  areolar 
well  and  brought  together  three-fourths  inch 
behind  the  nipple.  This  might  be  described  as 
a pincer’s  motion  or  a bull-dog  grip.  Mastery 
of  manual  expression  technic  is  indicated  by 
ability  to  force  large,  strong  streams  of  milk 
a distance  of  3 feet  or  more.” 

I am  indebted  to  Dr.  Moore  and  to  The 
■Journal  of  the  American  Medical  Association 
for  permission  to  use  the  cuts  illustrating  his 
paper.2 

A well  selected  diet  for  the  mothers  is  es- 
sential to  improve  the  quantity  as  well  as  the 
quality  of  her  milk. 

Milk  supplies  the  calcium  needed  for  both 


mother  and  child,  in  addition  to  proteins,  fats, 
and  sugar.  One  quart  of  milk  contains  also 
much  of  the  water  which  is  needed  in  the  for- 
mation of  the  mother’s  milk.  Leafy  vegetables, 
especially  such  as  slaw,  lettuce,  and  celery,  with 
tomatoes,  all  of  which  are  eaten  raw,  meat,  and 
whole  grain  bread  will  round  out  the  menu. 
All  of  these  articles  are  too  frequently  missing 
from  the  diet  of  the  nursing:  mother.  The  same 
diet  should  be  used  during  pregnancy  and  will 
do  much  to  prepare  the  mother  for  the  natural 
feeding  of  her  baby  from  the  beginning. 

She  should  secure  not  less  than  nine  hours 
of  sleep  at  night,  and  arrange  for  a nap  of 
half  an  hour  in  the  afternoon. 

The  practice  of  the  methods  thus  briefly  out- 
lined will  save  many  babies  from  the  bottle, 
and  even,  with  the  best  of  care,  from  the  grave. 

The  physician  should  master  the  method  of 
completely  emptying  the  breast  five  times  a 
day,  by  manual  expression,  and  should  devote 
the  time  necessary  to  teach  it  to  mother  and 
nurse. 

The  obstetrician  should  not  consider  his  task 
complete  if  he  has  failed  to  staid  the  mother 
well  on  the  road  to  the  natural  feeding  of  her 
baby,  and  warned  her  to  report  promptly  any 
irregularities  that  may  arise. 

Breast  feeding  will  accomplish  much,  and 
save  the  lives  of  many  infants,  but  it  will  not 
insure  against  careless  and  ignorant  mothers. 
Every  physician  knows  that  it  is  the  custom  of 
such  mothers  to  take  their  infants  to  the  table 
nnd  to  allow  them  to  nibble  at  just  what  the  rest 
of  the  family  is  eating.  We  believe  that  if  we 
could  secure  the  facts  in  all  cases,  many  deaths 
from  diarrhoea  would  properly  be  traced  to  un- 
suitable food,  in  addition  to  the  breast.  While 
inducing  mothers  to  nurse  their  babies,  phy- 
sicians may  well  warn  also  against  feeding 
them  other  food  unsuited  to  their  age  and 
powers  of  digestion. 

The  Bureau  of  Vital  Statistics,  desiring  to 
make  a statistical  study  of  the  prevalence  of 
artificial  feeding,  and  to  learn  just  how  much 
physicians  are  responsible  by  actual  advice  or 
by  indifference,  recently  sent  out  questionnaires 
to  the  visiting  nurses  of  the  State,  and  to  the 
mothers  of  the  infants  dying  during  the  first 
part  of  1926.  The  replies  have  been  compiled 
and,  while  admitting  the  result  as  a rather 
crude  piece  of  work  owing  to  the  varying  char- 
acter of  the  information  furnished,  we  find  a 
rather  close  agreement  of  the  figures  as  secured 
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from  the  reports  of  the  nurses  and  of  the 
mothers. 

Nurses  reported  upon  638  infants  as  to  time 
of  weaning  and  whether  or  not  it  was  done 
upon  the  advice  of  physicians.  It  was  found 
that  52  per  cent  of  all  infants  weaned  during 
the  first  six  months  was  by  advice  of  physi- 
cians. Of  the  white  there  were  56  per  cent, 
and  of  the  colored  21  per  cent. 

The  mothers’  figures  of  infants  that  died 
were  51  per  cent  weaned  by  advice  of  phy- 
sicians, of  the  whites  58  per  cent  and  of  the 
colored  36  per  cent. 

Of  all  infants  6 months  and  under  reported 
upon  by  nurses,  52  per  cent  were  breast  fed. 
In  Chicago,  in  1922,  only  20  per  cent  of  one- 
year-old  infants  were  breast  fed.  In  1927,  after 
intensive  educational  work,  90  per  cent  are 
breast  fed,  while  the  infant  death  rate  was  re- 
duced 34  per  cent,  being  in  1926,  67  per  1,000 
births.5 

The  Virginia  infant  death  rate  for  1926  was 
83  per  1,000  births,  while  52  per  cent  of  the 
Virginia  infants  are  breast  fed,  compared  with 
Chicago’s  present  90  per  cent. 


Fig.  3. — Pincers-like  motion  with  tips  of  thumb  and  finger  com- 
ing together  deep  in.  the  breast  behind  the  nipple;  useful 
with  virginal  types  of  breasts  and  in  those  with  inverted 
nipples. 

It  is  not  presumed  that  the  great  reduction 
in  the  Chicago  death  rate  during  five  years  is 
due  alone  to  the  increase  in  breast  feeding, 
though  it  is  doubtless  true  that  that  is  the  chief 
factor. 

When  we  increase  our  breast  feeding  rate 
from  52  per  cent  to  90  per  cent  we  will  at 
the  same  time,  and  by  the  same  effort,  im- 
prove all  sanitar}^  conditions  that  may  have 
a part  in  securing  the  result.  This  sanitary 
improvement  will  also  reduce  the  adult  death 
rate  as  well. 


Your  attention  will  now  be  directed  to  the 
reasons  assigned  by  the  nurses  and  mothers 
for  weaning.  These  are  similar,  but  as  the 
nurses’  reports  are  better,  theirs  will  be  used. 
As  the  table  is  of  unusual  interest  and  is 
worthy  of  careful  study,  it  will  be  given  in 
full  as  tabulated. 

NURSE  QUESTIONNAIRE 
Reasons  for  Weaning. 


Advice  of  Doctor  Without  Advice 
White  Black  White  Black  Total 


Insufficient  milk  _ _ 37 

Mother’s  milk  did  not 

13 

34 

2 

86 

agree  _ _ _ _ 13 

4 

4 

1 

22 

Not  gaining  on  breast__  4 

3 

4 



11 

Baby  would  not  nurse 3 

1 

2 

3 

9 

No  milk  _ _ 1 

2 





3 

Milk  weak  _ 7 



8 



15 

Reason  unknown  8 

— 

4 

-- 

12 

— 

— 

— 

— 

— 

73 

23 

56 

6 

158 

Sixty  per  cent  of  total  faults 
weaned  by  advice  of  the  physician. 

with 

milk 

were 

Fifty-seven  per  cent  of  white  faults 
were  weaned  by  advice  of  the  physician. 

with 

milk 

Eighty  per  cent  of  black  faults 
weaned  by  advice  of  the  physician. 

with 

milk 

were 

Other  Reasons  for  Weaning. 


Advice  of  Doctor  Without  Advice 


White 

Black 

White 

Black 

Total 

Toxic  condition  mother. 

3 

3 

Pregnancy 

5 

2 

8 

2 

17 

Mother  not  interested.. 



1 

1 

2 

Mother  had  diphtheria 

Run-down  condition 

— 

1 

— 

-- 

1 

mother 

1 

1 

Mother  sick  . 

Mother  had  kidney  trou- 

7 

1 

2 

— 

10 

ble 

1 



1 



2 

Mother  had  typhoid 
Mother  had  whooping 

1 

1 

cough 

1 





1 

2 

Mother  had  measles 

Mother  compelled  to 

1 

1 

work 

1 

3 



4 

Baby  had  cleft  palate — 

1 

1 

Baby  had  convulsions — 

1 

1 

Abscess  of  breast 

2 

2 

Abnormal  breast 

2 

2 

22 

9 

15 

4 

50 

Acceptable  Reasons  for 

Weaning. 

Advice  of  Doctor  Without  Advice 

White 

Black 

White 

Black 

Totai 

Mother  died 

2 



3 



5 

Baby  in  hospital 

i 





1 

Taken  from  mother 







5 

5 

Mother  had  T.  B.  _ 

5 

5 

7 

i 

3 

5 

16 

Summary 

White 

Black 

White 

Black 

Total 

Faults  with  milk  supply  73 

23 

56 

6 

158 

Sickness  of  mother  or 
child  (not  T.  B.) 
Unavoidable  other  than 

22 

9 

15 

4 

50 

T.  B.  _ 

2 

1 

3 

5 

11 

T.  B.  of  mother 

5 

5 

102 

33 

74 

15 

224 

Sixty  per  cent  of  total  (reasons  given)  were 
weaned  by  advice  of  the  physician. 
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Fifty-eight  per  cent  of  white  (reasons  given)  were 
weaned  by  advice  of  the  physician. 

Sixty-eight  per  cent  of  black  (reasons  given)  were 
weaned  by  advice  of  the  physician. 

The  writer  is  in  accord  with  those  who  main- 
tain that  open  tuberculosis  of  the  lungs  is  the 
only  absolute  reason  for  taking  the  infant  from 
the  mother’s  breast.  Of  the  224  cases  with 
causes  given,  only  five  were  for  tuberculosis. 
In  five  cases  the  mother  died,  and  in  five  cases 
the  child  was  for  some  reason  taken  from  the 
mother,  while  one  child  was  taken  to  the  hos- 
pital, making  a total  of  sixteen  in  which  wean- 
ing seemed  justifiable,  leaving  208,  or  93  per 
cent  of  the  total  in  which  the  infants,  according 
to  the  accepted  standard,  might  have  been 


Fig;.  4. — Structure  of  the  cow’s  udder  (left)  compared  with  the 
human  breast  (right),  showing  the  reasons  for  deep  and 
“together”  motions  used  in  milk  expression,  in  contradis- 
tinction to  the  stripping  motion  used  in  the  dairy. 

breast  fed  in  whole  or  in  part.  Complementary 
feeding  after  each  inadequate  breast  feeding 
until  the  milk  supply  is  sufficient,  must,  of 
course,  be  practiced  to  the  extent  of  producing 
a normal  rate  of  gain  of  the  infant’s  weight. 

At  times  the  condition  of  the  mother  may  re- 
quire the  temporary  withdrawal  of  the  child. 
In  such  cases  the  flow  should  be  kept  up  by 
manual  expression,  and  the  child  returned  as 
soon  as  possible. 

Such  infectious  diseases  of  the  mother  as 
scarlet  fever  do  not  prevent  nursing.  The 
danger  from  infection  is  less  than  the  danger 
from  artificial  feeding,  and  may  be  greatly 
lessened  by  preventing  direct  contact  of  the 
child  with  the  mother.  It  is  possible,  however, 
to  express  the  milk  and  feed  it  from  a bottle. 

In  many  instances  when  the  physician  is  said 
to  have  advised  weaning,  especially  when  the 
babies  died,  he  may  have  simply  consented  to 
the  suggestion  of  the  mother.  If  he  did,  he 
displayed  a lack  of  interest,  indicating  either 
that  he  has  not  comprehended  the  importance 
of  such  a step,  or  that  he  was  unwilling  to  enter 
upon  a struggle  to  secure  for  the  baby  his 
natural  birth-right,  and  the  one  thing  of  great- 


est importance  in  saving  him  from  an  early 
grave. 
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TYPHUS  FEVER. 

Report  of  a Case  in  a Child.* 

By  ST.  GEO.  T.  GRINNAN,  M.  D„ 
and 

MANFRED  CALL,  M.  D., 

Richmond,  Va. 

It  is  so  long  since  typhus  fever  has  been 
reported  in  Virginia,  and  this  disease  is  so 
uncommon  here,  that  physicians  are  not  apt 
to  consider  typhus  fever  in  making  a diag- 
nosis. There  are  many  physicians  in  Virginia 
who  have  never  seen  a case  of  typhus  fever, 
and  if  they  have  seen  them,  it  was  not  in  Vir- 
ginia. 

A brief  description  of  typhus  fever  is  given 
so  that  the  case  to  be  reported  may  be  com- 
pared with  a normal  case. 

Typhus  fever  has  followed  war,  famine  and 
the  dark  pages  of  the  world's  history,  not  in 
hot  countries,  but  in  the  temperate  zone.  The 
Balkan  States,  Ireland  and  Great  Britain  fur- 
nish typhus  literature.  Typhus  fever  has  been 
more  prevalent  in  the  cold  months  in  Europe. 
In  North  America  typhus  is  found  in  the 
Southern  States,  especially  New  Mexico,  Indian 
Reservations  and  in  Mexico.  Rio  Grande 
fever  has  been  shown  to  be  typhus  fever. 
Brill’s  disease  in  the  Port  of  New  York  is  a 
mild  form  of  typhus  fever. 

The  usual  cause  of  typhus  is  the  infected 
body  louse.  It  has  been  said  that  “typhus 
fever  prevails  in  inverse  ratio  to  the  amount 
of  soap  use.” 

The  incubation  period  of  typhus  fever  is 
five  to  eighteen  days.  The  average  incubation 
period  is  eight  to  twelve  days.  The  disease  be- 
gins with  a chill  and  headache.  The  tempera- 
ture quickly  rises  usually  to  104  degrees  F., 
or  higher,  and  remains  throughout  the  active 
course  of  the  disease  which  is  usually  thirteen 
days.  In  a child  the  temperature  may  last 
eleven  or  twelve  days.  The  temperature  falls 
by  crisis  or  a slow  crisis.  The  disease  affects 

♦Read  at  the  fifty-eighth  annual  meeting  of  the  Medical  So- 
ciety of  Virginia,  in  Petersburg,  October  18-20,  1927. 
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the  nervous  system,  the  muscular  system 
(pains),  and  the  vascular  system. 

In  the  severe  cases,  coma  A'igil,  delirium  and 
muttering  are  common. 

The  heart  rate  is  110  to  120. 

The  kidneys  are  little  affected. 

The  lungs  may  show  bronchitis. 

The  white  blood  count  averages  10.000  to 
14.000. 

The  abdomen  is  not  distended. 

There  are  no  relapses;  after  the  third  to 
fifth  day  there  appears  a maculo-petechial 
eruption,  noted  first  in  the  axillary  folds  and 
on  the  back.  This  eruption  quickly  extends 
over  the  arms  and  legs,  then  over  the  entire 
body.  The  rash  at  first  has  much  the  appear- 
ance of  measles  for  which  it  has  often  been 
mistaken;  it  is  not  elevated  at  first.  Later, 
the  rash  is  papular.  y2  millimeter  high,  ovoid 
in  shape,  dirty  pink  color,  diameter  3 to  4 
millimeters,  fades  on  pressure  but  does  not 
disappear.  New  crops  occur  until  the  ninth 
day.  After  the  ninth  day,  all  spots  become 
more  dirty  pink,  fade  on  pressure  and  show 
some  hemorrhage  in  the  center.  In  mild  cases 
there  are  pin  point  hemorrhages. 

The  eruption  which  changes  its  appearance 
three  times  in  the  course  of  the  disease  lasts 
throughout  the  disease  and  does  not  fade  until 
after  the  crisis  on  thirteenth  day.  The  in- 
tensity of  the  eruption  is  directly  proportional 
to  the  severity  of  the  disease.  After  the  crisis 
the  rash  disappears  within  three  to  five  days 
and  the  bad  signs  of  toxemia  quickly  go. 

The  spleen  is  enlarged  in  60  per  cent  of 
the  cases. 

Two  per  cent  of  the  cases  are  hemorrhagic. 

The  blood  is  infectious. 

The  blood  of  guinea  pigs  infected  by  typhus 
fever,  shows  minute  bacillary  bodies. 

Brill's  typhus  showed  gram  positive  obli- 
gate anaerobic  bodies  which  required  the  pres- 
ence of  glucose  in  an  unusually  rich  acetic 
fluid  in  the  culture  medium.  (Brill  in  Nel- 
son’s Loose  Leaf  Medicine,  Vol.  1.  p.  193). 

In  1916  da  Roch  Lima  reported  the  obser- 
vation of  Prowazeki  and  himself  that  typhus 
infected  lice  regularly  show  innumerable  mi- 
nute bacillary  bodies  within  the  cells  lining  the 
stomach.  ‘The  Rich ettsia -Prowazeki  is  prob- 
ably the  cause  of  typhus  fever.  Whether  it 
is  bacterial  or  protozoan  in  nature  has  not  yet 
been  determined. 

Seventy  per  cent  of  the  endemic  cases  occur 


in  June,  July,  August  and  September.  The 
fact  that  in  endemic  cases  other  members  of 
the  family  are  not  infected  suggests  other 
means  of  infection  than  the  body  louse. 

The  rat  is  suggested  as  an  indirect  cause, 
especially  in  the  Southern  States  of  the  United 
States.  In  Savannah,  many  of  the  cases  of 
typhus  have  occurred  in  grain  dealers  where 
contact  with  rats  is  common. 

In  London,  the  mortality  is  18.9  per  cent,  in 
Berlin,  23  per  cent,  and  Mount  Sinai  hospital 
in  New  York,  20  per  cent. 

Deaths  in  hospitals  are  11  to  60  per  cent. 

In  epidemics,  nurses  and  doctors  are  fre- 
quently infected. 

In  endemic  cases,  infection  of  attendants  is 
not  common. 

Typhus  fever  is  diagnosed  by  the  Weil- 
Felix  reaction. 

In  1916  Weil  and  Felix  isolated  strains  of 
proteus  bacilli  from  the  urine  and  stools  of 
typhus  patients  which  were  agglutinated  by 
serum  of  the  patient. 

One  strain  of  proteus  X 19  is  very  sensitive 
in  dilution  of  1 :10.000  for  agglutination  test. 
The  Germans  and  Austrians  employed  this 
method  of  diagnosis  in  the  World  War.  A 
dilution  below  1 TOO  is  non-specific,  being  ob- 
served in  the  course  of  other  febrile  courses. 

An  agglutination  test  of  1 :100  should  be 
accepted.  (Nelson's  Loose  Leaf  Medicine). 

Case:  Female,  age  7.  Home  in  Connecti- 
cut, but  had  been  in  Virginia  one  month  when 
taken  sick,  July  12,  1927.  The  incubation 
limit  of  eighteen  days  proves  that  the  infec- 
tion occurred  in  Virginia.  The  temperature 
quickly  rose  to  104.S  degrees  F.  On  the  fifth 
day  a maculopapular  eruption  appeared  in  the 
axillary  region  on  both  arms,  the  legs  and  the 
back.  The  eruption  had  the  appearance  of 
measles.  The  child,  however,  had  had  measles. 
Later  the  eruption  became  elevated  and  did 
not  disappear  on  pressure.  Two  or  three  days 
later  the  eruption  changed  in  appearance  and 
resembled  fly  bites.  In  the  centre  of  the  erup- 
tion there  were  pin  point  hemorrhagic  spots. 
Gradually  these  spots  became  purplish  purple. 
On  the  seventh  day  of  the  disease  the  child 
became  delirious  and  appeared  seriously  ill. 

July  19 th:  A tourniquet  was  applied  to  the 
arm  for  A-enous  puncture  (culture).  Almost 
immediately  there  appeared  multitudinous 
purpuric  spots  generalized  from  tourniquet  to 
the  finger  tips. 
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Quite  profuse  nose  bleeding  occurred  the 
same  day. 

Colonic  irrigation  was  accompanied  by  half 
a pint  of  coffee  colored  fluid  in  clots,  partly 
hemorrhagic,  oozing  from  the  intestine,  partly 
swallowed  blood  from  the  nose  bleeding. 

The  white  cell  count  was  4,300;  reds,  3,270,- 
000;  hemoglobin  62;  neutrophiles  60;  endo- 
thelial leucocytes  3.  There  was  marked  frag- 
mentation of  the  lymphocytes,  platelets  40,000. 

July  ‘ZZnd:  Direct  blood  transfusion  was 
done.  200  c.c.  being  given ; the  child  now  had 

c?  O 

a purpuric  eruption  over  the  entire  body. 

July  y,2>rd:  White  count  14,000.  Platelets 
52,000.  Realizing  the  danger  of  such  a low 
platelet  count,  quartz  light  radiation  was 
given  over  the  body,  both  back  and  front  as 
a means  of  raising  the  platelet  count.  Radia- 
tion was  given  daily  until  blistering  occurred. 
The  platelets  were  raised  20  per  cent  by  this 
means. 

The  spleen  was  palpable  at  the  costal  mar- 
gin. Reflexes  were  normal.  Spinal  fluid  was 
negative  (Pandy’s  test).  Coma  vigil,  mutter- 
ing and  delirium  was  present.  Temperature 
remained  high. 

Many  tests  and  cultures  for  typhoid  and 
paratyphoid  A and  B were  negative.  The 
stools  were  negative  for  parasites.  The  X-ray 
of  chest  was  negative.  Urine  negative  except- 
ing an  occasional  trace  of  albumin. 

The  abdomen  was  much  distended  and  rigid 
throughout.  Muscular  pains  were  intense  and 
luminal  was  used  to  give  rest. 

There  was  slight  enlargement  of  the  lymph 
nodes  in  the  axilla  and  groin. 

The  heart  and  liver  were  normal. 

Diaphragm  negative. 

Continued  blood  tests  all  of  which  were 
negative  were  made  for  various  diseases,  as 
follows:  Malaria,  Malta  Fever,  Cambiensis, 
Tularemia,  Encephalitis,  Typhoid  and  Para- 
typhoid. 

July  29i7i;  Owing  to  low  platelet  count 
(54,000),  blood  transfusion  was  performed, 
300  c.c.  being  given.  The  platelets  were  raised 
by  transfusion  to  a factor  of  greater  safety, 
65,600.  (The  normal  is  275,000). 

On  August  ls£,  a positive  agglutination  test 
for  typhus  fever  was  made  with  the  proteus 
X 19  in  dilution  of  1 :600. 

On  the  twenty-fourth  day  of  the  disease  a 
slow  crisis  began.  The  spots  or  rash  began  to 
disappear  and  turn  a dirty  brown,  then  a dirty 


yellow,  and  in  three  days  were  gone.  The 
delirium  disappeared  with  the  rash  when  the 
temperature  was  normal.  She  made  an  un- 
eventful recovery. 

The  writer  believes  that  the  two  blood  trans- 
fusions were  of  great  value  in  this  case. 


CHEMISTRY  AND  MEDICINE.* 

By  WORTLEY  F.  RUDD,  M.  A.,  Richmond,  Va. 

All  of  us  are,  theoretically  at  least,  intensely 
interested  in  practical  applications  of  funda- 
mental principles.  The  generation  to  which 
you  and  I belong  has  been  characterized  by 
the  ability  to  make  such  applications  to  a de- 
gree undreamed  of  a generation  ago.  Our 
success  in  this  field  has  become  so  phenomenal, 
and  the  benefits  derived  therefrom  so  wide- 
spread, to  rich  and  poor  alike,  that  we  ac- 
cept the  situation  with  neither  question  nor 
comment. 

In  an  address  delivered  before  the  Franklin 
Institute,  of  Philadelphia,  and  later  published 
and  given  very  wide  distribution  as  a classic 
in  epitomizing  the  modern  world’s  relation  to 
and  dependence  upon  scientific  work,  Dr. 
Arthur  D.  Little,  in  speaking  of  scientists, 
whom  he  was  pleased  to  call  the  Fifth  Estate, 
says  the  “Fifth  Estate  is  composed  of  those 
having  the  simplicity  to  wonder,  the  ability  to 
question,  the  power  to  generalize  and  the  ca- 
pacity to  apply.  It  is  in  short  the  company 
of  thinkers,  workers,  expounders  and  practi- 
tioners upon  which  the  world  is  absolutely 
dependent  for  the  preservation  and  advance- 
ment of  that  organized  knowledge  which  we 
call  Science.”  Almost  at  the  same  time  “What 
Price  Progress”  was  published  and  commanded 
international  attention.  It  aroused  business 
men  to  the  importance  of  fundamental  re- 
search in  industry  as  nothing  else  had  ever 
done. 

Almost  within  a stone's  throw  of  where  this 
meeting  is  being  held  today,  the  Allied  Chem- 
ical and  Dye  Corporation  lias  already  begun 
work  on  a plant  to  cost  more  than  $100,000,000. 
We  learn  that  this  vast  enterprise  will  utilize 
chiefly  just  one  scientific  principle  on  a prac- 
tical basis.  The  figures  and  the  conception 
challenge  the  imagination.  At  Hopewell  and 
Roanoke  and  Saltville  and  Richmond,  and 
many  other  places  in  this  traditionally  con- 
servative State  of  ours,  many  millions  of 

♦Read  by  title  at  the  fifty-eighth  annual  meeting  of  the 
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money  and  thousands  of  workers  are  em- 
ployed in  the  conversion  of  raw  material  into 
products  of  the  most  refined  type  under  the 
guidance  of  highly  trained  chemists. 

As  important  and  interesting  as  these  things 
are,  I am  not  warranted  in  coming  before  the 
Medical  Society  of  Virginia  to  talk  about 
them  unless  these  same  fundamental  chemical 
principles  which  are  now  the  basis  of  the  in- 
dustries of  the  world  have  a direct  and  mould- 
ing influence  upon  you  and  your  immediate 
tasks.  It  is  unnecessary  for  me  to  have  to 
prove  this  to  you.  Evidence  of  the  interde- 
pendence of  our  professions  is  a daily  experi- 
ence. A single  instance  will  show  how  close 
we  are. 

Tomorrow  night  in  Richmond  before  a 
joint  meeting  of  the  Virginia  Section  of  the 
American  Chemical  Society  and  The  Woman’s 
Club,  Dr.  Charles  H.  Herty,  one  of  the  most 
efficient  and  distinguished  chemists  in  America, 
will  talk  on  “Good  Health,  The  Ultimate  Aim 
of  Chemistry.”  Recognition  of  the  principle 
that  good  health  is  our  chief  aim,  and  that  the 
public  is  being  told  about  how  we  are  working 
at  the  task,  has  given  me  the  temerity  to  dis- 
cuss it  briefly  with  you.  A sufficient  excuse 
for  this  paper  is,  then,  the  fact  that  in  much 
of  your  diagnosis  your  methods  are  those  of 
the  chemist,  and  in  treatment  the  products  of 
his  researches  are  your  chief  dependence. 
Probably  among  the  majority  of  physicians 
this  point  of  view  is  now  generally  accepted. 
Even  at  the  beginning  of  the  present  century, 
however,  such  was  not  the  case.  Well  trained 
men  in  your  profession  were  hopelessly  divided 
on  the  value  of  chemistry  to  the  practice  of 
medicine.  About  that  time,  when  Dr.  Harvey 
W.  Wiley  was  in  the  prime  of  his  usefulness, 
he  addressed  the  student  bodies  and  faculties 
of  the  Medical  College  of  Virginia  and  the 
University  College  of  Medicine  in  a joint 
meeting.  Among  the  many  fine  things  he  said 
was  one  statement  which  made  a profound  im- 
pression upon  me,  as  it  was  a bold  remark  for 
those  days.  “Young  men,”  he  said,  “many  of 
you  will  live  to  see  the  day  when  bacteriology 
and  pathology  will  be  regarded  as  simply 
parts  of  the  whole  field  of  chemistry,  so  lay 
a broad  foundation  in  chemistry  that  you  may 
understand  these  other  subjects  which  play  such 
an  important  part  in  medicine.”  Now  another 
picture  of  those  same  years — another  distin- 
guished physician  who  gave  a considerable 


part  of  his  time  to  the  teaching  of  chemistry 
to  medical  students  was  accustomed  to  say 
something  like  this  in  his  opening  lecture  each 
year.  “Young  gentlemen,  the  course  of  lec- 
tures which  I am  beginning  today  covers  96 
hours.  I could  easily  give  you  all  of  the 
chemistry  you  will  ever  need  in  the  practice 
of  medicine  in  a 20-hour  course,  but  the  curric- 
ulum calls  for  96  hours.  It,  therefore,  be- 
comes necessary  for  us  to  cover  much  more 
ground  than  I think  you  will  actually  need  in 
your  life’s  work.”  At  the  time  these  widely 
diffei’ent  points  of  view  were  expressed,  a few 
more  or  less  exact  tests  on  urine  and  gastric 
contents  were  the  chemists’  major  contribution 
to  diagnosis.  Folin*  was  already  beginning 
to  develop  methods  for  making  blood  chemical 
tests  with  the  idea  of  applying  them  to  the 
practical  work  of  the  clinician.  Workers  in 
the  same  field,  Denis.  Benedict,  Lewis,  Myers. 
Fine,  and  many  others,  contributed  to  the 
rapid  development  of  reliable  methods  of 
clinical  laboratory  technic.  Parenthetically, 
it  is  interesting  to  note  that  the  great  con- 
tributions  to  modern  methods  of  blood  exami- 
nations on  a clinical  basis  have  been  made 
by  American  workers. 

Progress  in  the  past  twenty  years  has  been 
truly  phenomenal.  Highly  developed  research 
and  refinements  in  chemical  technic  have  given 
us  an  accurate  knowledge  of  the  human  body 
in  its  chemical  relations  in  both  health  and 
disease  hardly  dreamed  of  at  the  beginning 
of  the  present  century.  As  a result  of  these 
refinements  in  technique  and  the  application 
of  some  of  the  most  fundamental  of  newer 
chemical  philosophy  to  medical  problems,  phy- 
sicians are  now  in  possession  of  a vast  amount 
of  knowledge  of  the  human  body.  You  know 
that  the  blood  stream,  by  a wonderful  chemi- 
cal mechanism  of  buffer  salts,  maintains  a hy- 
drogen ion  concentration  of  7.3  to  7.5,  a very 
limited  range  in  health : and  that  a change  to 
the  acid  side  of  neutrality  or  a p H of  6.75 
or  on  the  alkaline  to  7.7  or  7.8  is  almost  in 
every  instance  indicative  of  impending  death; 
that  an  increase  in  the  sugar  content  of  the 
blood  from  a normal  of  about  .1  of  one  per 
cent  to  .15  or  .2  of  one  per  cent  is  distinctly 
pathological;  that  in  acute  intestinal  obstruc- 
tion the  urea  nitrogen  changes  from  a normal 
of  some  12  or  15  milligrams  per  100  c.c.  of 
blood  to  as  much  as  50  or  100  or  even  more; 
that  in  nephritis  where  the  creatinine  content 
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goes  above  5 milligrams  per  100  c.c.,  the  nor- 
mal being  about  1 to  2,  more  than  90  per  cent 
of  cases  will  die  in  a comparatively  short 
time;  that  in  tetany  we  sometimes  find  a de- 
crease in  calcium  content  of  the  blood  from  an 
average  of  from  9 to  11  milligrams  per  100 
c.c.  to  as  little  as  3.5  milligrams  per  100  c.c., 
and  that  persistent  and  constant  administra- 
tion of  calcium  frequently  relieves  this  dis- 
turbing condition.  Knowledge  of  these  and 
many  similar  chemical  facts  about  the  changes 
which  the  body  fluids  undergo  has  completely 
upset  many  traditional  beliefs  concerning  the 
cause  of  disease  and  opened  up  new  methods 
for  cure. 

In  so  brief  a paper  it  will  be  impossible  to 
cite  all  the  ways  in  which  you  depend  upon 
the  chemists’  work  in  your  diagnosis.  You 
know  what  they  are.  You  know  they  are  in- 
creasing at  a fairly  rapid  rate,  and  he  is  a 
bold  man  indeed  who  will  dare  put  limita- 
tions upon  how  far  the  chemist  will  go  in 
fostering  better  methods  of  diagnosis  and 
cure  in  the  future. 

In  a recent  address  on  “Chemistry  in  Re- 
lation to  Biology  and  Medicine,”  Dr.  John  J. 
Abel  says,  “mastery  of  your  science  (chem- 
istry) became  necessary  for  the  solution  of 
physiological  and  pharmacological  problems 
that  could  not  be  undertaken  or  even  formu- 
lated if  their  chemical  aspects  were  to  be 
ignored.”  He  further  states,  “no  longer  are 
the  devotees  of  the  biological  and  medical 
sciences  foster-parents  or  foster-brothers  of 
yours  as  in  the  old  days ! It  is  we  (the  physi- 
cians) who  are  now  dependent  in  a large  part 
of  our  work  upon  you  and  your  fellow 
scientists,  the  physicists.  The  reason  for  this 
change  in  relationship  is  not  far  to  seek.  It 
lies,  primarily  in  the  fact  that  your  science  has 
developed  many  more  devices*  and  accurate 
methods  of  measurement.” 

It  is  mere  truism  to  say  that  no  sort  of 
practice  becomes  truly  scientific  until  it  de- 
velops highly  accurate  methods  of  measure- 
ment. While  the  chemist’s  aid  in  diagnosis  is 
of  comparatively  recent  origin,  the  role  he  has 
played  in  treatment  certainly  has  no  earmarks 
of  youth.  From  the  beginning  he  has  applied 
both  his  knowledge  and  his  efforts  to  supply- 
ing the  physician  with  remedial  agents.  Much 
of  the  very  best  chemical  talent  of  the  world 
is  now  deep  in  the  problems  of  new  remedials 
with  results  that  are  often  marvelous.  Much 


that  you  are  able  to  do  for  the  prevention,  re- 
lief and  cure  of  disease  has  come  only  after 
years  of  the  most  efficient  and  painstaking 
work  of  the  chemist. 

All  of  the  foregoing  is  but  preliminary  to 
the  two  main  concerns  that  I have  in  present- 
ing  this  paper. 

In  the  first  place,  the  physician  of  the  future 
will  be  much  better  prepared  for  service  in 
his  profession  if,  before  he  enters  into  train- 
ing for  it,  even  the  premedical  course,  he  is 
made  to  know  from  you  men  already  out  in 
practice  that  your  own  inability  to  use  much 
that  is  extremely  valuable  in  modern  methods 
of  diagnosis  and  treatment  is  due  to  the  fact 
that  your  training  in  the  fundamental  sciences 
upon  which  much  of  it  is  based  was  not  suffi- 
ciently broad  and  exacting.  Not  necessarily 
more  time  is  required,  but  more  profound  ap- 
plication to  the  principles  of  Physics,  Chem- 
istry and  Biology.  We  deprecate  the  attitude 
of  many  practitioners  who  boast  that  they 
never  had  any  special  training  in  these  sub- 
jects and  vet  have  been  successful.  A future 
physician,  having  imbibed  such  a spirit  from 
a so-called  successful  physician  before  begin- 
ning the  study  of  medicine,  is  almost  damned 
before  he  starts.  This  Is  Not  Twenty-Five 
Years  Ago. 

The  last  and  most  important  consideration 
is  a plea  for  an  even  greater  every  day  co- 
operation between  the  physician  and  the  other 
scientific  workers  who  have  to  do  with  the 
physical  well-being  of  people.  In  this  group 
the  chemist  has  become  an  extremely  impor- 
tant factor.  And  yet  we  find  the  two  groups 
working  more  or  less  independent  of  each 
other,  each  performing  a great  service  to  the 
same  end.  In  the  very  nature  of  the  case, 
practicing  physicians  cannot  go  into  the  re- 
finements of  chemical  procedure  which  is 
necessary  for  worthwhile  results,  nor  can 
chemists  utilize  the  many  clinical  manifesta- 
tions which  mean  so  much  to  the  practiced 
physician,  but  it  is  my  deliberate  judgment 
that  a genuine  co-operation  between  the  two 
groups  would  be  a determining  factor  in  the 
solution  of  many  medical  problems  that  now 
seem  almost  hopeless. 

I venture  to  make  a few  suggestions  for 
bringing  about  a better  condition.  I think 
they  are  practical. 

(1)  The  Biochemistry  course  in  Medical 
Colleges  should  have  the  most  intimate  sort 
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of  relation  with  clinical  medicine  in  all  of  its 
applications,  the  students  actually  seeing  pa- 
tients when  practical.  The  teachers  of  this 
subject  should  be  consultants  in  medicine  in 
all  problems  involving  chemical  knowledge 
and  should  help  in  autopsies.  Such  a plan  has 
been  organized  at  the  Medical  College  of  Vir- 
ginia. 

(2)  All  medical  groups  should  have  a 
thoroughly  trained  chemist  as  full  member  of 
the  stall'.  He  may  or  may  not  be  a physician, 
but  should  have  a training  in  chemistry 
equivalent  to  that  required  of  a Ph.D.  in  the 
subject.  If  I am  correctly  informed,  no  medi- 
cal group  in  Virginia  has  such  a man. 

(3)  Clinical  laboratories  should  not  be 
manned  entirely  by  technicians  who  have  been 
trained  only  in  the  method.  At  least  one 
worker  should  be  able  to  interpret  results 
chemically. 

Independent  practitioners  should  arrange 
for  co-operative  work  with  chemists  in  one  of 
the  groups  named  above. 

Summing  up.  then,  this  is  distinctly  an  age 
of  chemistry.  Industry  has  realized  it  and  is 
co-operating  perfectly.  Chemistry  and  Medi- 
cine are  brothers  in  the  healing  art.  but  are 
not  yet  doing  the  fine  team  work  that  is  justi- 
fied by  the  slogan  of  modern  chemistry.  “Good 
Health,  the  ultimate  aim  of  chemistry.” 

Medical  College  of  Virginia. 


FIVE  YEARS’  TREATMENT  OF 
DIABETES  WITH  INSULIN.- 

By  E.  G.  HILL,  M.  D.,  Richmond,  Va. 

Five  years  have  elapsed  since  the  first  dose 
of  insulin  was  given,  by  Banting,  to  a human 
being.  This  boy  is  alive  and  able  to  earn  his 
own  living.  He  maintains  a normal  blood 
sugar,  and  his  urine  is  sugar  free  on  27  units 
of  insulin  a day. 

This  is  the  proper  time  to  look  over  the  field 
and  consider  what  has  been  accomplished  in 
this  five-year  insulin  period  and  what  we  may 
expect  to  accomplish  in  the  future. 

Joslin1  has  made  a summary  of  the  results 
of  treatment  of  the  different  periods.  He 
divided  it  into  the  Naunyn  period  which  really 
was  no  treatment;  the  Allen  period,  the  period 
of  starvation,  in  which  life  was  saved  or 
rather  prolonged;  and,  finally,  the  Banting  or 
insulin  period.  He  has  only  one  diabetic  child 

‘Read  at  the  fifty-eiprhth  annual  meeting  of  the  Medical 
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living  out  of  sixt}r-one  seen  between  August, 
1898  and  January,  1914, — 98.4  per  cent  dead  in 
what  he  terms  the  Naunyn  period.  He  has  52 
living  out  of  169  seen  from  January,  1914  to 
August,  1922,  during  what  he  terms  the  Allen 
or  starvation  period, — 69.2  per  cent  dead.  He 
has  147  living  out  of  165  seen  from  August, 
1922  to  September,  1926,  during  the  Banting 
or  insulin  period, — only  10.2  per  cent  dead. 

The  diabetic  death  rate  among  children  in 
Massachusetts  has  decreased  from  11  per  cent 
in  1900  and  10  per  cent  in  1910  to  3 per  cent 
in  1926. 

Thousands  of  diabetics  are.  alive  now  who 
would  have  been  dead  but  for  insulin.  Thou- 
sands of  diabetics  are  living  comfortable  lives 
and  earning  their  own  living  who  would  be 
hopeless  invalids  but  for  insulin.  Thousands 
of  operations  have  been  performed  on  those 
rendered  surgically  safe  bv  insulin  and  thou- 
sands of  lives  have  thereby  been  saved.  The 
economic  value  of  human  life  and  suffering 
saved  by  insulin  is  almost  incalculable. 

Those  of  us  who  have  been  practicing  medi- 
cine twenty-five  years,  remember  the  despair 
and  hopelessness  with  which  we  began  the 
treatment  of  a case  of  so-called  total  diabetes. 
You  might  as  well  have  signed  his  death  war- 
rant as  to  have  told  a man  that  he  had  dia- 
betes. The  best  we  could  do  was  to  restrict 
his  carbohydrates,  when  most  of  them  very 
promptly  went  into  coma  and  all  died.  We 
had  disturbed  the  ketojrenic  anti-ketogenic 
ratio.  We  had  severed  the  last  strand  of  the 
cord  of  life.  Or  else  they  had  a leg  cut  off 
for  gangrene  and  then  died. 

Will  insulin  cure?  Insulin  cures  diabetes  as 
food  cures  hunger.  The  disease  can  certainly 
be  arrested  and  health  restored  by  insulin. 
Marked  improvement  of  tolerance  and  dimin- 
ished need  for  insulin  commonly  take  place  as 
the  beginning  of  treatment. 

There  seems  to  be  a prejudice  on  the  part 
of  the  public  against  insnlin  treatment ; they 
think  that  if  insulin  is  once  taken  its  use  must 
be  continued  indefinitely.  This  is  not  correct. 
Insulin  should  be  given  just  as  soon  as  the 
diagnosis  of  diabetes  is  established,  and  kept 
up  as  long  as  indicated. 

John2  gives  a list  of  58  diabetics  whose  car- 
bohydrate tolerance  had  increased  to  such  an 
extent  that  insulin  was  no  longer  needed  to 
maintain  the  normal  blood  sugar  level.  The 
ages  of  this  series  are  from  18  to  79  years. 
The  duration  of  diabetes  from  recent  to  15 
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years.  The  periods  since  discontinuance  of  in- 
sulin were  from  one  month  to  thirty-four 
months. 

Diabetes  affects  the  growth  and  weight  in 
children.  Insulin  starts  the  growth  again. 
Ladd3  reports  thirty-five  cases  of  diabetes  in 
children  in  which  the  growth  process  had 
slowed  down  or  ceased  altogether.  The  effect 
of  insulin  in  these  severe  cases  of  diabetes  may 
be  noted  as  follows : 

1.  Immediate  gain  in  weight; 

2.  Usually  coincident  gain  in  strength  and 
improvement  in  disposition ; 

3.  Gain  in  stature  usually  follows  gain  in 
weight. 

J.  R.  Williams4  reports  that  there  is  marked 
increase  in  food  tolerance,  body  weight,  and 
economic  efficiency  following  the  administra- 
tion of  insulin.  Of  478  patients,  85  per  cent 
are  alive.  There  jhave  been  few  deaths  due 
to  diabetes  alone,  where  proper  treatment  was 
given.  The  tenure  of  life  has  been  extended 
indefinitely. 

Sansum5  has  recently  advocated  high  ,car- 
bohydrate  feeding  to  diabetics.  He  gives  in- 
creasing amounts  of  carbohydrates  and  then 
gives  enough  insulin  to  metabolize  the  car- 
bohydrates. He  claims  that,  by  the  use  of 
high  carbohydrate  diets,  he  has  found  that : 

1.  There  is  no  difficulty  in  keeping  patients 
sugar  free; 

2.  The  patients  are  restored  to  a more 
nearly  normal  state  of  physical  and  mental 
activity ; 

3.  They  are  freed  from  the  slightest  traces 
of  the  acetone  type  of  acidosis; 

4.  The  potatoes,  milk  and  fruits  have  en- 
abled us  to  eliminate  the  acid  ash  type  of 
acidosis  which  wre  believe  has  been  a cause  of 
the  high  incidence  of  blood  vessel  disease ; 

5.  The  diets  are  more  palatable  ; 

G.  The  patients  lose  their  craving  for  for- 
bidden foods,  especially  for  the  carbohydrates; 

7.  Such  diets  should  afford  the  patients  the 
best  opportunity  for  partial  recovery. 

Geyelin6,  of  New  York,  has  had  good  re- 
sults in  many  cases  where  he  has  given  in- 
creased amounts  of  carbohydrates  and  so  has 
Richardson7,  of  the  University  of  Pennsyl- 
vania. 

If  wre  consider  the  value  of  carbohydrates 
in  the  metabolic  process,  we  will  see  the  need 
of  an  ample  supply. 


Rosenfield,  in  1885,  said,  “The  fats  burn  in 
the  fire  of  carbohydrates.” 

Du  Bois8  says,  “It  has  long  been  known 
that  the  complete  oxidation  of  fat  in  the  body 
could  not  be  obtained  unless  some  carbohy- 
drates were  being  oxidized  at  the  same  time.” 
A hen  the  available  carbohydrate  is  insuffi- 
cient, the  organism  “smokes”  like  a gasoline 
engine  with  an  improper  mixture.  As  a re- 
sult, we  have  the  formation  of  aceto-acetic  and 
betahvdroxybutyric  acids — a ketosis.  The 
symptoms  of  ketosis  are  well  known;  deep 
respiration,  weakness,  nausea,  somnolence, 
coma.  Diabetics  and  normal  men  on  low  car- 
bohydrate diet  show  weakness,  lassitude,  in- 
ability to  perform  mental  and  physical  labor 
and  lack  of  resistance  to  infection. 

Insulin  not  only  metabolizes  carbohydrates 
but  causes  them  to  be  stored  in  the  liver  in  the 
form  of  glycogen.  The  liver  probably  holds 
or  contains  from  200  to  300  grams  of  glycogen. 
Benedict  could  find  201  grams  in  his  Lavanzin 
starvation  case. 

Vivian  Hill,9  of  London,  has  shown  that 
when  a muscle  contracts,  the  reaction  Gly- 
cogen   > Glucose  > Lactic  Acid 

takes  place,  to  be  followed  in  the  recovery 
phase  by  the  reaction  Lactic  Acid > Glu- 

cose — — > Glycogen. 

Hill  says  “The  primary  fuel  of  muscle  is 
carbohydrate,  the  essential  element  in  the  ma- 
chinery is  lactic  acid,  itself  derived  from  car- 
bohydrate.” “We  find  the  whole  oxidative 
cycle  of  recovery  is  carried  out  at  the  expense 
of  carbohydrate.” 

The  supply  of  carbohydrate  in  the  form  of 
glycogen  in  the  liver  and  muscles  is  only  about 
200  or  300  grams  or  about  one  day’s  supply. 
This  explains  why  the  carbohydrate  starved 
diabetic  complains  of  weakness  and  inability 
to  perform  muscular  effort,  and  is  dull,  phy- 
sically and  mentally. 

I have  tried  this  increased  carbohydrate  and 
increased  insulin  on  a number  of  patients,  and 
their  improvement  has  been  remarkable.  Their 
feeling  of  well  being,  their  increased  energy 
and  “pep”  have  been  very  noticeable. 

Frank,  Northmann  and  Wagner,  working  in 
Minkowski’s  Clinic  at  Breslau,  have  isolated 
a guanidine  derivative  from  herring  spawn 
called  agmatin.  This  substance  was  found  to 
jmssess  the  insulin-like  effect  of  lowering  blood 
sugar.  This  substance  known  commercially 
as  “Synthalin”  is  being  tried  out  in  several 
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clinics  in  this  country.  The  imports  are  en- 
couraging. In  some  cases  it  may  partially  re- 
place insulin.  The  great  advantage  is  that  it 
is  given  by  mouth. 
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RELATION  OF  INFECTION  OF  THE 
BILIARY  TRACT  TO  THE  PATHO- 
GENESIS OF  DIABETES  MELLITUS: 
THE  AGE  AND  SEX  FACTORS  IN 
ONE  HUNDRED  DIABETIC 
PATIENTS.* 

Bv  L.  E.  STUBBS,  M.  D..  Newport  News,  Va. 

During  the  last  three  years  the  opportunity 
of  observing  a fair  number  of  diabetics  has 
presented  itself.  The  conclusions  drawn  are 
based  upon  the  study  of  the  first  one  hundred 
diabetics  presenting  themselves  for  study  and 
treatment. 

I have  been  very  much  interested  in  arriv- 
ino-  at  some  conclusions  as  to  the  etiology  of 
the  condition.  The  pathology  is  fairly  well 
known  and.  since  the  advent  of  Insulin,  the 
treatment  of  even  the  most  severe  cases  has 
been  much  simplified.  Despite  our  advance  in 
knowledge  of  the  condition  it  is  on  the  in- 
crease and  all  efforts  should  be  exerted  in  the 
prevention  of  the  disease. 

It  occurred  to  me  that  a review  of  my  case 
histories,  which  are  complete,  would  yield  some 
information  as  to  the  predisposing  and  excit- 
ing causes  of  the  symptom  complex. 

The  under-lying  cause  of  diabetes  is  pan- 
creatitis. Acute  infectious  diseases  and  hema- 
togenous infections  from  distant  foci  of  in- 
fection  are  of  great  importance  in  the  causa- 
tion of  this  pancreatitis.  In  this  paper  I will 

•Read  by  title  before  the  fifty-eighth  annual  meeting  of 
the  Medical  Society  of  Virginia,  in  Petersburg,  October  18-20, 
1927. 


discuss  only  the  relationship  of  infections  of 
the  biliary  tract  to  pancreatitis,  the  under-ly- 
ing pathological  lesion  of  the  disease. 

Visher  in  a recent  paper  gives  an  excellent 
resume  of  the  paths  by  which  infections  in 
the  other  abdominal  structures  may  reach  the 
pancreas.  Quoting  from  his  paper,  “1.  In- 
fection may  reach  the  pancreas  from  other  or- 
gans by  direct  extension  or  by  contiguitv. 
This  is  possible,  but  it  seems  very  improbable. 

“2.  Some  writers  assume  that  infection  may 
spread  through  the  lumen  of  the  bile  and 
pancreatic  ducts.  Unless  there  is  obstruction 
at  the  ampulla  of  Yater,  it  seems  hard  to  be- 
lieve that  regurgitation  of  bile  into  the  pan- 
creas ever  takes  place. 

“3.  Infections  of  the  abdominal  viscera 
may  reach  the  pancreas  by  spreading  through 
the  general  blood  stream.  This  undoubtedly 
occurs  and  is  of  some  importance  in  the 
etiology  of  pancreatitis. 

“4.  Infections  of  the  organs  supplied  by 
the  portal  vein  may  reach  the  liver  via  the 
portal  circulation,  there  causing  a hepatitis. 
Inflammation  may  then  spread  from  the  liver 
to  the  gall-bladder,  bile  ducts  and  pancreas. 

“5.  Infections  may  reach  the  pancreas  from 
other  abdominal  viscera  via  the  lymphatics. 
This  route  is  emphasized  by  several  writers 
and  seems  to  me  to  be  the  most  important.” 

Deaver  has  emphasized  the  rich  lymphatic 
supply  of  the  pancreas.  Its  vessels  anastomose 
freely  with  those  of  the  neighboring  struc- 
tures. The  regional  glands  are  the  pan- 
creatico-splenic,  superior  pancreatic,  superior 
gastric,  hepatic,  pancreatico-duodenal,  an- 
terior and  posterior  mesenteric,  mesocolic,  in- 
ferior pancreatic  and  periaortic  group  of 
glands.  The  pancreas  sends  lymphatic 
branches  to  all  of  these  which  may  anastomose 
with  lymphatics  from  the  stomach,  duodenum, 
spleen,  liver,  gall-bladder,  bile  ducts  and  colon. 
There  is  an  especially  free  anastomosis  be- 
tween the  lymphatics  of  the  duodenum,  gall- 
bladder, bile  ducts  and  those  of  the  pancreas. 

There  is  experimental  and  clinical  evidence 
of  the  passage  of  infection  from  the  liver, 
gall-bladder,  etc.,  to  the  pancreas.  Graham 
and  Peterman  observed  that  Prussian  blue  in- 
jected into  the  wall  of  the  gall-bladder  fol- 
lowed the  lymphatics  into  the  liver  and  also 
passed  down  the  lymphatics  of  the  common 
duct  and  into  the  pancreas.  Conversely,  in- 
fection may  pass  from  the  gall-bladder  to  the 
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liver  and  thence  to  the  pancreas.  The  same 
authors  observed  that  injection  of  pathogenic 
bacteria  into  the  portal  vein  causes  a hepatitis, 
and  the  infection  spreads  from  the  liver  to  the 
gall-bladder,  bile  ducts  and  pancreas.  There 
can  be  no  valid  reason  against  the  spread  of 
infection  to  the  pancreas  from  infection  of  the 
duodenum,  stomach,  colon,  appendix,  prostate 
and  infected  hemorrhoids. 

Clinically,  Eustis  has  recorded  36  cases  of 
alimentary  glycosuria  of  which  41  per  cent 
have  shown  gall-bladder  disease,  and  16.6  per 
cent  evidence  of  true  diabetes.  Eustis  also 
gives  reports  of  five  cases  of  glycosuria  which 
were  cured  by  treatment  of  cholecystitis  in 
every  case  except  one.  Harris  also  reports  two 
cases  of  diabetes  resulting  from  pancreatitis, 
secondary  to  cholecystitis.  There  have  been 
several  cases  of  glycosuria  with  cholecystitis 
in  the  hospital  with  which  I am  associated 
which  have  cleared  up  after  surgical  treatment 
of  the  gall-bladder  infection.  Allen  believes 
that  removal  of  all  foci,  whether  they  be  in 
the  gall-bladder,  appendix,  tonsils  or  teeth, 
should  be  carried  out  in  the  prophylaxis  or 
treatment  of  diabetes.  He  remarks  that  the 
significant  lesion  is  a pancreatitis  and  all  pre- 
disposing factors  of  such  a condition  should 
be  removed.  Rabinowitch  concludes  from  his 
study  that  nine  times  as  many  patients  had 
both  cholecystitis  and  diabetes  as  would  be  ex- 
pected were  the  two  merely  coincidental.  The 
incidence  of  diabetes  is  greater  with  cholecy- 
stitis than  with  cholelithiasis. 

I have  gone  over  my  series  with  special 
reference  to  the  occurrence  of  symptoms  sug- 
gesting very  strongly  disease  of  the  biliary 
tract.  Such  symptoms  as  gas,  distention,  upper 
right  quadrant  pain  have  been  made  note  of. 
The  diagnosis  of  biliary  tract  disease  is  ad- 
mittedly not  positive  since  in  none  of  the  series 
has  there  been  operative  intervention  to  con- 
firm the  diagnosis ; however,  the  clinical  symp- 
toms have  been  such  as  to  make  the  clinical 
diagnosis  of  gall-bladder  disease  in  addition 
to  diabetes.  In  fact,  in  several  of  the  patients 
the  only  deterring  factor  against  advising  op- 
eration has  been  the  presence  of  diabetes.  In 
the  hundred  patients  there  is  a history  of 
digestive  disturbances  very  suggestive  of 
biliary  tract  disease  in  thirty-eight.  In 
only  six  of  these  have  there  been  paroxysms 
of  upper  right  quadrant  pain.  These  figures 
indicate  quite  conclusively  the  frequent  as- 


sociation between  the  occurrence  of  biliary 
tract  disease  and  diabetes. 

Surgeons  have  long  recognized  that  inflam- 
matory processes  in  the  pancreas  accompany 
cholecystitis  as  evidenced  by  the  occurrence  of 
glycosuria  which  disappears  spontaneously 
with  the  subsidence  of  the  causative  pan- 
creatitis. Still,  as  pointed  out  by  Visher,  pro- 
gressive diabetes  may  result  from  cicatricial 
and  degenerative  changes  long  after  the  sub- 
sidence of  the  acute  pancreatitis. 

The  influence  of  age  on  the  occurrence  of  the 
disease  is  marked.  Eight  patients  developed 
the  disease  between  the  ages  of  10  and  20  years, 
4 between  20  and  30  years,  2 between  30  and 
40  years,  18  between  40  and  50  years,  42  be- 
tween 50  and  60  years,  24  between  60  and 
70  years,  and  2 after  70  years.  It  appears  that 
there  is  a gradual  increase  in  the  occurrence 
of  diabetes  with  increasing  age  up  to  the  age 
of  60.  Beyond  this  point  there  is  a decrease 
and  especially  after  65  years  the  decline  is 
very  acute,  there  being  but  4 cases  developing 
the  disease  after  this  age.  By  far  the  greater 
number  occurred  between  the  ages  of  40  and 
65  years — 60  out  of  100  cases.  This  accords 
with  a recent  report  of  Adams,  who  reports 
1,000  patients  observed  at  the  Mayo  Clinic. 
He  finds  that  593  of  this  number  occurred 
after  the  age  of  45. 

The  sex  distribution  in  the  100  patients  un- 
der consideration  for  all  ages  was  53  females 
and  47  males. 

Among  the  100  cases  there  were  70  whites 
and  30  negroes.  This  is  a higher  percentage 
among  negroes  than  that  usually  given.  It  is 
to  be  noted  that  all  of  the  negroes  studied, 
except  one,  were  from  the  better  class  and 
were  relatively  prosperous  so  that  over-eating 
was  perhaps  a large  factor  in  the  occurrence 
of  diabetes. 

It  has  been  emphasized  by  all  writers  on  the 
subject  that  obesity  plays  a very  important 
part  in  the  causation  of  the  disease.  In  my 
series  this  fact  is  very  forcibly  brought  out  in 
that  76  of  the  100  patients  were  obese.  All 
but  one  of  these  were  markedly  obese.  Other 
writers  report  even  a larger  proportion, 
notably  Joslin.  It  is  certain  that  obesity  plays 
a very  important  part  in  the  predisposing 
etiology  of  the  disease,  a slighter  exciting 
cause  producing  the  disease  than  in  the  non- 
obese.  It  would  seem  that  over-eating  or 
obesity  alone  is  an  insufficient  etiologic  factor, 
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since  exercise  of  a healthy  organ  usually  causes 
hypertrophy  rather  than  atrophy.  Over-eat- 
ing and  obesity  may  predispose  to  constipa- 
tion, colitis,  cholecystitis  and  hepatitis  and 
these  in  turn  cause  pancreatitis.  Once  the 
pancreas  becomes  infected,  over-work  by  ex- 
cessive ingestion  of  carbohydrates  tends  to 
aggravate  this  infection  and  clinical  diabetes 
may  result. 

In  passing,  it  is  of  interest  to  note  that 
when  diabetes  does  develop  in  those  of  nor- 
mal weight  it  is  more  severe  than  in  the  obese. 
This  probably  represents  a special  predisposi- 
tion to  the  disease  and  acute  function  with  a 
resulting  more  severe  type  of  disease. 

Contrary  to  the  prevailing  opinion,  my 
series  shows  but  slight  influence  exerted  by 
heredity  as  only  six  of  the  patients  have  a his- 
tory of  diabetes  in  their  family.  This  is  not 
because  the  factor  of  heredity  has  been  neg- 
lected in  taking  the  history,  as  a complete 
family  history  has  been  recorded  on  each  pa- 
tient and  especially  in  those  with  diabetes. 

Summary. 

1.  The  opinion  is  expressed  that  the  under- 
lying pathologic  process  in  many  cases  of 
diabetes  is  pancreatitis. 

2.  A summary  of  the  lymphatic  connec- 
tions of  the  pancreas  with  the  other  intra- 
abdominal organs  is  given. 

3.  Experimental  and  clinical  evidence  point 
to  the  spread  of  infection  from  other  intra- 
abdominal organs  to  the  pancreas  with  the 
production  of  a pancreatitis  and  in  many  cases 
a resulting  glycosuria. 

I.  Study  of  the  records  of  100  diabetic 
cases  observed  showed  definite  clinical  evidence 
of  the  presence  of  biliary  tract  disease  in  38 
or  38  per  cent. 

5.  Diabetes  is  a disease  that  gradually  in- 
creases in  incidence  with  age  up  to  60,  after 
which  there  is  a sudden  decline  in  frequency. 

6.  In  the  series  under  consideration  it 
would  seem  to  be  more  frequent  in  females 
than  in  males. 

7.  Obesity  plays  a very  important  part  as 
a predisposing  cause  of  diabetes. 


CANCER  OF  THE  RECTUM.* 

By  HARRY  W.  BACHMAN,  M.  D„  Bristol,  Va. 

One  person  in  ten,  dying  in  middle  life  or 
past,  dies  of  cancer.  The  subject  of  cancer  is 
therefore  one  of  commanding  interest  and  uni- 

•Read  before  the  Clinch  Valley  Medica.'  Society,  at  Norton, 
Va.,  April  29,  1927. 


versal  appeal.  Further  reasons  for  this  are 
found  in  that  it  spares  no  sex,  age,  or  race,  in 
the  mystery  that  yet  surrounds  its  causation, 
and  in  the  all  too  frequent  hopelessness  of  the 
situation  it  creates  for  its  victim.  No  part  of 
the  alimentary  tract,  which  is  one  of  its  com- 
mon locations,  is  altogether  free  from  its  at- 
tack, although  it  is  rare  in  that  segment  lying 
between  the  pyloric  vein  above  and  the  termi- 
nation of  the  ileum  below.  Its  occurrence  in 
the  rectum  in  frequency  is  second  only  to  that 
in  the  stomach.  Fortunately,  however,  one 
cannot  say  that  it  is  a disease  commonly  en- 
countered in  the  daily  routine  of  work.  In 
over  1,000  complete  clinical  records  of  cases 
seen  in  a general  surgical  practice,  I have  ob- 
served cancer  of  the  rectum  but  twice,  and  I 
know  of  but  one  other  case  that  has  been 
treated  by  a colleague  in  our  hospital,  f 

The  manner  of  its  clinical  occurrence  may 
be  illustrated  bv  a brief  resume  of  each  of  the 
two  cases  I have  observed. 

1.  IV.  F.  H.,  male,  age  55.  Admitted  with 
complaint  of  pain  in  the  hypogastrium  and 
sacral  region.  Thirteen  and  one-half  months 
previously,  he  suddenly  became  constipated  to 
such  an  extent  that  he  had  to  rely  on  the  use 
of  cathartics  in  increasing  doses  for  each  satis- 
factory bowel  movement.  Developing  at  the 
same  time  with  his  constipation  was  what  may 
be  described  as  a morning  diarrhoea.  Each 
morning,  on  arising,  there  would  be  a single 
passage  of  green  watei’y  material  accompanied 
with  mucus  and  blood.  No  other  stools  oc- 
curred without  the  use  of  a physic.  His  pain 
was  said  to  have  developed  simultaneously  with 
the  above  symptoms,  and  was  described  as  a 
severe  ache  in  the  sacral  region  and  hypogas- 
trium. At  times,  he  suffered  with  cramping 
sensations  in  the  abdomen.  Five  months  after 
the  onset,  anal  protrusions  appeared  with  the 
bowel  movements,  which  caused  a diagnosis 
of  hemorrhoids  to  be  made.  He  lost  forty- 
eight  pounds  weight,  and  his  strength  rapidly 
waned.  There  was  no  venereal  history,  the 
Wassermann  was  negative,  and  he  had  had  no 
previous  illnesses  of  importance.  Digital  ex- 
amination of  the  rectum  showed,  within  easy 
reach  of  the  finger,  an  annular  lesion  of  the 
bowel  with  a lumen  of  less  than  1 cm.  The 
bowel  was  abnormally  fixed  in  the  contiguous 
tissues,  there  was  marked  albuminuria  and 
pyuria,  and  numerous  small  lymph  nodes  were 

tSince  this  paper  was  written,  another  case  has  been  encoun- 
tered. 
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palpable  in  each  groin.  Through  the  procto- 
scope numerous  easily  bleeding  more  or  less  ne- 
crotic pedunculated  projections  were  to  be  seen 
on  the  central  margin  of  the  lesion.  On  account 
of  his  marked  weakness  and  the  unfavorable 
local  conditions  attending  the  lesion  with  prob- 
able involvement  of  the  urinary  tract,  the  case 
was  regarded  as  inoperable,  in  the  terminal 
stage  of  carcinoma.  The  use  of  radium  was 
declined,  and  two  months  later,  at  home,  he 
died. 

2.  J.  C.  D.,  male,  age  49.  Family,  marital, 
and  previous  medical  history  entirely  negative. 
Chief  complaint,  loose  stools  with  the  passage 
of  mucus  and  streaks  of  blood.  He  was  in  per- 
fect health  until  three  months  before  admis- 
sion when  he  had  suddenly  developed  what  he 
believed  to  be  a diarrhoea.  At  first,  this  had 
been  attended  simply  with  the  passage  of  four 
or  five  loose  stools  each  day,  but  after  one  week 
blood  and  mucus  appeared  in  increasing 
amounts.  At  no  time  had  he  been  constipated,  he 
had  had  no  pain,  and  he  had  lost  no  strength 
although  his  weight  had  declined  perhaps  ten 
pounds.  At  various  times,  he  had  consulted 
three  physicians,  one  of  whom  had  diagnosed 
‘‘inflammation  of  the  bowels”,  and  the  other 
two,  hemorrhoids.  No  one  of  the  three  had 
examined  the  rectum.  Examination  showed 
within  easy  reach  of  the  finger  an  insular  lesion 
5 or  6 cm.  in  diameter  on  the  anterior  wall  of 
the  rectum,  not  encircling  the  bowel.  It  pre- 
sented an  even  granular  surface  which  was 
elevated  5 or  6 mm.  above  the  level  of  the  nor- 
mal mucosa.  Bleeding  on  touch  was  Aery 
slight.  The  growth  distinctly  yielded  a sensa- 
tion of  hardness  to  the  examining  finger. 
There  was  no  tenderness,  no  fixation,  no  adeno- 
pathy. and  no  enlargement  of  the  liver.  Proc- 
toscopic examination  showed  an  otherwise  nor- 
mal mucosa  up  to  20  cm.  above  the  anus.  Ven- 
ereal history  and  Wassermann  reaction  were 
negative.  On  March  4,  1927,  immediately  fol- 
lowing his  clinical  examinations,  a left  iliac 
incision  was  made  for  the  purposes  of  explora- 
tion and  colostomy.  I could  feel  no  nodularity 
in  the  liver,  no  adenopathy  in  the  meso-sig- 
moid.  and  the  pelvic  peritoneum  seemed  to  be 
free  from  metastases.  After  seventy-two  hours, 
the  colostomy  was  opened,  and  two  weeks  later 
a radical  posterior  resection  of  the  rectum,  in- 
cluding a Avide  margin  of  skin  around  the  anus, 
the  sphincter  muscles,  the  ischio-rectal  fat  and 
as  much  of  the  surrounding  tissue  as  possible, 


Avas  done.  Eighteen  days  later,  the  patient  was 
sent  home  Avith  a rapidly  closing  wound  in 
healthy  condition.  The  operation  had  exposed 
the  membranous  urethra,  prostate,  bladder, 
seminal  vesicles,  and  ureters,  and  by  opening 
the  peritoneum  it  was  possible  to  bring  down 
and  remove  four  inches  of  sigmoid  and  its  mes- 
entery. Microscopically,  the  tumor  Avas  adeno- 
carcinoma. No  lymph-glandular  involvement 
Avas  found. 

Rectal  cancer,  comprising  about  4 per  cent 
of  all  cancers,  is  most  commonly  seen  betAveen 
the  age  of  40  and  70.  A revieAv  of  seATeral 
reported  series  of  cases  seems  to  indicate  a 
slightly  greater  incidence  in  the  male  than  in 
the  female,  in  about  the  ratio  of  55  to  45.  Ac- 
cording to  a report  by  Eichoff  covering  800 
cases,  the  lesion  arose  in  the  ampulla  in  60  per 
cent;  in  the  anus,  .3  per  cent;  in  the  pars 
perinealis,  7.3  per  cent  betAveen  the  pars  peri- 
nealis  and  the  lower  limit  of  the  ampulla,  11.5 
per  cent;  upper  part  of  the  ampulla,  11  per 
cent;  while  6 per  cent  covered  the  entire  rec- 
tum. Gant,  in  his  text-book,  locates  10  per  cent 
in  the  anal  canal,  50  per  cent  in  the  ampulla, 
which  lies  betAveen  the  inferior  and  middle 
valves  of  Houston,  20  per  cent  in  the  upper 
rectum  lying  betAveen  the  middle  and  superior 
valves  of  Houston,  and  15  per  cent  above  the 
superior  valve  of  Houston  or  in  the  true  recto- 
sigmoid. In  its  incipiency,  every  rectal  can- 
cer is  limited  to  the  mucosa.  As  with  cancer 
elsewhere,  its  dissemination  is  by  continuity  and 
by  contiguity,  bv  way  of  the  lymphatics,  and 
through  permeation  into  vascular  channels. 
Fortunately,  the  lymphatics  of  the  rectum  are 
comparatively  sparse,  and  pathological  im’esti- 
gation  and  clinical  experience  have  shown  that 
extension  of  rectal  cancer  by  continuity  and 
by  contiguity  is  of  greater  importance  than 
spread  by  the  lymphatics  or  by  permeation  in- 
to Avascular  channels  (Turner).  For  this  rea- 
son it  is  often  strictly  a local  disease  for  com- 
paratively a long  time,  and  by  the  same  token 
its  early  radical  removal  by  surgical  measures 
offers  more  hope  than  one  can  give  in  any 
other  type  of  alimentary  tract  cancer.  In  55 
per  cent  of  cases,  the  lesion  is  found  to  encircle 
the  bowel  completely,  like  a napkin  ring,  Avhi1' 
in  44  per  cent  the  lesion  is  a circumscribed  or 
insular  type  of  growth.  The  anterior  wall 
seems  to  be  inAolved  by  the  insular  lesion 
slightly  oftener  than  the  posterior  Avail.  Mi- 
croscopically, about  86  per  cent  of  the  lesions 
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are  adeno-carcinoma,  the  colloid  carcinoma 
coming  next  in  frequency.  Borders  has  demon- 
strated their  varying  degrees  of  malignancy 
can  be  accounted  for,  and  the  prognosis  largely 
foretold,  by  the  amount  of  cellular  differentia- 
tion that  is  present  in  the  tumor. 

There  is  no  thought  more  worthy  of  em- 
phasis regarding  the  symptom  and  diagnosis 
of  rectal  cancer  than  this:  That  by  actual 
clinical  experience  and  measurments  of  speci- 
mens after  operation,  nine  out  of  every  ten 
cancers  in  the  rectum  are  within  reach  of  an 
examining  finger  and  can  be  diagnosed  by 
digital  examination  of  the  rectum.  There 
are  no  early  symptoms  that  are  pathog- 
nomonic, but  if  every  individual  presenting 
rectal  symptoms  have  at  least  a digital  ex- 
amination of  the  anal  canal,  but  few  cases  of 
rectal  cancer  will  be  overlooked.  Especially, 
though,  should  we  suspect  cancer  in  indivi- 
duals of  middle  life  or  past  who  have  blood 
and  mucus  in  the  stools,  or  who  develop  an  un- 
usual constipation.  Frequently  the  blood  and 
mucus  are  believed  by  the  patient  to  indicate 
diarrhoea  and  he  complains  of  “diarrhoea'’,  or 
diarrhoea  alternating  with  constipation.  If 
there  is  much  obstruction,  cramping  pains  in 
the  abdomen  will  occur.  Piles  are  associated 
in  28  per  cent  of  rectal  cancers  (Jacobs).  At 
times,  pain  in  the  sacrum  or  perineum  will 
be  noted,  or  occasionally  only  pruritus  ani,  or 
tenesmus.  Progressive  weakness  or  loss  of 
weight  should  always  suggest  the  possibility 
of  malignancy,  and  if  we  bear  in  mind  that 
every  patient  is  entitled  to  a thorough  exami- 
nation and  that  no  examination  is  complete 
without  an  examination  of  the  rectum,  the 
cases  that  are  overlooked  will  be  few  indeed. 

The  nature  of  the  case  once  being  known, 
what  can  be  done  for  the  condition?  The 
answer  is  determined  primarily  by  the  presence 
or  absence  of  demonstrable  metastasis,  and  in 
a secondary  sense  by  the  willingness  or  un- 
willingness of  the  patient  to  accept  a perma- 
nent artificial  anus.  It  is  unfortunate  that  sen- 
timent is  so  strongly  against  the  artificial  anus. 
As  a matter  of  fact,  it  seems  to  me  that  the 
physician  is  under  an  obligation  in  the  ma- 
jority of  cases  to  urge  his  patient  to  accept  it. 
It  does  not  of  itself  shorten  life,  it  can  be 
made  in  such  a way  that  many,  in  time,  gain 
some  degree  of  control  over  its  action,  and 
there  are  sanitarv  and  comfortable  appliances 
available  for  its -care.  It  should  be  urged, 
however,  for  the  following  reasons  especially: 


(1)  It  will  relieve  obstruction  and  the  result- 
ing toxemia.  (2)  It  permits  ulceration  in  the 
lesion  to  heal,  and  inflammation  to  subside, 
ihere  is  often  striking  improvement  in  the  lo- 
cation condition  of  the  cancer  following  colos- 
tomy.  (3)  Through  the  above  action,  or  the 
action  of  radium,  the  case  that  seems  at  first 
to  be  inoperable  may  later  be  recognized  as 
operable.  (4)  It  permits  exploration  of  the 
liver,  mesosigmoid,  pelvic  peritoneum  and  re- 
tro-peritoneal pelvic  lymph  nodes,  thus  afford- 
ing a fairly  certain  method  of  recognizing  the 
cases  frankly  hopeless  and  therefore  unsuitable 
for  radical  operation.  There  are  but  few  in- 
stances indeed  in  which  it  is  not  justifiable  as 
a palliative  jDrocedure,  and  even  in  the  other- 
wise inoperable  case  it  may  prolong  life  to  a 
remarkable  degree.  Furthermore,  it  is  hardly 
a matter  of  debate  any  longer  that  any  opera- 
tion for  the  cure  of  rectal  cancer  which  does 
not  employ  a permanent  colostomy  instead  of 
the  attempted  restoration  of  the  anus  is  a poor 
operation. 

Numerous  types  of  colostomy  openings  have 
been  devised,  yet  only  two  seem  to  be  prac- 
ticable. and  of  the  two  I have  no  hard  and  fast 
ideas  as  to  which  is  the  better.  That  made 
through  the  left  rectus  has  the  advantage  of 
better  adaptability  to  the  use  of  colostomy  ba<r, 
while  that  made  through  a left  iliac  muscle 
splitting  incision  has  the  advantage  of  having 
a longer  distal  loop  for  subsequent  removal 
-and  is  perhaps  less  productive  of  danger  of 
intestinal  obstruction. 

It  is  in  the  nature  of  things  that  any  opera- 
tion which  can  approach  the  ideal  for  the  cure 
of  cancer  must  do  all  of  three  things:  It  must 
destroy  or  remove  the  primary  lesion  in  its 
entirety;  it  must  remove  every  secondarv  de- 
posit that  does  not  involve  the  sacrifice  of  a 
vital  function ; thirdly,  it  must  be  accomplished 
by  a technique  that  does  not  carry  an  unjusti- 
fiable risk  to  the  life  of  the  patient. 

In  cancer  of  the  rectum  the  first  proposition 
in  the  ideal — that  of  total  extirpation  of  the 
primary  lesion, — can  be  accomplished  with 
a fair  amount  of  ease.  The  second  propo- 
sition predicates  an  accurate  knowledge  of  the 
lymphatic  system  of  the  recto-sigmoidal  seg- 
ment. and  connotes  the  removal  of  all  tissue 
that  may  be  involved  through  this  system. 
Two  groups  of  lymphatics  are  present  in  the 
rectum,  the  intramural  and  the  extramural,  as 
has  been  shown  in  a splendid  study  of  the  sub- 
ject by  W.  E.  Miles.  The  intramural  network 
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runs  chiefly  in  the  submuscosa  and  is  responsi- 
ble for  only  a limited  spread  of  the  disease. 
The  extramural  group,  however,  as  described 
by  Miles,  is_extensive.  From  his  study  of  the 
spread  of  rectal  cancer,  he  described  three 
zones  in  which  secondary  deposits  occur.  There 
is  the  zone  of  downward  spread,  comprising  the 
anal  skin,  the  external  sphincter,  and  the  is- 
chio-rectal  fatty  area.  The  zone  of  lateral 
spread  comprises  the  levatores  ani,  the  retro- 
rectal lymph  nodes  lying  in  the  hollow  of  the 
sacrum,  the  base  of  the  bladder  and  seminal 
vesicles,  or  the  vagina,  cervix,  and  broad  liga- 
ments, and  the  lymph  nodes  about  the  internal 
iliac  vessels.  The  zone  of  upward  spread  em- 
braces the  mesosigmoid  in  its  entirety,  the  pel- 
vic peritoneum,  the  lymph  nodes  at  the  bifur- 
cation of  the  left  common  iliac,  and  the  para- 
colic lymph  nodes.  Of  these,  the  most  impor- 
tant are  the  ischio-rectal  fat,  the  levatores  ani 
and  the  retro-rectal  lymph  nodes.  My  object  in 
recounting  the  various  structures  is  to  show 
what  an  extensive  procedure  their  removal,  in- 
dividually described  by  Cofl'ee  and  by  Miles 
as  the  abdomino-perineal  method  of  resection, 
necessarily  entails  and  the  reason  for  the  high 
mortality  of  this  operation.  Miles  reports  his 
own  mortalitj'  at  18  per  cent,  and  in  the  hand 
of  less  clever  workers  it  must  certainly  be 
higher.  There  are  cases  in  which  the  location 
of  the  growth  is  such  that  it  cannot  be  removed 
without  trans-abdominal  attack,  but  in  the 
large  majority  of  cases  the  modern  two  stage 
posterior  resection  is,  to  my  mind,  a vastly 
safer  operation  and  yields  a greater  total  of 
post-operative  years  when  the  results  in  all 
cases  treated  by  the  two  methods  are  compara- 
tively considered. 
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THE  VALUE  OF  THE  GRAHAM  TECH- 
NIQUE IN  THE  STUDY  OF  GALL- 
BLADDER DISEASE.* 

By  EDWIN  A.  MERRITT,  M.  D.,  Washingrton,  D.  C. 

It  is  a far  cry  from  the  patient  who  is  fair,  fat 
and  forty  back  to  the  embryo  of  that  same  in- 
dividual and  yet  a reasonably  satisfactory  ap- 
preciation of  gall-bladder  function  certainly  in- 
volves some  knowledge  of  embryology,  together 
with  the  physiology  and  anatomy  of  the  liver 
and  biliary  tracts.  These  subjects  will  there- 
fore be  briefly  reviewed  in  order  that  we  may 
have  a better  understanding  of  what  is  prop- 
erly and  popularly  known  as  the  Graham  Gall- 
Bladder  Technique,  a contribution  to  diagnos- 
tic methods  which  certainly  marks  an  epoch 
in  Medicine. 

Embryology  of  the  Gall-Bladder 
When  the  head  and  tail  folds  of  the  embryo 
develop  (about  2W  mm-  or  about  twenty-eight 
days  old)  there  are  formed — both  cranial  and 
caudal  to  the  spherical  vitelline  sack  blind  en- 
todermal  tubes — the  fore-gut  and  hind-gut,  re- 
spectively. The  region  between  these  intesti- 
nal tubes  opens  ventrally  into  the  yolk-sack, 
which  is  sometimes  termed  the  mid-gut.  The 
fore-gut  later  forms  part  of  the  oral  cavity 
and  its  further  differentiation  into  the  pharynx 
and  its  derivatives,  • and  into  the  esophagus, 


♦Read  by  invitation  before  the  Walter  Reed  Medcial  Society 
at  its  meeting  in  Yorktown,  Va.,  May  26-27,  1927. 
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the  respiratory  organs,  stomach,  duodenum, 
jejunum  and  portion  of  the  ileum.  From  the 
duodenum  arise  the  liver  and  the  extra-biliary 
tracts,  including  the  gall-bladder,  and  also  the 
pancreas.  The  hind-gut,  at  the  attachment  of 
the  yolk-sack,  extends  caudally  to  the  cloaca 
into  which  the  allantois  opens.  The  hind-gut 
is  differentiated  into  portion  of  the  ileum,  ce- 
cum, colon  and  rectum.  The  mid-gut  or  yolk- 
sack  loses  its  connection  with  the  entodermal 
tube  in  an  embryo  7 mm.  or  about  forty  days 
old.  Knowing  the  gall-bladder  is  developed 
from  the  same  structure  as  the  gastrointesti- 
nal tract  and  is  very  similar  in  its  histologic 
structure,  we  will  not  be  surprised  to  find  it 
possesses  peristaltic  movements  which  aid  in 
evacuation  of  its  contents.  These  are  stimu- 
lated not  by  a nervous  or  psychic  mechanism, 
hut  by  a chemical  stimulant  or  harmone.  We 
shall  discuss  this  under  the  physiology  of  the 
gall-bladder. 

Anatomy  of  the  Gall-Bladder 

It  is  a conical,  pear-shaped,  musculo-mem- 
branous  sack,  lodged  in  a fossa  on  the  under 
surface  of  the  right  lobe  of  the  liver.  It  is 
from  7 to  10  cm.  long,  2%  cm.  in  breadth,  and 
holds  30  to  35  c.c.,  approximately  one  ounce. 
It  is  arbitrarily  divided  into  a fundus,  body 
and  neck.  The  fundus  is  directed  downward 
and  projects  beyond  the  anterior  border  of 
the  liver.  The  body  and  neck  are  directed  up- 
ward. The  fundus  is  completely  covered  by 
peritoneum,  and  occasionally  the  entire  organ 
is  invested  in  a serous  membrane  forming  a 
short  mesentery  and  connecting  it  with  the 
liver. 

Its  structure  is  of  utmost  importance.  Since 
it  is  an  off-shoot  of  the  fore-gut,  from  which 
develops  the  gastro-intestinal  tract,  it  has  simi- 
lar structure  and  also  somewhat  similar  func- 
tion to  the  gastro-intestinal  tract  (namely  di- 
gestion of  food). 

Histologic  Structure 

1.  External  Coat — Serous , derived  from  the 
peritoneum. 

2.  Fibro-Muscular  Coat , thin,  strong  layer 
forming  the  frame-work  of  the  sack. 

3.  Mucosa — Internal  Coat , which  is  elevated 
into  minute  rugae.  The  mucosa  is  continuous 
with  the  hepatic  duct  and  also  with  the  mucous 
membrane  of  the  ducts  of  the  liver,  and 
through  the  common  bile-duct  with  the  mucous 


membrane  of  the  duodenum.  It  is  lined  by 
columnar  epithelium.  The  cystic  duct  from  the 
neck  of  the  gall-bladder  joins  the  hepatic  duct 
to  form  the  common  bile  duct,  which  is  about 
4 cm.  long.  The  common  bile  duct,  formed 
by  the  junction  of  the  hepatic  and  the  cystic 
ducts,  lies  in  front  of  the  portal  vein  and  to 
the  right  of  the  hepatic  artery  and  in  conjunc- 
tion with  the  pancreatic  ducts  of  Wirsumr 
and  Santorini,  empties  by  a common  orifice 
into  the  summit  of  the  duodenal  papilla  on 
the  medial  side  of  the  descending  portion  of 
the  duodenum,  known  as  the  ampulla  of  Vater. 

Physiology  of  the  Gall-Bladder 

The  function  of  the  gall-bladder  is: 

1.  To  serve  as  a reservoir  for  the  bile; 

2.  To  concentrate  the  bile; 

3.  Through  its  emptying,  helps  to  emulsify 
and  digest  the  fats. 

When  the  gall-bladder  is  removed,  the  re- 
maining extra-hepatic  biliary  tract  dilates, 
showing  the  necessity  for  a reservoir  for  the 
storage  of  bile,  and  the  importance  of  not  re- 
moving the  gall-bladder  unless  it  is  necessary. 
tSosman.  in  his  studies  on  the  function  of  the 
gall-bladder,  found  that  fats  by  mouth  cause 
the  quickest  and  by  far  the  most  marked  effects 
on  the  gall-bladder.  Twenty  minutes  after  the 
ingestion  of  fats  and  yolk  of  egg  the  normal 
gall-bladder  will  contract. and  practically  empty 
itself.  The  gall-bladder  empties  on  ingestion 
of  fats,  and  such  authorities  as  Howell,  Halli- 
burton, and  Starling  agree  it  is  the  result  of 
a chemical  or  a harmone  reaction.  The  gall- 
bladder does  not  empty  by  nervous  mechan- 
ism, as  was  proven  by  the  celebrated  experi- 
ments of  Pavlow  on  psychic  effect  on  the  diges- 
tive juices.  Sosman  also  found  that  the  psy- 
chic effect  does  not  influence  the  gall-bladder. 
Neither  does  taste  nor  smell.  Carbohydrates 
and  proteins  have  no  effect, — only  fat  seems 
to  empty  the  gall-bladder,  for  it  is  only  in  fat 
metabolism  that  the  bile  is  essential. 

Drugs,  such  as  atropine,  pituitrin,  and  adre- 
nalin by  hypodermic  had  no  effect.  Mechanical 
factors,  such  as  forced  respiration,  heat,  and 
cold  and  a stimulation  of  the  ampulla  of  Vater 
had  little  or  no  effects.  Magesium  sulphate 
by  the  duodenal  tube  has  only  a moderate 
effect  on  the  emptying  of  the  gall-bladder 
(which  makes  such  treatment  of  diseased  gall- 
bladders by  the  leading  gastro-enterologists  in 
the  country  rather  doubtful).  That  the  peris- 
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taltic  contraction  of  the  musculature  of  the 
gall-bladder  greatly  helps  the  gall-bladder  to 
empty  is  agreed  upon  by  all  authorities. 

Since  the  discovery  by  Dr.  Leonard  in  1898 
that  an  opaque  substance,  such  as  bismuth,  into 
the  gastro-intestinal  tract  will  throw  a shadow, 
many  investigators  have  been  seeking  some 
opaque  material  which,  when  injected  into  the 
blood,  would  be  excreted  by  the  liver  together 
with  the  bile,  and  thereby  throw  a shadow  on 
the  plate  of  the  gall-bladder. 

Graham,  et-  al.,  began  their  work  on  the 
theory  that  if  a non-toxic  soluble  substance, 
opaque  to  the  X-ray  could  be  given  to  a pa- 
tient, it  will  be  carried  to  the  gall-bladder  with 
the  bile.  Knowing  that  the  gall-bladder  con- 
centrates the  bile,  Graham  reasoned  that  cer- 
tain time  would  elapse  before  a shadow  of 
maximum  density  would  appear.  It  is  no 
wonder  that  the  halogens  presented  themselves 
to  him  for  consideration  since  so  many  of  these 
salts  are  soluble,  non-toxic  and  are  so  fre- 
quently used  in  medicine.  Phenolphthalein  of 
the  phthalein  groups  was  used  in  combination 
with  the  halogens.  The  first  salt  recommended 
was  tetrabromphenolphthalein,  which  was 
found  relatively  toxic.  The  next  salt  recom- 
mended was  tetraiodophenolphthalein,  substi- 
tuting the  iodine  for  the  bromine.  Graham, 
Cole,  Carman,  Whitaker,  and  Williken  found 
this  salt  to  be  satisfactory.  The  question  of 
administration  was  rather  an  important  fac- 
tor, and  it  was  found  the  dye  could  be  given 
orally  or  intravenously.  There  is  no  doubt 
that  the  intravenous  method  is  by  far  the  sur- 
est, as  the  dye  enters  the  blood  stream  directly, 
while  if  administered  orally  there  are  the 
chances  of  poor  absorption  of  the  dye,  due 
to  the  non-solubility  of  the  capsules.  Experi- 
ence has  shown  some  of  the  capsules  to  pass 
out  the  gastro-intestinal  tract  without  even 
being  touched  by  the  intestinal  juices.  Gra- 
ham and  Cole  report  75  per  cent  accuracy  by 
oral  method  and  97  per  cent  by  the  intra- 
venous. The  intravenous  method,  if  properly 
administered,  the  technique  of  which  we  will 
discuss  later,  o-ives  as  little  if  not  less  reac- 
tion than  the  oral.  Now  it  is  reasonable  to 
conclude,  since  the  dye  gets  into  the  gall-blad- 
der with  the  bile  excreted  by  the  liver,  that 
if  no  shadow  appears,  three  disturbing  factors 
are  possible : 1.  The  liver  may  be  too  badly 
diseased  to  secrete  bile,  whatever  the  disease 
may  be  due  to, — cirrhosis,  abscess,  etc.,  2.  There 


may  be  an  occlusion  in  the  extra-hepatic  biliary 
tract  before  it  reaches  the  cystic  duct  or  occlu- 
sion of  the  cystic  duct,  either  by  inflammation 
or  by  stones;  3.  There  may  be  a disturbance 
of  the  function  of  the  gall-bladder. 

We  not  only  have  accurate  means  of  study- 
ing disease  of  the  gall-bladder  but  also  the 
function  of  the  gall-bladder  can  be  studied. 
Its  size,  shape,  contour,  and  time  of  evacuation, 
position,  adhesions,  and  stones  may  be  studied 
by  this  method. 

This  test  very  often  enables  us  to  determine 
only  slight  variation  from  the  normal,  and 
by  making  early  diagnoses  the  gall-bladder 
can  be  removed  and  the  patient  relieved  of 
symptoms.  The  Graham  test  has  become  rou- 
tine in  all  of  the  large  clinics  in  America. 

The  diagnosis  of  a diseased  gall-bladder 
without  this  test  is  one  of  the  most  difficult 
the  profession  has  to  cope  with,  as  most  of  you 
know,  since  its  vague  symptomatology,  partic- 
ularly in  the  early  stage,  simulates  so  many 
other  gastro-intestinal  diseases.  When  the  Gra- 
ham test  shows  the  gall-bladder  to  be  diseased, 
and  our  experience  in  over  a thousand  cases 
has  borne  this  out  to  be  true,  and  the  patient 
comes  to  operation  and  the  surgeon  decides 
on  macroscopic  examination  that  the  gall-blad- 
der is  normal,  the  radiologist  is  justified  in 
having  the  gall-bladder  extirpated  if  he  can 
persuade  the  surgeon  to  do  so,  and  upon  mi- 
croscopic examination  the  gall-bladder  will  be 
found  pathological  in  98  per  cent  of  the  cases. 

We  have  observed  in  our  laboratory  that 
the  dye  acts  as  an  oxytoxic  particularly  in  fe- 
males where  the  menstrual  period  is  not  far 
off.  Its  use,  therefore,  in  any  stage  of  preg- 
nancy is  for  this  reason  contraindicated. 

Technique 

Drug  Used : Tetraiodophenolphthalein  in  an 
aqueous  solution  intravenously.  If  the  patient 
weighs  23  lbs.,  3.5  grams  are  given,  and,  if 
less,  the  dose  is  reduced  to  3 grams.  The  drug 
is  dissolved  in  30  c.c.  of  redistilled  water  and 
sterilized  over  a water  bath  for  fifteen  min- 
utes. 

Great  care  should  be  exercised  in  giving  the 
solution  intravenously  since  it  sets  up  a violent 
irritation  when  injected  directly  into  the  tis- 
sues. It  is  our  custom  to  use  only  re-sharpened 
needles  but  in  all  other  respects  the  technique 
is  identical  with  the  usual  intravenous  proce- 
dure. 
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The  patient  reports  in  the  morning  without 
having  had  any  food  since  the  preceding  even- 
ing meal. 

Following  the  injection,  which  is  given  slow- 
ly by  the  gravity  method,  the  patient  recline-; 
for  a few  minutes  and  is  then  permitted  to 
depart,  returning  for  the  5,  8,  and  24-hour 
roentgenograms,  with  instructions  to  take  only 
a glass  of  milk  after  the  first  and  second  roent- 
genograms, and  a full  meal  is  permitted  fol- 
lowing the  third,  and  usually  last.  In  rare 
cases  a fourth  film  is  made  on  the  following 
morning  if  the  other  three  examinations  are 
not  conclusive. 

Roentgen  Technique 

This  is  not  unusual,  but  a fixed  routine  is 
employed  in  each  case,  in  that  the  position  of 
the  first  film  with  reference  to  the  patient's 
body  is  marked  on  the  body  so  that  subse- 
quent films  will  show  the  gall-bladder  in  an 
identical  location.  Also,  the  various  factors 
employed  in  making  the  initial  film  are  re- 
corded and  duplicated  in  making  subsequent 
examinations.  This  results  in  roentgenograms 
which  show  a uniform  density,  with  the  gall- 
bladder (if  shown)  occupying  the  same  posi- 
tion on  all  three  or  four  films. 

Summary 

The  examination  is  indicated  in  practically 
all  subjects  when  symptoms  point  directly  or 
indirectly  to  gall-bladder  disease  and  when  no 
severe  constitutional  disease  is  present. 

The  dye  may  be  given  intravenously  or  per 
oft.  but  the  former  is  productive  of  the  best  re- 
sults. 

1909  Massachusets  Avenue.  Northwest. 


THE  TREATMENT  OF  ECLAMPSIA  WITH 
MAGNESIUM  SULPHATE.* 

By  M.  PIERCE  RUCKER,  M.  D„  Richmond,  Va. 

In  the  modern  treatment  of  eclampsia  as  de- 
veloped by  Straganoff,  Tweedy,  McPhearson 
and  others,  the  chief  aim  is  the  control  of  the 
convulsive  seizures.  Of  course  other  measures, 
such  as  the  forcing  of  fluids  to  increase  the  ac- 
tivity of  the  kidneys,  the  giving  of  digitalis  to 
guard  against  heart  collapse,  and  the  posture  of 
the  patient  to  avoid  aspiration  of  material  into 
the  larynx  and  bronchi,  are  important,  but  in 
the  presence  of  the  emergency  of  repeated  con- 
vulsions they  are  of  secondary  importance. 

*Read  at  th^>  meeting  of  the  Church  Hill  Medical  Society, 
May  13,  1927. 


The  chances  of  recovery  of  the  mother  varies 
inversely  with  the  number  of  fits,  and  our  first 
concern  should  be  to  stop  the  fits  as  quickly 
as  possible.  Loud  noises,  bright  lights,  and  un- 
necessary disturbance  of  the  patient  should  be 
prohibited.  Straganoff  goes  to  the  extreme  of 
giving  a little  chloroform  before  administer- 
ing a hypodermic.  It  is  certainly  not  too  much 
to  ask  that  the  hypodermic  needles  be  sharp. 
Many  drugs  have  been  advanced  for  the  con- 
trol of  the  spasms;  viz.:  morphin.  chloral  hy- 
drate, sodium  bromide,  paraldehyde,  to  men- 
tion a few  that  are  most  widely  used.  In  1925. 
Lazard  reported  his  results  with  the  use  of 
magnesium  sulphate  intravenously,  and  in  the 
same  journal  (Am.  J . Ohst.  cf-  Gi/nec..  Feb- 
1925)  Lincoln  and  Alton  reported  a small 
series  of  eclamptics  treated  with  magnesium 
sulphate  intradurallv.  Dorsett  (.fm.  ./.  Ohst. 
A Gynec .,  11:227,  1926)  of  St.  Louis  has 
treated  with  considerable  success  a series  of 
cases  by  intramuscular  injection  of  this  remedy. 

My  own  experience  with  magnesium  sulphate 
began  when  the  journal  containing  hazard's 
first  article  came  out.  Dr.  Hooker  asked  me 
to  see  a case  of  antepartum  convulsions  with 
him  at  the  Memorial  Hospital.  We  controlled 
the  convulsions  fairly  well  with  morphin. 
chloral,  bromides,  etc.,  until  the  delivery.  The 
convulsions,  however,  returned  after  delivery 
and  the  usual  remedies  failed  completely.  As 
a last  resort,  we  decided  to  try  magnesium  sul- 
phate intravenously.  The  result  was  so  dra- 
matic that  its  use  has  been  continued. 

I have  for  your  consideration  forty-six  cases 
of  eclampsia  which  fall  into  two  groups.  In 
group  I (cases  1 to  33  inclusive)  are  the  cases 
treated  at  the  Memorial  and  St.  Philip  Hos- 
pitals. In  this  connection.  I have  to  thank  Dr. 
J.  E.  Rucker  who  has  had  charge  of  most 
of  these  patients  and  who  lias  kindly  abstracted 
their  histories.  Most  of  them  are  “neglected" 
cases  that  have  had  no  treatment  until  after 
convulsions  have  begun.  Many  were  brought 
in  by  the  city  ambulance  with  no  history  of 
the  number  of  convulsions.  They  have  been 
treated  by  various  members  of  the  staff,  and 
the  treatment  has  varied  somewhat  in  such  de- 
tails as  the  preparation  of  digitalis  used,  the 
use  of  colonic  irrigations,  and  the  use  of  glu- 
cose, etc.  The  essentials  of  the  conservative 
treatment  have,  however,  remained  unchanged. 
It  is  interesting  to  notice  how  the  magnesium 
sulphate  treatment  has  spread  among  the  mem- 
bers of  the  staff. 
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Group  II  (cases  34  to  46)  is  composed  of 
private  cases  seen  in  consultation.  In  prac- 
tically all  of  these  cases  the  prodromal  symp- 
toms were  recognized  and  treatment  was  begun 
before  the  onset  of  the  convulsions.  In  this 
group  are  included  three  cases  treated  at  the 
Johnston- Willis  Hospital  by  Drs.  Johns.  Wing- 
field and  Carter,  and  my  thanks  are  due  these 
gentlemen  for  permission  to  report  their  cases. 

In  other  words,  I am  including  in  this  re- 
port all  the  cases  of  eclampsia  that  have  been 
treated  at  the  Hospital  Division  of  the  Medical 
College  of  Virginia  and  at  the  Johnston- Willis 
Hospital  since  my  first  case  treated  with  mag- 
nesium sulphate  and  all  the  cases  I have  per- 
sonally treated  elsewhere.  Had  I selected  only 
the  cases  who  received  magnesium  sulphate  I 
would  have  excluded  the  two  maternal  deaths, 
but,  in  order  to  avoid  any  criticism  of  select- 
in"  the  cases  for  treatment  with  the  new 
remedy,  I have  included  all.  As  a matter  of 
fact,  what  selection  there  has  been  has  been 
unfavorable  to  the  magnesium  sulphate  treat- 
ment. The  patients  who  did  not  receive  this 
remedy  were  either  the  patients  of  doctors  who 
preferred  some  other  method  of  controlling  the 
convulsions  or  else  were  patients  who  ceased 
bavin"  convulsions  soon  after  entering  the  hos- 
pital.  Many  of  the  mild  cases  belonged  to  this 
latter  class. 

Summary  or  Cases 

Case  1.  Mrs.  P.  P.,  white,  24,  I-para,  ad- 
mitted to  Memorial  Hospital  3-22-25  after  her 
first  convulsion.  Blood  pressure  on  admission 
was  160/100.  Urine  contained  a heavy  trace 
of  albumin,  hyaline  and  granular  casts.  She 
was  given  .065  gm.  morphin,  300  c.c.  of  10 
per  cent  glucose  solution  intravenously,  high 
colonic  irrigations,  gastric  lavage  and  7.5  c.c. 
paraldehyde.  She  delivered  herself  of  a live 
female  baby  after  the  13th  convulsion.  Half 
an  hour  later  she  had  another  convulsion.  She 
was  then  given  20  c.c.  of  a 10  per  cent  solution 
of  magnesium  sulphate  intravenously.  Patient 
rapidly  regained  consciousness.  There  were  no 
more  convulsions.  Discharged  3-28-25. 

Case  2.  M.  S.,  colored,  18,  I-para,  admitted 
to  St.  Philip  Hospital  3-28-25  after  her  1st 
convulsion.  On  admission  there  was  edema  of 
feet.  Blood  pressure  was  145/90.  Patient  was 
somewhat  irrational.  Urine  contained  an 
abundance  of  albumin,  "ranular  and  hvaline 
casts.  Treatment  consisted  of  morphin  .016 
gm.  q.  4 hours,  tincture  digitalis,  high  colonic 


irrigations  and  gastric  lavage.  She  delivered 
herself  of  a girl  baby  that  died  on  3d  day. 
The  mother  was  discharged  4-9-25  in  good 
condition. 

Case  3.  B.  S.  colored,  22,  I-para,  admitted 
to  St.  Philip  Hospital  4-9-25  with  history  of 
headache,  visual  disturbance,  edema,  and  two 
convulsions.  On  admission  she  was  irrational. 
Blood  pressure  was  140/110.  Urine  showed  a 
good  trace  of  albumin.  No  casts.  Patient  had 
her  third  convulsion  after  getting  to  the  hos- 
pital.  Treatment  consisted  of  morphin  .016 
gm.  q.4  hours,  tincture  digitalis,  sodium  bro- 
mide 1.95  gm.,  gastric  lavage,  and  high  colonic 
irrigation.  Delivered  of  a living  baby.  Dis- 
charged 4-26-25. 

Cose  4. — E.  S-,  colored,  17,  unmarried,  I- 
para,  admitted  to  St.  Philip  Hospital  in  con- 
vulsions, blood  pressure  168/112.  Urine  con- 
tained a quantity  of  albumin,  sugar,  hyaline 
and  granular  casts.  She  had  9 convulsions  in 
12  hours  before  delivery  of  a still-born  male, 
and  one  convulsion  afterwards.  Treatment 
consisted  of  morphin  .032  gm.,  tincture  digi- 
talis, 400  c.c.  of  blood  was  removed  and  re- 
placed with  500  c.c.  of  a 20  per  cent  glucose 
solution.  Morphin  .016  gm.  q.  4 hours,  and 
20  c.c.  of  a 10  per  cent  solution  of  magnesium 
sulphate  was  given  after  her  5th  convulsion. 
300  c.c.  of  blood  were  removed  and  400  c.c.  of 
20  per  cent  glucose  solution  were  given  and 
finally  a second  intravenous  dose  of  20  c.c.  of 
a 10  per  cent  solution  of  magnesium  sulphate 
was  given.  Discharged  in  good  condition  5- 
24-25. 

Case  5.  L.  B.,  colored,  19,  unmarried,  I- 
para,  admitted  to  St.  Philip  Hospital  in  con- 
vulsions. Blood  pressure  158/96.  Urine  con- 
tained abundance  of  albumin  and  acetone, 
hyaline  and  granular  casts.  Treatment  con- 
sisted of  sodium  bromide,  chloral  hydrate  and 
high  colonic  irrigations.  The  patient  had  2 
convulsions  after  admission  and  delivered  her- 
self of  a still-born  female  infant.  She  was  dis- 
charged in  good  condition  5-16-25. 

Case  6.  M.  S.,  colored,  age  19,  I-para,  ad- 
mitted to  St.  Philip  Hospital  6-23-25  after  her 
1st  convulsion.  Blood  pressure  was  160/80. 
Urine  contained  a trace  of  albumin,  hyaline 
and  granular  casts.  Treatment  consisted  of 
morphin  .016  gm.,  tincture  digitalis,  chloral 
hydrate  .65  gm.,  sodium  bromide  .65  gm.,  high 
colonic  irrigations  and  gastric  lavage.  After 
her  4th  convulsion  in  the  hospital  she  was 
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given  20  c.c.  of  10  per  cent  magnesium  sul- 
phate. She  had  6 more  convulsions  and  was 
given  15  c.c.  of  10  per  cent  magnesium  sul- 
phate. There  were  no  more  convulsions.  She 
had  a transverse  presentation  and  was  deliv- 
ered of  a still-born  boy  by  version  and  extrac- 
tion. Discharged  7-2-25  with  a blood  pressure 
of  175/105. 

Case  7.  M.  C.,  colored,  age  17,  I-para,  ad- 
mitted to  St.  Philip  Hospital  7-16-25  having 
post-partum  convulsions.  Blood  pressure  was 
155/60.  Urine  was  negative.  She  had  3 con- 
vulsions in  4 hours  after  delivery,  when  she 
was  given  20  c.c.  of  10  per  cent  magnesium 
sulphate.  Patient  had  2 more  convulsions.  Be- 
sides the  magnesium  sulphate,  the  treatment 
consisted  of  morphin  .01  gm.,  q.  4 hours,  tinc- 
ture digitalis,  and  an  occasional  dose  of  sodium 
bromide  and  chloral  hydrate.  Discharged  7- 
29-25. 

Case  8.  E.  G.,  colored,  age  17,  I-para,  ad- 
mitted to  St.  Philip  Hospital  7-24-25  in  con- 
vulsions. Blood  pressure  was  220/120.  Urine 
contained  albumin  and  granular  casts.  Treat- 
ment consisted  of  morphin  .016  gm.,  q.  4 hours, 
and  high  colonic  irrigations.  After  her  7th 
convulsion,  she  was  given  20  c.c.  of  10  per 
cent  solution  of  magnesium  sulphate.  There 
were  no  more  convulsions.  Patient  delivered 
herself  of  a still-born  child  7-26-25.  Dischaged 
8-6-25  in  good  condition. 

Case  9.  E.  W-,  colored,  age  36,  V-para,  ad- 
mitted to  St.  Philip  Hospital  10-2-25  on  ac- 
count of  convulsions.  Blood  pressure  was 
220/40,  general  edema.  Urine  contained  al- 
bumin. acetone  and  granular  casts.  She  had 
no  convulsions  in  the  hospital.  Treatment  con- 
sisted of  morphin  .016  gm.  q.  4 hours,  tincture 
digitalis  and  sodium  bromide.  Labor  was  in- 
duced. Still-born  baby.  Patient  was  dis- 
charged in  (rood  condition  10-27-25. 

Case  10.  Mrs.  S.  M.,  age  36.  multipara,  ad- 
mitted to  the  Memorial  11-29-25  in  convul- 
sions. Blood  pressure  was  240/140.  Urine 
contained  abundance  of  albumin,  hyaline  and 
granular  casts.  Treatment  consisted  of  mor- 
phin .032  gm.,  followed  by  doses  of  .016  gm. 
every  2 to  3 hours,  high  colonic  irrigations 
and  Aenesection.  Patient  delivered  herself  of 
a 6123  gm.  still-born  male  infant.  After  de- 
livery there  was  marked  pulmonary  edema. 
Patient  died  11  hours  after  admission  to  the 
hospital. 

Case  11.  C.  T.,  colored,  age  18,  I-para,  ad 


mitted  to  St.  Philip  Hospital  1-25-26  in  coma. 
Blood  pressure  was  138/110.  Urine  contained 
abundance  of  albumin,  hyaline  and  Granular 
casts.  Treatment  consisted  of  morphin  .016 
gm.,  q.  4 hours,  chloral  hydrate  2.1  gm.,  sodium 
bromide  2.1  gm..  tincture  digitalis  3.75  c.c.. 
hvoscin  .00065  gm.,  venesection  of  300  c.c..  fol- 
lowed  by  200  c.c.  of  20  per  cent  glucose  solu- 
tion intravenously.  The  patient  had  12  ante- 
partum convulsions  after  entering  the  hospital 
and  3 post-partum  ones.  After  her  2d  post- 
partum convulsion,  she  was  given  20  c.c.  of  a 
10  per  cent  magnesium  sulphate  solution  in- 
travenously. The  baby  was  a still-born  male. 
Patient  was  discharged  2-26-26. 

Case  12.  S.  H..  colored,  age  21.  I-para,  ad- 
mitted to  St.  Philip  Hospital  2-18-26  in  con- 
vulsions. Blood  pressure  135/90.  Urine  con- 
tained an  abundance  of  albumin,  acetone,  hya- 
line and  granular  casts.  Treatment  consisted 
of  morphin  .01  gm.  q.  4 hours,  tincture  digi- 
talis, high  colonic  irrigations,  5 c.c.  of  25  per 
cent  of  magnesium  sulphate  intramuscularly  on 
second  day,  chloral  hydrate  and  sodium  on  3d 
day.  The  patient  had  4 ante-partum  convul- 
sions in  the  hospital  and  20  post-partum  con- 
vulsions. Spontaneous  delivery  of  a live  boy. 
Both  patients  left  the  hospital  in  good  condi 
tion  3-12-26. 

Case  13.  M.  B..  colored,  age  18.  I-para,  ad- 
mitted to  St.  Philip  Hospital  4-20-26  after  her 
3d  convulsion.  Blood  pressure  was  180/100. 
Edema.  LYine  contained  a good  trace  of  al- 
bumin and  granular  casts.  Treatment  con- 
sisted of  morphin  .016  gm.  q.  4 hours,  venesec- 
tion (500  c.c.)  and  200  c.c.  of  a 20  per  cent 
glucose  solution  intravenously.  Venesection 
and  glucose  repeated  10  hours  later,  luminal 
.098  gm..  digitalone  1 c.c.  q.  4 hours,  and  high 
colonic  irrigation.  Patient  delivered  herself  of 
a live  boy  after  her  10th  convulsion.  Baby 
died  in  the  hospital.  Patient  discharged  in 
good  condition  5-5-26. 

Case  14.  M.  S.,  colored,  age  21.  xinmarried 
I-para,  admitted  to  St.  Philip  Hospital  5-24-26 
in  convulsions.  Blood  pressure  was  210/104. 
Urine  contained  abundance  of  albumin  and 
casts.  She  had  6 convulsions  in  two  hours 
after  admission.  Twenty  c.c.  of  10  per  cent 
solution  of  magnesium  sulphate  were  given 
intravenously.  She  had  a convulsion  6 hours 
later  and  delivered  herself  of  a still-born  in- 
fant 12  hours  after  admission.  Besides  the 
magnesium  sulphate,  treatment  consisted  of 
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morphin  .032  gm.  on  admission,  colonic  irri- 
gations. morphin  .01G  gm.  q.  4 hours,  digita- 
lone  2 c.c.  q.  6 hours.  Discharged  6-13-26. 

Case  15.  E.  P.,  colored,  age  36,  multipara, 
admitted  to  St.  Philip  Hospital  in  convulsions. 
She  had  pulmonary  edema.  Blood  pressure 
was  230/130.  Urine  contained  albumin  and 
acetone.  Treatment  consisted  of  morphin  .016 
gm.  q.  4 hours,  digitalone  1 c.c.  q.  4 hours,  high 
colonic  irrigations,  caffein  and  sodium  benzo- 
ate .195  gm.  q.  4 hours.  Patient  had  two  con- 
vulsions after  entering  hospital,  delivered  her- 
self of  a still-born  male  infant,  and  died  24 
hours  afterwards. 

Case  16.  R.  S.,  colored,  I-para,  admitted  to 
St.  Philip  Hospital  6-24-26  after  her  first  con- 
vulsion. Blood  pressure  was  140/67.  Urine 
contained  abundance  of  albumin,  hyaline  and 
granular  casts.  She  had  6 convulsions  inside 
of  2 hours  after  entering  the  hospital.  She 
was  then  given  20  c.c.  of  a 10  per  cent  mag- 
nesium sulphate  solution  intravenously.  She 
had  3 convulsions  in  the  next  4 hours;  15  c.c. 
of  a 10  per  cent  magnesium,  sulphate  solution 
were  then  given.  In  the  next  24  hours  she  had 
3 convulsions.  She  delivered  herself  of  living 
twins.  Two  days  after  delivery,  she  had  3 
more  convulsions  and  was  given  20  c.c.  of  10 
per  cent  magnesium  sulphate  solution.  Twelve 
hours  later  she  had  2 more  convulsions.  Be- 
sides the  magnesium  sulphate,  treatment  con- 
sisted of  morphin  .016  gm.  p.r.n.,  tincture  digi- 
talis 9.4  c.c.,  chloral  hydrate  1 gm.,  and  sod- 
ium bromide  1 gm.,  daily,  for  3 days.  Patients 
were  discharged  in  good  condition  7-9-26. 

Case  17.  A.  C-,  colored,  age  16,  unmarried. 
I-para,  admitted  to  St.  Philip  Hospital  7-26- 
26.  She  was  delivered  in  her  home  and  had 
a convulsion  1 hour  later  and  several  more  be- 
fore she  was  gotten  to  the  hospital.  Blood 
pressure  was  160/100.  Urine  contained  abun- 
dance of  albumin  and  granular  casts.  She  was 
given  20  c.c.  of  a 10  per  cent  magnesium  sul- 
phate solution  on  admission.  In  the  next  2 
hours  she  had  5 convulsions.  She  was  then  given 
5 c.c.  of  a 10  per  cent  solution  intravenously. 
In  the  next  12  hours,  she  had  2 more  convul- 
sions, and  4 c.c.  of  10  per  cent  magnesium  sul- 
plate  solution  were  given  intravenously.  No 
more  convulsions.  Other  treatment  consisted 
of  morphin  .016  gm.  on  admission  and  .01  gm. 
p.  r.  n.,  chloral  hydrate  and  sodium  bromide 
by  rectum  q.  4 hours  for  2 days.  Twelve  hours 
after  admission,  she  was  given  a pint  of  water 


and  7.5  c.c.  tincture  digitalis  through  a nasal 
tube.  This  was  repeated  5 times  at  intervals 
of  6 hours.  Discharged  in  good  condition 
8-8-26. 

Case  18.  F.  L..  colored  age  22,  I-para,  ad- 
mitted 8-4-26  in  convulsions.  Blood  pressure 
was  230/120.  The  urine  contained  an  abun- 
dance of  albumin  and  granular  casts.  Patient 
had  8 convulsions  in  the  first  IV2  hours  in  the 
hospital.  She  was  given  20  c.c.  of  a 10  per 
cent  magnesium  sulphate  solution.  There  were 
no  more  convulsions.  Other  treatment  con- 
sisted of  morphin  .032  gm.  on  admission,  sod- 
ium bromide  and  chloral  hydrate  for  3 days, 
tincture  digitalis  7.5  c.c.,  and  1,000  c.c.  of  wa- 
ter through  a nasal  tube  every  8 hours  until 
the  patient  could  swallow.  Twenty-four  hours 
after  admission,  venesection  was  done  to  relieve 
edema  of  the  lungs.  On  the  third  day  labor 
was  induced  with  a bougie  and  a six  months’ 
still-born  fetus  delivered.  The  patient  was 
discharged  in  good  condition  9-15-26. 

Case  19.  A.  M.,  colored,  age  17,  I-para,  ad- 
mitted to  St.  Phiilip  Hospital  9-1-26  hav- 
ing  post-partum  convulsions.  Blood  pressure 
was  180/100.  Urine  contained  albumin,  hya- 
line and  granular  casts.  After  her  second  con- 
vulsion  in  the  hospital  she  was  given  20  c.c.  of 
a 10  per  cent  solution  of  magnesium  sulphate. 
There  were  no  more  convulsions.  Other  treat- 
ment consisted  of  morphin  .016  gm.  on  admis- 
sion. bromide  and  chloral,  tincture  digitalis, 
and  water  by  nasal  tube.  Discharged  9-15-26 
in  good  condition. 

Case  20.  M.  J.,  colored,  age  22,  I-para,  ad- 
mitted to  St.  Philip  Hospital  10-1-26  after  her 
sixth  convulsion.  Blood  pressure  was  122/80. 
The  urine  contained  abundance  of  albumin, 
hyaline  and  granular  casts.  No  convulsions 
after  admission.  She  delivered  herself  of  a 
still-born  baby  on  third  day.  Treatment  con- 
sisted of  tincture  digitalis,  bromide  and  chlo- 
ral and  water  by  nasal  tube.  Magnesium  sul- 
phate (20  c.c.  of  10  per  cent  solution)  was 
given  intravenously  for  muscular  twitching  24 
hours  after  admission.  Discharged  10-17-25  in 
good  condition. 

Case  21.  Mrs.  L.  I.,  35  years  of  age,  multi- 
para. admitted  to  Memorial  Hospital  10-21-26 
in  convulsions.  Her  convulsions  started  6 days 
after  delivery.  Blood  pressure  was  182/80. 
Urine  contained  a good  trace  of  albumin,  hya- 
line and  granular  casts.  Treatment  consisted 
of  20  c.c.  of  magnesium  sulphate  solution  in- 
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travenously  y2  hour  after  admission.  No  fur- 
ther convulsions.  She  was  given  morphin, 
sodium  bromide  and  luminal.  Discharged  in 
good  condition  10-31-26. 

Case  22.  Mrs.  M.  E.,  age  18,  I-para,  ad- 
mitted to  the  Memorial  Hospital  12-6-26  after 
her  second  convulsion.  Three  hours  after  ad- 
mission she  had  3 convulsions.  Six  hours  after 
she  was  given  20  c.e.  of  a 10  per  cent  magnesium 
sulphate  solution  intravenously.  Two  hours 
later  she  had  2 convulsions.  Twelve  hours  af- 
ter admission  she  had  her  8th  convulsion. 
Txventy  c.c.  of  magnesium  sulphate  (10  per 
cent  solution)  were  now  given  intravenously. 
An  hour  later  she  had  a spontaneous  delivery 
of  a living  infant.  Blood  pressure  on  admis- 
sion was  130/S0.  Urine  contained  hyaline  and 
granular  casts  and  an  abundance  of  albumin. 
Other  treatment  consisted  of  morphin  .016 
gm.  and  q.  4 hours  p.r.n.  chloral  hydrate  and 
sodium  bromide,  1.000  c.c.  of  water  by  nasal 
tube  b.d.  and  tincture  digitalis.  Discharged 
in  good  condition  12-16-26. 

Case  23.  L.  H..  colored.  17  years,  unmar- 
ried, I-para,  admitted  to  St.  Philip  Hospital 
12-6-26  in  convulsions.  She  had  1 ante-and  1 
post-partum  convulsion  in  the  hospital.  She 
was  then  given  20  c.c.  of  10  per  cent  mag- 
nesium sulphate  solution  intravenously.  No 
more  convulsions.  Urine  contained  albumin 
but  no  casts.  Treatment  consisted  besides  the 
magnesium  sulphate,  of  morphin.  bromide  and 
chloral,  water  by  mouth  and  high  colonic  ir- 
rigations. Both  patients  discharged  in  good 
condition  12-20-26. 

Case  24.  M.  L..  colored,  age  40  years,  multi- 
para, admitted  to  St.  Philip  Hospital  12-31-26 
in  convulsions.  Blood  pressure  was  190/120. 
Urine  contained  abundance  of  albumin,  hyaline 
and  granular  casts.  She  was  given  20  c.c.  of 
magnesium  sulphate  (10  per  cent  solution)  in- 
travenously after  her  second  convulsion  in  the 
hospital.  She  had  one  convulsion  y2  hour 
afterwards.  Other  treatment  consisted  of  mor- 
phin .016  gm.  on  admission  and  q.  4 hours 
p.r.n.,  tincture  digitalis  and  water  (1.200  c.c.) 
through  nasal  tube  q.  8 hours,  bromide  and 
chloral  per  rectum,  and  high  colonic  irriga- 
tions. The  patient  delivered  herself  of  a still- 
born infant.  She  left  the  hospital  in  fair  con- 
dition. 

Case  25.  M.  J.,  colored,  age  35  years,  multi- 
para. admitted  to  St.  Philip  Hospital  2-5-27 
with  headache  and  visual  disturbances.  She 


had  convulsions  at  3 previous  deliveries.  Blood 
pressure  was  190/130.  LT’ine  contained  hya- 
line and  granular  casts  and  albumin.  Labor 
was  induced  and  there  was  a breech  delivery 
of  a premature  living  male.  Immediately  af- 
ter delivery  the  patient  had  one  convulsion  and 
was  given  20  c.c.  of  a 10  per  cent  magnesium 
sulphate  solution  intravenously.  Other  treat- 
ment consisted  of  morphin  chloral  and  bro- 
mide, tincture  digitalis  and  colonic  irrigations. 
Both  patients  were  discharged  in  good  condi- 
tion 2-23-26. 

Case  26.  Mrs.  M.  IV.,  age  17,  I-para.  ad- 
mitted to  the  Memorial  Hospital  2-8-27  in  con- 
vulsions. Blood  pressure  was  150/100.  Urine 
contained  hyaline  and  granular  casts  and  al- 
bumin. She  was  given  20  c.c.  of  10  per  cent 
magnesium  sulphate  solution  intravenously  af- 
ter the  first  convulsion  in  the  hospital.  , She 
had  no  more  convulsions  for  6 hours.  Then 
in  the  next  24  hours,  she  had  5 convulsions. 
She  was  delivered  with  forceps  30  hours  after 
admission.  Other  treatment  consisted  of  mor- 
phin. chloral  hydrate,  sodium  bromide,  tinc- 
ture digitalis,  gastric  lavage,  castor  oil.  water 
by  nasal  tube  and  colonic  irrigations.  Both 
patients  discharged  2-28-27. 

Case  27.  R.  J..  colored,  age  17,  I-para.  ad- 
mitted to  St.  Philip  Hospital  2-26-27  in  con- 
vulsions. Blood  pressure  was  200/90.  Urine 
contained  albumin,  hyaline  and  granular  casts. 
After  her  4th  convulsion  in  the  hospital,  she 
was  given  20  c.c.  of  10  per  cent  solution  of 
magnesium  sulphate  intravenously.  There 
were  no  more  convulsions.  The  patient  de- 
livered herself  of  a live  male  child  30  hours 
after  admission.  Other  treatment  consisted  of 
morphin.  .022  gm.  on  admission,  tincture  digi- 
talis. castor  oil.  water  by  nasal  tube,  bromide 
and  chloral  and  high  colonic  irrigations.  Both 
patients  were  discharged  in  good  condition  3- 
12-27. 

Case  28.  Mrs.  T.  R.,  age  20.  I-para.  ad- 
mitted to  the  Memorial  Hospital  3-6-27  in  con- 
vulsions. Blood  pressure  was  160/100.  Urine 
contained  albumin,  hyaline  and  granular  casts. 
Ten  c.c.  of  a 10  per  cent  solution  of  magnesium 
sulphate  were  given  intravenously.  A bag  was 
then  inserted.  In  the  next  5 hours  patient  had 
5 convulsions.  The  magnesium  sulphate  was 
repeated  in  the  same  dosage.  There  were  3 
more  convulsions  in  the  next  y2  hour.  The 
patient  delivered  herself  of  a still-born  infant 
and  there  were  no  more  convulsions.  Other 
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treatment  consisted  of  morphin,  chloral  hy- 
drate, sodium  bromide  and  digitalone.  Pa- 
tient was  discharged  in  good  condition  3-15-27. 

Case  29.  Mrs.  M.  B.,  age  23, 1-para,  admitted 
to  the  Memorial  Hospital  4-3-27.  She  had 
been  having  post-partum  convulsions  for  12 
hours  before  admission,  and  continued  having 
them  until  20  c.c.  of  a 10  per  cent  magnesium 
sulphate  solution  was  given  intravenously. 
Blood  pressure  was  170/120.  Urine  contained 
abundance  of  albumin,  hyaline  and  granular 
casts.  Other  treatment  consisted  of  300  c.c.  of 
10  per  cent  glucose  solution  intravenously,  mor- 
phin, sodium  bromide,  chloral  hydrate  and 
colonic  irrigations.  She  was  discharged  in  fair 
condition  4-7-27. 

Case  30.  Mrs.  E.  L.,  age  29,  I-para,  ad- 
mitted to  the  Memorial  Hospital  4-29-27  with 
the  history  of  headache,  edema  and  visual  dis- 
turbances. Three  days  after  admission  she  had 
a convulsion.  Blood  pressure  was  180/112. 
Urine  contained  albumin,  hyaline  and  granu- 
lar casts.  Treatment  consisted  of  venesection 
on  admission  and  high  colonic  irrigations. 
When  she  had  the  convulsion,  she  was  given 
morphin,  sodium  bromide,  chloral  hydrate  and 
tincture  digitalis.  A bag  was  then  inserted 
and  the  patient  delivered  herself  of  a prema- 
ture infant  that  died  on  the  second  day.  The 
mother  was  discharged  in  good  condition. 

Case  31.  C.  M.,  colored,  age  17,  I-para,  ad- 
mitted to  St.  Philip  Hospital  4-13-27  after  her 
7th  convulsion.  Forceps  had  failed  in  her 
home.  The  patient  had  2 more  convulsions 
while  the  magnesium  sulphate  was  being  pre- 
pared. She  was  given  20  c.c.  of  a 10  per  cent 
solution  intravenously.  The  patient  had  her 
11th  convulsion  as  she  was  being  put  on  the 
table.  The  head,  greatly  moulded,  was  in  a 
transverse  position  and  delivered  with  Ivielland 
forceps  without  an  anesthetic.  She  had  her 
12th  convulsion  as  she  was  being  put  to  bed. 
Her  convalescence  was  febrile.  Both  patients 
were  discharged  in  good  condition  5-8-27. 

Case  32.  Mrs.  P.  R.,  age  24,  I-para.  ad- 
mitted to  the  Memorial  Hospital  6-1-27  in 
labor.  Blood  pressure  was  180/120.  Urine 
contained  an  abundance  of  albumin,  hyaline 
and  granular  casts.  She  had  one  convulsion 
before  she  delivered  herself  of  a normal  male 
baby,  none  afterwards.  Treatment  consisted 
of  morphin,  sodium  bromide,  chloral  hydrate, 
tincture  digitalis  and  high  colonic  irrigations. 


Both  patients  discharged  in  good  condition 
6-15-27. 

Case  33.  Mrs.  P.  H.,  age  32,  multi  para,  ad- 
mitted to  the  Memorial  Hospital  6-9-27,  having 
post-partum  convidsions.  Patient  had  one  con- 
vulsion after  entering  the  hospital.  Blood  pres- 
sure was  130/90.  Urine  contained  an  abun- 
dance of  albumin,  hyaline  and  granular  casts. 
Treatment  consisted  of  20  c.c.  of  a 10  per  cent 
solution  of  magnesium  sidphate  intravenously, 
morphin,  bromide  and  chloral,  high  colonic  ir- 
rigations, water  and  tincture  digitalis  by  nasal 
tube.  Discharged  in  good  condition  6-15-27. 

Case  34.  Mrs.  P.  I.  C.,  age  24,  I-para,  ad- 
mitted to  Johnston-Willis  Hospital  4-23-25 
with  a severe  headache,  marked  albuminuria 
and  a systolic  blood  pressure  of  205.  She  had 
her  1st  convulsion  as  she  was  being  put  to  bed. 
The  perineum  was  bulging.  She  was  anesthe- 
tized with  ethylene  and  delivered  with  low  for- 
ceps. The  patient  had  2 post-partum  convul- 
sions. Treatment  consisted  of  morphin  .016 
gm.  (3  doses).  Between  the  2d  and  3d  con- 
vulsion, she  was  given  6 c.c.  tincture  digitalis, 
.65  gm.  each  of  bromide  and  chloral,  and  a 
liter  of  water  through  a nasal  tube.  After  her 
3d  convulsion,  she  was  given  20  c.c.  of  a 10 
per  cent  solution  of  magnesium  sulphate  in- 
travenously. Within  an  hour  her  mind  was  per- 
fectly clear  and  she  wanted  something  to  eat. 
The  baby  died  in  a few  hours.  The  mother 
made  an  uneventful  recovery  and  left  the  hos- 
pital in  good  condition  4-30-25. 

Case  35.  Mrs.  C.  T.  A.,  age  22,  I-para,  was 
admitted  to  Johnston-Willis  Hospital  6-13-25 
having  post-partum  convulsions.  She  entered 
the  hospital  after  her  7th  convulsion.  Blood 
pressure  was  135/90.  Urine  contained  a quan- 
tity of  albumin.  The  patient  was  given 
.016  gm.  of  morphine  on  admission  and  20 
c.c.  of  a 10  per  cent  solution  of  magnesium  sul- 
phate. She  had  no  more  convulsions,  her  mind 
cleared  up  rapidly  and  she  returned  home  to 
her  baby  24  hours  later. 

Case  36.  Mrs.  C.,  age  38,  VI-para,  admitted 
to  the  Retreat  for  the  Sick  9-6-25,  on  account 
of  ablatio  placenta  with  extreme  toxemia  with 
practically  no  vision,  and  blood  pressure  150/- 
110.  Urine  boiled  almost  solid  but  contained 
no  casts.  The  amniotic  sac  was  ruptured  and 
the  cervix  and  vagina  were  packed  with  gauze. 
The  patient  delivered  herself  of  a macerated 
fetus.  There  was  anuria  for  30  hours  after  de- 
livery. On  the  6th  day  post-partum,  she  had 
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2 convulsions  within  y2  hour.  She  was  given 
20  c.c.  of  10  per  cent  solution  of  magnesium 
sulphate.  There  were  no  more  convulsions. 
The  patient  left  the  hospital  with  considerable 
impairment  of  vision  9-20-25. 

Case  37.  Mrs.  C.  L.  W.,  age  19,  I-para,  ad- 
mitted to  Johnston- Willis  Hospital  9-7-25,  on 
account  of  toxemia  of  pregnancy.  Urine 
showed  albumin  and  many  granular  casts. 
Cesarean  section  was  done  by  Dr.  Johns  under 
ethylene.  Patient  had  a post-partum  convul- 
sion. and  was  given  20  c.c.  of  10  per  cent  solu- 
tion of  magnesium  sulphate.  She  immediately 
regained  consciousness  and  asked  for  water. 
There  were  no  further  complications.  Both 
mother  and  child  left  the  hospital  in  good  con- 
dition 9-26-25. 

Case  38.  Mrs.  C.  P.,  age  23.  I-para,  admitted 
to  the  Retreat  for  the  Sick  10-1-25  on  account 
of  toxemia  of  pregnancy.  Blood  pressure  was 
200/140.  LYine  boiled  almost  solid.  The  va- 
gina was  packed  with  gauze.  Early  the  next 
morning,  she  had  2 convulsions.  She  was 
given  .016  gm.  of  morphin  and  an  intravenous 
injection  of  20  c.c.  of  a 10  per  cent  solution  of 
magnesium  sulphate.  Four  hours  later  she  had 
her  3d  convulsion,  and  9 hours  later,  her  4th 
convulsion.  The  magnesium  sulphate  was  re- 
peated in  a 15  c.c.  dose.  There  was  now  con- 
siderable pulmonary  edema.  Patient  was  bled 
800  c.c.  A 4082  gm.  still-born  baby  was  de- 
livered with  forceps  without  an  anesthetic. 
Recovery  was  uneventful  and  the  patient  left 
the  hospital  10-14-25. 

Case  39.  Mrs.  R.  K.  G.,  age  25.  I-para.  ad- 
mitted to  the  Johnston- Willis  Hospital  12-13- 
25.  Urine  showed  a distinct  trace  of  albumin 
but  no  casts.  She  had  2 convulsions  after  en- 
tering the  hospital.  Patient  was  given  20  c.c. 
of  10  per  cent  magnesium  sulphate  solution 
intravenously  and  was  delivered  with  low  for- 
ceps. Eight  hours  after  delivery  she  was  given 
1 ampule  of  pituitrin  on  account  of  a rather 
free  flow  and  immediately  had  a severe  convul- 
sion. In  addition  to  the  magnesium  sulphate, 
she  was  given  .032  gm.  of  morphin,  digifolin 
.098  gm.  q.  4 houi'S,  sodium  bromide  and  chloral 
hydrate,  each  .65  gm.,  at  bedtime  for  several 
nights.  Both  patients  were  discharged  in  good 
condition  12-24-25. 

Case  40.  Mrs.  C.  E.  F.,  age  29,  VIH-para, 
was  sent  into  the  Johnston-Willis  Hospital 
3-3-26  on  account  of  marked  albuminuria,  head- 
ache and  blind  spells.  Blood  pressure  was 


220/140.  She  had  her  1st  convulsion  in  the 
elevator.  She  had  already  been  given  .016  gm. 
of  morphin  and  a dose  of  sodium  bromide. 
She  was  given  another  .016  gm.  of  morphin, 
3.75  c.c.  tincture  digitalis  by  mouth  and  7.5 
c.c.  paraldehyde  by  bowel.  One  and  a half 
hours  later,  §lie  had  her  2d  convulsion.  She 
was  then  given  15  c.c.  of  10  per  cent  magnesium 
sulphate  solution  intravenously.  Twenty 
minutes  later,  the  patient’s  mind  was  much 
clearer  and  she  said  she  could  see  better.  She 
felt  as  if  she  were  burning  up  and  could  not 
get  enough  water.  There  were  no  more  con- 
vulsions. The  patient  delivered  herself  the 
next  day.  Both  patients  left  the  hospital  in 
good  condition  3-16-26. 

Case  41.  E.  H.,  age  17,  unmarried.  I-para, 
admitted  to  the  Spring  Street  Home  4-11-26. 
For  3 weeks  before  she  was  confined,  her  S37s- 
tolic  blood  pressure  was  160  in  spite  of  rest 
in  bed,  a low  protein  diet  and  frequent  purga- 
tions with  castor  oil.  On  May  30,  she  began 
to  bleed  from  vagina  and  was  packed  with 
gauze  and  given  1 gm.  of  quinine.  Ten  hours 
later  the  packing  was  removed  and  a No.  5 bag 
was  inserted  under  light  ether  anesthesia. 
Three  hours  later  she  had  4 convulsions  in 
rapid  succession.  She  was  given  15  c.c.  of  a 
10  per  cent  solution  of  magnesium  sulphate  in- 
travenously. There  were  no  more  convulsions. 
The  bag  was  out  of  the  cervix  in  d1/*  hours.  It 
was  deflated  and  removed.  There  was  no 
bleeding  and  the  patient  was  allowed  to  de- 
liver herself,  which  she  did  in  4 hours.  The 
baby  was  still-born.  In  addition  to  the  mag- 
nesium sulphate,  the  patient  received  .024  gm. 
of  morphin  and  .001  gm.  of  hyoscin.  The 
mother  made  an  uneventful  recovery  and  was 
out  of  bed  on  the  8th  day. 

Case  42.  Mrs.  R.  Iv.  P.,  age  19,  I-para,  ad- 
mitted to  Johnston-IVillis  Hospital  7-9-26  for 
toxemia  of  pregnancy.  LTrine  contained  a 
heavy  trace  of  albumin  and  a few  granular 
casts.  A bag  was  inserted  and  the  patient  was 
delivered  by  version.  She  had  one  ante-par- 
tum  and  one  post-partum  convulsion.  Twenty 
c.c.  of  a 10  per  cent  solution  of  magnesium  sul- 
phate was  then  given.  Both  patients  were  dis- 
charged in  good  condition  7-18-26. 

Case  43.  Mrs.  M.  R.  S.,  age  18,  I-para,  ad- 
mitted to  Johnston-Willis  Hospital  9-6-26. 
Her  physician  saw  her  in  a convulsion,  gave 
her  .016  gm.  of  morphin  and  2.6  gm.  of  sodium 
bromide  and  sent  her  into  the  hospital.  On 
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admission  her  blood  pressure  was  170/142. 
There  was  extreme  dimness  of  vision.  Urine 
showed  an  abundance  of  albumin,  hyaline  and 
granular  casts.  She  was  given  fruit  juices, 
water  and  sodium  bromide.  Two  days  later 
when  the  urine  began  to  clear  up  she  was  de- 
livered of  a premature  boy  (1701  gm.)  by  bag 
and  forceps  under  sacral  analgesia.  The  baby 
lived  6 hours.  The  mother  was  discharged  in 
good  condition  9-16-26. 

Case  44.  Mrs.  G.  H.  J.,  age  36,  admitted 
to  Johnston-Willis  Hospital  3-16-27  in  convul- 
sions. Blood  pressure  was  195/160.  Urine 
contained  an  abundance  of  albumin,  hyaline 
and  granular  casts.  There  was  marked  pul- 
monary edema.  Patient  was  bled  400  c.c.  and 
20  c.c.  of  magnesium  sulphate  (10  per  cent 
solution)  were  given  intravenously.  There 
were  no  further  convulsions.  Other  treatment 
consisted  of  morphin,  bromides  and  chloral. 
Two  days  later  she  delivered  herself  spon- 
taneously of  a 514  months’  fetus.  She  was  dis- 
charged 4-14-27. 

Case  45.  Mrs.  H.  D.  M.,  age  24,  I-para,  ad- 
mitted to  Sheltering  Arms  Hospital  4-9-27, 
having  slight  labor  pains.  Seven  hours  after 
admission,  she  had  a convulsion.  She  was 
given  .016  gm.  morphin  and  a colonic  irriga- 
tion. While  this  was  being  done,  she  had  a 
second  convulsion.  After  her  3d  convulsion 
she  was  given  20  c.c.  of  a 10  per  cent  solution 
of  magnesium  sulphate  intravenously.  Tinc- 
ture digitalis  7.5  c.c.,  and  magnesium  sulphate 
31  gm.,  were  given  through  a stomach  tube. 
Patient  had  her  4th  convulsion  2 y2  hours  later, 
and  was  given  15  c.c.  of  a 10  per  cent  solu- 
tion intravenously.  There  were  no  more  con- 
vulsions. Ten  hours  later  the  patient  was  de- 
livered under  sacral  analgesia  with  forceps  on 
frank  breech  and  the  after-coming  head.  Other 
treatment  consisted  of  forcing  fluids.  Both 
patients  left  the  hospital  in  good  condition 
4-23-27. 

Case  46.  Mrs.  L.  F.,  age  17,  I-para,  ad- 
mitted to  the  Sheltering  Arms  Hospital  5-2-27, 
with  a blood  pressure  of  180/104  and  loss  of 
vision.  Urine  showed  heavy  trace  of  albumin, 
no  casts.  The  next  day,  a Voorhees’  ba<r  was 
introduced;  18  hours  later  she  had  a convul- 
sion. She  was  given  20  c.c.  of  a 10  per  cent 
solution  of  magnesium  sulphate  intravenously. 
A premature  male  infant  was  delivered  with 
forceps  under  rectal  analgesia  four  hours  later. 
Immediately  after  delivery,  she  had  her  sec- 


ond convulsion.  She  was  given  10  c.c.  of  10 
per  cent  solution  of  magnesium  sulphate  in- 
tramuscularly. Five  hours  later  she  had  her 
3d  convulsion.  She  was  given  10  c.c.  of  20  per 
cent  solution  of  magesium  sulphate  intramus- 
cularly. Other  treatment  was  an  initial  dose 
of  .016  gm.  morphin,  with  a little  bromide  and 
chloral  for  2 days  after  delivery.  Both  pa- 
tients left  the  hospital  in  good  condition  5-18- 
27. 

In  addition  to  the  46  eclamptics,  two  other 
patients  were  treated  with  intravenous  mag- 
nesium sulphate,  as  follows : 

(a)  M.  J.,  colored,  56  years  of  age,  a multi - 
para,  was  admitted  to  the  obstetrical  service 
of  St.  Philip  Hospital  unconscious  and  in  con- 
vulsions. Blood  pressure  was  180/110.  Urine 
contained  albumin,  and  hyaline  and  granular 
casts.  There  was  an  abdominal  tumor  that  cor- 
responded in  size  to  a 5 months’  pregnant 
uterus.  She  had  4 convulsions  in  the  first  four 
hours  after  admission.  She  was  given  20  c.c. 
of  a 10  per  cent  magnesium  sulphate  solution. 
In  three  hours  she  had  another  convulsion  and 
was  given  10  c.c.  She  had  2 convulsions  in 
the  next  twenty  minutes.  There  were  no  more 
convulsions.  Other  treatment  consisted  of 
.016  gm.  of  morphin  on  admission,  tincture  of 
digitalis,  1,000  c.c.  of  water  every  eight  hours 
through  a nasal  tube  until  patient  was  thor- 
oughly conscious,  and  bromides  and  chloral 
each  night.  The  patient  was  discharged  9-20- 
26  with  a diagnosis  of  chronic  nephritis  and 
uterine  fibroid. 

(b)  L.  G.,  25  years  of  age,  I-para,  entered 
St.  Philip  Hospital  7-5-25  with  a blood  pres- 
sure of  150/80.  She  had  been  in  labor  since 
July  2,  and  her  membranes  were  ruptured  arti- 
ficially 7 hours  before  she  entered  the  hos- 
pital. The  patient  was  delivered  of  a nor- 
mal male  infant  by  version.  Her  temperature 
was  102  on  the  day  of  admission  and  gradually 
rose  to  105.4.  The  patient  became  maniacal, 
with  pronounced  muscular  twitchings,  and  was 
kept  in  bed  with  difficulty.  Various  sedatives, 
morphin,  hyoscin,  sodium  bromide,  chloral  hy- 
drate, paraldehyde,  luminal  and  magnesium 
sulphafe  (20  c.c.  of  10  per  cent  solution)  were 
tried  with  varying  success.  The  patient  died 
7-12-25. 

Maternal  Results 

Thirty-six  of  the  46  eclamptics  were  treated 
with  magnesium  sulphate.  Twenty-six  re- 
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ceived  a single  intravenous  injection;  six  (cases 
4.  6,  22.  28.  38.  45)  two  intravenous  injections, 
and  two  (cases  16  and  IT)  three  intravenous 
injections.  To  two  (cases  12  and  46)  the  mag- 
nesium sulphate  was  given  intramuscularly. 
With  the  case  of  chronic  nephritis  with  con- 
vulsions  and  the  one  with  puerperal  sepsis 
with  pronounced  muscular  twitchings.  de- 
scribed above,  there  are  38  cases  that  have  been 
treated  with  magnesium  sulphate. 

At  first,  the  solution  was  made  up  from 
chemically  pure  magnesium  sulphate  and  steri- 
lized in  the  hospital.  Now  that  a suitable  solu- 
tion is  readily  available  in  ampules,  this  is  no 
longer  necessary. 

There  have  been  no  untoward  effects.  The 
only  maternal  death  was  clearly  due  to  sepsis 
contracted  before  entering  the  hospital.  There 
were  no  maternal  deaths  among  the  36  eclamp- 
tics  treated  with  magnesium  sulphate.  In  the 
10  cases  of  eclampsia  not  treated  with  mag- 
nesium sulphate,  there  were  two  maternal 
deaths. 

I nfaNt  Mortality 

Six  mothers  were  delivered  before  entering 
the  hospital  and  there  is  no  data  concerning 
the  infant.  In  the  forty  cases  in  which  the 
outcome  of  the  baby  is  known,  there  were  41 
babies.  Twenty-four  were  born  alive,  with  5 
neonatal  deaths,  and  17  were  still-born,  a 
fetal  mortality  of  53.6  per  cent.  The  fetal 
mortality  in  the  group  that  was  treated  with 
magnesium  sulphate  was  45.1  per  cent.  The 
problem  of  infant  mortality  is  an  involved  one. 
and  it  is  difficult  to  properly  evaluate  the  dif- 
ferent factors  implicated,  i.  e..  prematurity, 
toxemia  and  treatment.  It  may  be  significant 
that  four  of  the  five  babies  who  were  born 
alive  but  died  in  the  first  few  days,  were  born 
to  the  ten  mothers  for  the  control  of  whose 
convulsions  reliance  was  placed  in  morphin 
and  other  sedatives. 

Conclusions 

Magnesium  sulphate  given  intravenously  or 
intramuscularly  is  a valuable  agent  for  the 
control  of  convulsions  in  eclampsia.  It 
markedly  shortens  the  period  of  coma.  It  de- 
creases maternal  mortality  from  eclampsia  and 
to  a less  extent  the  fetal  mortality. 


Since  the  paper  was  read  two  cases  of  eclampsia  have  been 
treated  at  the  Hospital  Division  of  the  Medical  College  oi 
Virginia  (cases  32  and  33)  and  since  the  paper  was  re* 


written  for  publication,  there  have  been  two  more  cases  not 
included  in  the  paper.  The  first  of  these,  an  18-year-old  colored 
primipara,  was  admitted  to  St.  Philip  Hospital,  6-17-27,  after 
her  third  convulsion.  The  convulsion  was  controlled  with  one 
injection  of  the  usual  dose  of  magnesium  sulphate.  bhe  de- 
livered herself  of  twins,  the  second  of  which  was  still-born. 
The  second  (Mrs.  B.  H.,  Vi-para,  age  36  years)  was  admitted 
to  the  Memorial  Hospital,  6-21-27,  on  account  of  convulsions. 
There  were  no  convulsions  after  admission.  Both  mother  and 
child  lived. 

Medical  Arts  Building. 


THE  CONTROL  OF  TUBERCULOSIS  IN 
THE  NEGRO." 

By  CHARLES  R.  GRANDY,  M.  D„  Norfolk,  Va. 

I am  indeed  very  glad  to  accept  the  invi- 
tation of  your  Program  Committee  to  address 
this  meeting  for  I have  for  several  years  been 
noting  a growing  Public  Health  Conscience  in 
our  Negro  citizens.  This  is  not  only  evident 
among  the  principals  and  teachers  in  our 
colored  schools,  who  are  making  every  effort 
to  protect  their  pupils  from  contagion  and 
to  improve  their  general  health,  but  it  has 
also  spread  to  the  General  Public  who  are 
now  co-operating  as  they  have  never  done  be- 
fore. Indeed  I feel  that  in  carrying  out  a 
health  measure  in  the  schools  I can  certainly 
count  on  the  co-operation  of  the  colored  peo- 
ple to  be  at  least  as  good  as  that  of  the  white 
people  and  often  find  that  they  work  with  us 
better.  As  tuberculosis  still  ranks  first  among 
the  Captains  of  the  Men  of  Death  when  deal- 
ing with  the  Negro  Race  and  I have  done  more 
work  on  this  problem  than  on  any  other,  it 
is  natural  that  I choose  as  my  subject  the  Con- 
trol of  Tuberculosis  in  the  Negro.  At  the  same 
time  it  will  not  be  possible  for  me  to  treat 
this  subject  without  going  somewhat  into  the 
general  field  of  tuberculosis,  of  which  it  is 
merely  a part. 

It  will  first  be  necessary  to  give  a short  re- 
view of  some  of  the  recent  work  done  in  re- 
gard to  the  transmission  of  tuberculosis,  for 
we  have  radically  changed  our  ideas  in  regard 
to  this  and  have  not  vet  reached  a full  and  sat- 
isfactory conception  of  the  whole  problem. 
After  we  had  learned  that  tuberculosis  was 
not  inherited  but  that  the  germ  was  passed 
directly  or  indirectly  from  the  sick  to  the  well, 
we  grouped  it  along  with  other  infectious  dis- 
eases, that  is  we  thought  that  after  a person 
has  taken  these  germs  into  his  body  the  active 
disease  would  rather  promptly  develop.  Fur- 
ther pathological  studies,  especially  on  people 
who  had  died  from  other  diseases,  showed  a 
great  amount  of  infection  with  tuberculosis 
which  had  either  been  conquered  or  which  was 

*Read  before  the  Old  Dominion  Medical  Society,  June,  1927. 
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in  a latent  condition.  Then  the  general  use  of 
the  tuberculin  skin  reaction  showed  first  that 
new  horn  children  were  not  infected  and  sec- 
ond that  there  was  a general  increase  in  infec- 
tion  throughout  childhood,  while  almost  the 
whole  of  the  city  population  gave  a positive 
skin  reaction  at  the  end  of  the  second  decade 
of  life,  though  only  a small  percentage  of 
these  ever  develop  the  active  disease. 

The  X-ray  pictures  further  showed  a certain 
amount  of  infection  in  many  children  and 
adults  who  had  been  in  close  contact  with  tu- 
berculosis cases,  but  who  did  not  clinically 
have  any  symptoms  and  who  did  not  present 
signs  on  physical  examination.  These  are  the 
so-called  latent  cases.  To  sum  up  these  gen- 
eral findings,  we  now  know  that  most  city  chil- 
dren (and  most  country  ones  too  though  not 
in  quite  so  large  a proportion)  get  infected 
with  tuberculosis,  but  that  the  great  majority 
hold  this  infection  in  check  and  never  present 
symptoms.  It  is  taught  by  many  of  our 
authorities  that  practically  all  infection  with 
tuberculosis  thus  occurs  in  childhood,  but  that 
the  children  take  care  of  it  until  other  things 
which  lower  the  vitality  of  the  body  cause  this 
early  infection  to  become  active  and  produce 
the  well  known  symptoms  of  the  disease.  Re 
cent  work  done  by  Opie  has  thrown  consider- 
able doubt  in  regard  to  this.  Along  with  other 
workers  in  the  Phipps  Institute  in  Philadel- 
phia, he  has  been  making  thorough  studies  of 
families  in  which  there  have  been  cases  of 
open  tuberculosis.  These  studies  not  only  in- 
clude a physical  examination  but  an  X-ray  ex- 
amination and  a tuberculin  test  of  every  mem- 
ber of  the  family,  done  repeatedly  over  a num- 
ber of  years.  He  found  that  practically  all 
people,  whether  children  or  grown  people,  in 
the  house  with  an  open  case  of  tuberculosis 
gave  the  skin  reaction  and  showed  some  X-ray 
signs  of  latent  tuberculosis.  He  found  that 
50  per  cent  of  the  consorts  of  these  open  cases 
showed  either  the  latent  or  active  disease, 
though  in  the  larger  number  of  cases  it  was 
latent.  This,  as  I have  already  stated,  was 
absolutely  contrary  to  the  teachings  of  the  last 
ten  years.  It  shows  that  the  early  infection 
of  childhood  does  not  prevent  reinfection  from 
without  ; indeed,  Opie  believes  that  though  the 
early  infection  gives  a certain  amount  of  re- 
sistance, it  does  not  prevent  reinfection  which 
is  usually  necessary  to  produce  active  tuber- 
culosis. He  does  not  maintain  that  this  is  the 


only  way  that  active  tuberculosis  develops  but 
he  does  believe  that  it  is  much  more  usual  than 
the  simple  reactivation  of  an  old  latent  focus. 

In  laboratory  work  done  on  susceptible  ani- 
mals it  was  found  that  there  are  really  two 
kinds  of  tuberculosis.  The  first  kind  occurs  in 
the  animals  in  which  virulent  bacilli  have  been 
injected.  These  animals  have  acute  tubercu- 
losis under  which  they  promptly  succumb  and 
to  which  they  show  little  if  any  resistance.  If, 
however,  the  animals  are  first  given  a small 
dose  of  attenuated  human  bacilli  they  develop 
a certain  amount  of  resistance.  If  then  the 
same  dose  of  virulent  bacilli  is  administered 
the  resulting  disease  runs  an  absolutely  differ- 
ent course  and  we  have  the  picture  presented 
by  chronic  consumption  in  adult  human  beings. 

This  difference  is  also  seen  in  mankind. 
When  babies  have  taken  in  a comparatively 
large  number  of  virulent  germs,  they  react  in 
the  same  way  that  the  normal  laboratory  ani- 
mal reacts  and  develop  acute  generalized  tuber- 
culosis to  which  they  show  little  or  no  resist- 
ance. These  are  really  cases  of  acute  infectious 
disease  with  a short  period  of  incubation.  And 
you  can  be  sure  that  such  cases  have  been  in- 
fected by  close  contact  with  an  open  case  of 
tuberculosis,  generally  in  a parent.  This  is, 
however,  not  necessary,  as  I well  remember  a 
case  of  baby  who  developed  meningeal  tuber- 
culosis whose  source  could  not  be  traced  until 
we  examined  an  uncle  who  had  constantly 
played  with  the  child,  and  found  that  he  had 
advanced  tuberculosis.  The  same  thing  can  be 
produced  by  the  nurse  or  by  the  mid-wife,  as 
in  the  celebrated  case  of  the  tuberculous  mid- 
wife who  had  the  habit  of  inflating  the  lungs 
of  new-born  children  by  blowing  into  their 
mouths,  and  in  this  way  produced  active  tu- 
berculosis in  ten  babies.  On  the  other  hand 
the  ordinary  case  of  consumption,  of  what  we 
now  call  the  adult  type,  has  had  an  early 
mild  infection  and  gotten  up  sufficient  resist- 
ance to  react  against  a further  infection  and 
to  produce  scar  tissue  by  which  the  body  re- 
sists in  the  chronic  form  of  the  disease.  This 
corresponds  to  the  tuberculosis  in  vaccinated 
animals. 

Following  these  discoveries  it  is  usual  to 
divide  the  different  forms  of  tuberculosis  into 
three  classes  which  depend  on  the  resistance  of 
the  body  and  the  amount  and  virulence  of  the 
infecting  agent.  In  acute  tuberculosis  we  have 
an  acute  infectious  disease  to  which  the  body 
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shows  very  little  resistance.  This  infection 
gets  into  the  blood  and  bacilli  are  carried  to 
different  parts  of  the  body  where  local  tu- 
bercles develop.  The  commonest  type  is  the 
chronic  form,  formerly  called  consumption, 
which  is  characterized  by  the  formation  of 
scar  tissue  and  the  gradual  spreading  of  the 
process,  with  the  formation  of  cavities  in  ad- 
vanced cases.  In  these  cases  the  body  has  got- 
ten up  a considerable  amount  of  resistance  and 
can  with  proper  treatment  frequently  conquer 
the  disease  and  return  to  normal  life  and  duty. 
The  prognosis  in  such  a case  depends  on  the 
extent  of  the  disease  and  on  the  amount  of 
body  resistance.  If  we  take  two  cases  with 
apparently  the  same  amount  of  involvement, 
the  case,  that  has  lasted  the  longer,  thus  show- 
ing greater  resistance,  has  the  better  chance 
of  getting  well.  Then  we  have  the  juvenile 
type,  in  this  condition  the  child's  body  has  de- 
veloped enough  resistance  to  hold  back  the  in- 
fection and  though  we  have  enlarged  bron- 
chial glands  and  some  possible  extension  in 
the  lungs,  the  case  does  not  tend  to  progress 
further  and  has  none  of  the  typical  symptoms 
of  the  adult  disease.  When  these  children  are 
taken  care  of.  are  kept  from  getting  extra  in- 
fection from  without,  the}'  should  not  develop 
active  lung  tuberculosis.  They  have,  how- 
ever. within  them  living  tuberculosis  germs, 
which  they  are  for  the  time  controlling  but 
to  which  lowered  bodily  strength  or  further 
massive  infections  may  add  enough  fuel  to 
rekindle  the  dormant  flame.  To  these  three 
classes  Opie  adds  latent  tuberculosis,  which 
means  tuberculosis  in  the  upper  part  of  the 
lung  tissue  which  can  be  demonstrated  by 
X-ray  picture  and  is  found  after  death  from 
other  causes,  but  which  is  not  active  enough  to 
produce  symptoms  or  signs  which  can  be  or- 
dinarily detected  with  the  stethoscope.  In 
these  cases  the  resistance  is  very  great  and  it 
takes  a large  amount  of  extra  infection  or  a 
great  reduction  of  bodily  strength  from  other 
causes  to  allow  the  disease  to  develop.  Be- 
tween these  different  classes  there  are  various 
modifications  which  again  depend  upon  the 
amount  of  infection  and  the  amount  of  resist- 
ance of  the  body. 

So  far  I have  spoken  of  tuberculosis  affect- 
ing man  and  experimental  animals  but  have 
made  no  comparisons  or  special  reference  to 
tuberculosis  in  the  Negro. 

It  is  universally  recognized  that  there  is  in 


this  country  more  tuberculosis  among  Negroes 
than  among  whites  and  that  it  is  more  fatal 
to  them.  Indeed,  not  so  many  years  ago  it 
was  prophesied  that  tuberculosis  would  sooner 
or  later  settle  the  Negro  Question  by  eliminat- 
ing the  Negro  from  the  United  States,  for  at 
that  time  tuberculosis  seemed  to  be  constantly 
increasing  in  the  Negro  Race.  This  last,  how- 
ever, is  not  true  at  the  present  time  for  the 
Negro  tuberculosis  death  rate  in  Norfolk  is 
now  less  than  half  what  it  was  twenty  years 
ago.  On  the  other  hand,  the  white  tuberculosis 
death  rate  has  decreased  twice  as  fast  as  the 
Negro  rate  and  is  now  only  one-eighth  of  the 
latter.  Indeed  our  Negro  rate  is  still  consid- 
erably higher  than  what  our  white  rate  was 
twenty  years  ago.  Therefore,  we  must  con- 
cede that  while  tuberculosis  in  the  Negro  is 
still  a tremendous  Public  Health  Problem,  it 
has  been  so  greatly  lessened  that  it  is  not  half 
as  serious  in  Norfolk  as  it  was  twenty  years 
ago.  This  is  very  encouraging  and  must  not 
be  forgotten,  for  it  shows  that  our  problem  is 
not  a hopeless  one.  At  the  same  time,  when 
we  remember  that  tuberculosis  is  now  eight 
times  more  serious  for  the  Negro  than  for  the 
white  man  in  Norfolk,  it  takes  real  courage 
to  face  the  lono-  fight  which  lies  before  us. 

Let  us  look  at  some  differences  between  the 
behaviour  of  tuberculosis  in  the  two  races  and 
try  to  see  what  these  differences  mean.  I have 
worked  over  the  histories  of  our  Clinic  pa- 
tients who  died  in  the  last  two  years  and  the 
first  point  that  I noted  was  that  the  average 
duration  of  life  in  these  fatal  cases  from  the 
first  history  of  symptoms  was  only  ten  months 
with  the  Negro,  while  the  average  fatal  white 
case  lasted  four  years.  I have  also  noted  from 
physical  and  X-ray  examination  that  the  white 
case  apparently  forms  much  more  scar  tissue 
and  that  his  lesions  calcify  much  more  often 
than  in  a colored  case.  We  have  seen  earlier 
in  this  paper  that  these  are  the  chief  methods 
by  which  a resisting  animal  fights  tuberculosis. 
So  it  is  plain  to  me  that  the  Negro  race  as  a 
whole  has  not  gotten  up  the  same  amount  of 
resistance  to  tuberculosis  as  the  white  race, 
probably  because  the  latter  has  been  used  to 
tuberculosis  for  centuries  while  the  former  has 
only  come  in  contact  with  it  for  a few  genera- 
tions. We  also  find  certain  familes  who  ap- 
parently have  almost  no  resistance,  who  die 
quickly  as  if  without  even  a struggle  and  in 
whom  all  therapeutic  measures  are  useless.  We 
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also  find  that  the  greatest  tuberculosis  mortal- 
ity in  the  Negro  occurs  in  the  early  twenties 
while  that  in  the  white  man  comes  ten  years 
later.  Indeed  we  found  in  the  series  of  fatal 
cases,  already  referred  to,  that  44  per  cent 
died  before  twenty,  showing  that  the  majority 
of  these  cases  started  their  active  disease  be- 
fore they  were  of  age. 

We  have  also  found  that  the  permanent  re- 
sults obtained  from  treatment  in  the  colored 
sanatorium  did  not  compare  with  those  ob- 
tained in  the  white  sanatoria.  This  does  not 
mean  that  Piedmont  Sanatorium,  especially 
under  Dr.  Carter,  did  not  give  as  good  treat- 
ment as  the  white  sanatoria,  for  the  colored 
patients  would  improve  in  every  way,  be  sent 
home  with  good  prognoses  and  then  many  of 
them  would  speedily  go  down  and  out  in  spite 
of  continuing  the  cure.  This  seems  to  me, 
again,  nothing  more  than  another  evidence  of 
lack  of  resistance  in  the  colored  race. 

With  this  marked  lack  of  resistance  our  task 
is  indeed  a tremendous  one,  yet  we  know  the 
tuberculosis  death  rate  in  the  Negro  is  de- 
creasing. We  know  that  he  will  gladly  take 
treatment  and  follow  it  as  well  as  many  of 
the  poorer  white  people,  and  we  know  that 
some  cases  are  cured  and  stay  cured  for  years. 
What  is  the  difference  that  makes  the  death 
rate  eight  times  as  high  in  one  race  as  in  an- 
other in  the  same  city?  Some  maintain  that 
it  is  due  to  malnutrition,  yet  a colored  child 
for  the  height  and  age  weighs  more  and  has 
a better  posture  than  a white  child.  Some  say 
that  on  account  of  less  frequent  contact  the 
colored  man  has  not  been  able  to  build  up  the 
resistance  of  the  white  man  and  consequently 
the  disease  progresses  faster.  Though  he  cer- 
tainly has  less  resistance,  this  does  not  seem 
to  be  due  to  less  frequent  contact  in  a city  in 
which  there  are  actually  four  times  as  many 
tuberculosis  deaths  among  Negroes  as  among 
whites,  though  the  latter  are  twice  as  numer- 
ous. This  is  also  refuted  by  the  fact  that  mu- 
lattoes  have  a greater  resistance  and  live  longer 
than  the  blacks  and  may  even  run  a chronic 
course  seen  so  often  in  white  but  so  seldom  in 
colored  cases.  This  has  been  observed  and  re- 
ported by  Carter  at  Piedmont  Sanatorium  and 
at  our  Norfolk  Clinic.  The  lack  of  resistance 
seems  to  be  racial  and  due  to  a relatively 
shorter  period  of  contact  with  the  disease  on 
the  part  of  a race  only  accustomed  for  a few 
generations  to  civilized  life.  This,  of  course, 


is  magnified  by  the  Negro’s  not  knowing  how 
to  live  a healthful  life  in  a city,  or  for  that 
matter  in  houses  in  the  country,  and  also  his 
not  having  the  means  to  obtain  adequate, 
healthy  housing. 

It  has  been  found  that  babies,  like  experi- 
mental animals  which  have  never  been  inocu- 
lated, have  less  resistance  to  tuberculosis  than 
at  any  other  period  of  life  but  they  will  after 
a mild  infection  get  up  so  much  resistance  that 
the  great  majority  of  children  are  aide  to  throw 
off  the  infection  of  tuberculosis  without  even 
having  symptoms.  Later  on  in  early  adult 
life,  or  even  just  before  that  period,  some  of 
this  immunity  is  lost  and  if  the  infection  is 
great  enough  the  resistance  will  be  overcome 
and  the  active  disease  will  follow.  This  is 
relatively  true  in  the  Negro  as  in  other  races, 
only  in  childhood  the  resistance  does  not  last 
so  long  and  in  certain  families  is  never  'ap- 
parently very  great.  In  these  families  we  find 
cases  of  adult  type  tuberculosis  in  little  chil- 
dren, many  of  whom  show  no  resistance  at  all. 
But  other  cases  of  similar  age  show  compara- 
tively great  resistance  and  the  adult  tubercu- 
losis may  be  overcome  and  the  child  get  well, 
in  spite  of  cavity  formation,  if  he  is  given  any 
chance  at  all. 

Childhood  then  is  the  time  when  resistance 
to  tuberculosis  is  greatest  and  we  must  do  all 
that  is  possible  to  build  up  the  resistance  so 
that  it  will  persist  through  adult  life.  While 
this  is  true  of  white  children  it  is  still  more 
important  in  colored  children,  for  it  is  appar- 
ently the  only  period  in  life  when  the  resist- 
ance to  tuberculosis  approaches  that  of  the 
white  man.  It  is  then  most  important  to  look 
out  for  the  health  of  the  children,  to  see  that 
defects  such  as  tonsils  and  other  chronic  in- 
fections are  removed  and  most  important  of 
all  to  see  that  their  resistance  is  not  over- 
whelmed by  continually  taking  in  fresh  germs 
from  active  cases  in  the  same  house. 

In  Norfolk  we  are  having  splendid  results 
with  the  colored  children  we  are  taking  care 
of  in  our  Open  Air  School  Room.  These  re- 
sults compare  favorably  with  the  results  ob- 
tained from  sanatorium  treatment  when  look- 
ing back  over  the  comparatively  short  period1 
this  class  has  been  in  existence.  The  only 
trouble  here  is  that  we  can  only  provide  for 
between  twenty  and  twenty-five  children,  while 
ten  times  that  number  really  need  this  care. 

It  is,  however,  just  as  important  to  protect 
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the  children  from  massive  re-infection  as  it 
is  to  build  up  their  bodily  strength.  It  is  here 
that  we  in  Virginia  are  not  doing  all  that  we 
should,  for  I have  only  been  able  to  find  200 
beds  in  the  State  of  Virginia  for  colored  peo- 
ple with  tuberculosis,  when  we  do  not  take 
into  account  those  at  the  Insane  Hospital  and 
the  Penitentiary  F arm.  We  should  have  at 
least  five  times  as  many  beds  for  colored  pa- 
tients to  allow  us  to  care  for  the  advanced  pa- 
tient who  is  now  spreading  infection  among  the 
children.  On  the  other  hand  it  sometimes 
looks  as  if  we  were  not  taking  advantage  of 
even  the  small  number  of  beds  now  at  our  dis- 
posal for  I often  get  cases  at  my  Clinic  who 
should  have  been  sent  to  Piedmont  months 
before.  These  cases  have  been  treated  at  their 
homes  by  physicians  so  long  that  all  chance 
of  recovery  has  been  lost  and  all  the  patients' 
money  exhausted  and  in  the  meanwhile  the 
children  of  the  household  had  been  exposed  to 
this  continued  source  of  infection  from  pa- 
tients, who  often  did  not  take  proper  cai'e  of 
their  sputum.  The  colored  patient  must  be 
gotten  to  the  sanatorium  early  if  any  hope  of 
recovery  can  be  held  out.  But  I feel  that  the 
protection  of  his  family  from  infection  is  an 
even  more  important  Public  Health  Problem, 
for  he  is  one  but  they  may  be  many. 

Chicago  has  passed  a law  requiring  the  re- 
moval of  Open  Cases  (i.  e.  cases  with  bacilli 
in  the  sputum)  from  contact  with  young  peo- 
ple. To  bring  this  about  the  patient  must  be 
put  in  a hospital  or  the  children  sent  away 
from  home.  We  must  first  get  enough  hos- 
pitals to  allow  such  a segregation  to  be  at  least 
partially  carried  out  and  then  we  must  edu- 
cate the  doctors  and  the  people  to  the  danger 
of  the  Open  Cases  in  the  house.  We  seldom 
find  among  Negroes  the  old  chronic  case  which 
is  such  a source  of  infection  to  white  people. 
So  it  is  the  active  colored  case  which  is  the 
source  of  the  trouble  and  he  is  the  kind  of  case 
who  needs  institutional  care  for  his  good  as 
well  as  for  the  good  of  his  household. 

If  I may  again  repeat,  the  great  difficulty  in 
fighting  tuberculosis  in  the  Negro  is  his  racial 
susceptibility  or  lack  of  resistance;  on  account 
of  this  the  disease  progresses  more  rapidly  and 
he  is  not  able  to  combat  it  and  throw  it  off  in 
the  way  the  white  man  does  under  proper  treat- 
ment. It  is  therefore  necessary  for  us  to  use 
oUr  best  efforts  at  a time  when  his  resistance 
is  greatest  and  when  the  disease  has  not  yet 


arrived  at  an  incurable  stage  or  better  still  be- 
fore symptoms  of  lung  involvement  have  ap- 
peared. The  only  period  in  which  these  two 
conditions  occur  in  the  Negro  is  in  childhood. 
It  is  therefore  in  the  schools  that  we  should 
seek  our  cases  as  well  as  in  all  families  in 
which  an  Open  Case  has  been  discovered.  All 
delicate  children  should  be  examined,  especially 
those  who  have  afternoon  fever  and  cough  or 
who  are  missing  time  from  school  on  account 
of  sickness.  And  right  here  let  me  warn  you 
not  to  depend  too  much  on  the  Height-Weight 
Tables  for  these  were  made  for  white  children 
and  the  colored  child  naturally  weighs  more 
and  has  better  posture  than  the  white  child  of 
the  same  age.  So  do  not  decide  that  a child 
is  well,  because  he  is  up  to  normal  weight,  but 
examine  him  carefully  if  other  symptoms  make 
you  suspect  him.  Then  do  your  best  to  correct 
his  defects,  improve  his  surroundings,  and  give 
him  plenty  of  good  food,  fresh  air.  and  rest 
(the  last  being  the  most  important).  And 
while  you  are  doing  this  try  to  keep  him  from 
extra  infection,  by  getting  Open  Cases  out  of 
the  house  and  into  sanatoria  or  hospitals.  If 
the  last  be  impossible  see  that  the  Open  Cases 
take  proper  precaution  to  prevent  the  spread 
of  infection  from  their  sputum,  for  a careful 
consumptive  need  not  be  dangerous.  We  have 
tried  this  in  our  Open  Air  Class  for  here,  with 
individual  care,  proper  food  and  rest,  all  these 
children  have  regularly  gained  weight, 
strength  and  class  standing  and  better  still 
have  stayed  well  when  promoted  to  Junior 
High  School. 

My  plan  for  combating  tuberculosis  in  the 
Negro  Race  can  then  be  summarized  in  a few 
words  Take  Care  of  the  Child.  Protect  him 
in  his  home  from  massive  infection  by  send- 
ing Open  Cases  to  sanatoria  or  hospitals. 
Build  up  his  health  and  resistance  by  cor- 
recting his  defects  (such  as  tonsils),  and  also 
by  teaching  him  how  to  live  properly  and 
make  use  of  God's  remedies,  fresh  air.  good 
food,  and  rest.  If  he  is  delicate  and  more  es- 
pecially if  he  has  been  in  close  contact  with 
an  Open  Case,  watch  him  carefully,  examine 
him  at  regular  intervals,  and  be  ready  to  put 
him  to  bed  either  at  home  or  in  the  Sana- 
torium at  the  first  sign  of  pulmonary  activity. 
I know  that  these  measures  will  produce  re- 
sults, for  I have  tried  them.  And  now  I am 
begging  you  doctors  to  try  the  same  plan. 
“Take  care  of  the  child”,  protect  him  from 
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infection,  and  build  him  up  so  that  he  will 
he  strong  enough  to  resist  tuberculosis,  the 
great  enemy  of  the  Negro  Race,  and  be  able 
to  grow  up  into  a healthy,  useful,  God-fearing 
citizen. 

Bank  of  Commerce  Building. 


GOITER— CLASSIFICATION  AND 
MANAGEMENT* 

By  RICHARD  O.  ROGERS.  M.  D„  Bluefield,  W.  Va. 

As  a positive  requisite  for  a full  apprecia- 
tion of  thyroid  disease,  of  which  goiter  is  the 
main  expression,  it  is  necessary  to  review  in 
an  elementary  way  the  importance  of  the  thy- 
roid gland,  its  histologic  structure,  and  physio- 
logic function.  Shaped  roughly  like  a butter- 
fly and  occupying  a position  in  the  neck  as- 
tride the  trachea,  the  normal  gland  weighs 
but  an  ounce  and  a half.  Its  intimate  connec- 
tion with  the  circulating  blood  is  evidenced 
by  the  fact  that  it  is  connected  by  four  sub- 
stantial branches  with  large  blood  vessel 
trunks  of  the  neck.  The  circulation  of  blood 
through  the  gland  is  tremendous  and  is  esti- 
mated to  be  twenty-eight  times  the  circula- 
tion of  the  head  and  thirty-four  times  the  cir- 
culation of  the  brain. 

The  thyroid  gland  is  a ductless  gland  and 
its  structure  consists  essentially  of  vesicles 
tilled  with  colloid  and  lined  with  cuboidal  or 
low  columnar  epithelium.  This  colloid  sub- 
stance is  rich  in  iodine  and  undoubtedly  plays 
an  important  part  in  the  elaboration  of  a speci- 
f'c  hormone  which  E.  C.  Kendall  in  1914  iso- 
lated as  a chemical  compound  and  named  thy- 
roxin. This  specific  hormone,  kept  at  an  even 
level  in  the  tissues  of  the  body  in  health,  pre- 
serves an  even  rate  of  metabolism  and,  other 
things  favorable,  governs  and  maintains  nor- 
mal physical  and  intellectual  development.  No 
other  function  of  the  thyroid  gland  is  known 
except  this  elaboration  and  supply  to  the  cir- 
culation of  thyroxin  in  amounts  which  are 
normal  needs  of  the  individual.  In  a condi- 
tion where  there  is  no  supply  whatever,  as 
exemplified  typically  in  the  cretin,  there  is 
simple  automatic  vegetative  life  and  the  sub- 
ject is  a mere  “human  plant'’.  The  reverse 
condition  of  an  excessive  supply  of  thyroxin 
finds  expression  in  the  various  hyperthyroid 
states  in  which  there  is  evidence  of  a univer- 
sal cell  over-activity. 

In  the  pathological  conditions  developing  in 

*Read  before  the  Clinch  Valley  Medical  Society,  at  Norton, 
Va.,  April  29,  1927. 


the  thyroid  and  constituting  goiter  in  its  vari- 
ous forms,  certain  departures  from  the  nor- 
mal histologic  picture  occur  and  consist  of 
changes  in  vascularity,  alteration  in  the  amount 
of  colloid,  the  development  of  new  acini,  and 
cell  hypertrophy  and  hyperplasia,  or  a com- 
bination of  one  or  more  of  these  changes. 
These  changes  are  fundamental  in  thyroid 
pathology  and  account  for  morbid  physiology 
and  explain  largely  the  resulting  clinical  pic- 
tures of  disease.  * 

Although  during  the  past  decade  signal  and 
outstanding  contributions  have  been  made  to 
the  study  of  the  thyroid  gland  and  its  diseases, 
contributing  in  this  way  materially  to  the  solu- 
tion of  the  goiter  problem,  the  fact  has  to  be 
conceded  that  there  is  much  yet  to  be  learned, 
and  in  reconciling  various  divergent  views  and 
explaining  apparently  conflicting  facts,  there 
is  a great  deal  of  confusion.  A principal  diffi- 
culty which  has  been  responsible  most  for  a 
lack  of  understanding  of  the  problem  lias  been 
a failure  to  recognize  that  there  are  several 
kinds  of  goiter  and  that  the  management  of 
the  morbid  process,  especially  as  it  pertains 
to  the  important  feature  of  iodine  adminis- 
tration, must  depend  upon  the  type  of  goiter 
dealt  with  in  the  individual  case.  In  this  pa- 
per, therefore,  the  subject  is  approached  on 
the  elementary  basis  of  a workable  classifica- 
tion wherein  clinical  pathological  correlation 
becomes  possible  and  accepted  methods  of 
treatment  follow  as  a logical  sequence.  The 
classification  followed  is  that  worked  out  by 
Henry  S.  Plummer  of  the  Mayo  Clinic  and 
divides  goiter  into  (1)  Diffuse  Colloid  Goiter, 
(2)  Adenomatous  Goiter  without  Hyperthy- 
roidism, (3')  Adenomatous  Goiter  with  Hyper- 
thyroidism, and  (4)  Exophthalmic  Goiter. 
Without  altering  this  arrangement  of  types  and 
at  the  same  time  differentiating  the  disease  on 
the  basis  of  known  and  unknown  etiology,  goi- 
ter may  be  further  classified  as  (1)  Endemic 
and  (2)  Exophthalmic.  Endemic  goiter  in- 
cludes diffuse  colloid  goiter  and  adenomatous 
goiter  with  and  without  hyperthyroidsim,  is 
geographic  in  its  distribution,  and  whatever 
the  contributing  factors,  infection  or  what  not, 
the  primary  etiologic  factor  is  iodine  deficiency. 
Exophthalmic  goiter  has  no  such  definite  geo- 
graphic distribution,  and  while  the  immediate 
source  of  the  clinical  picture  must  be  attri- 
buted to  change  within  the  thyroid  itself,  the 
exciting  cause  is  certainly  not  known. 
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Disuse  Colloid  Goiter.  Under  the  designa- 
tion of  diffuse  colloid  goiter  are  included  those 
symmetrical  enlargements  of  the  thyroid  which 
are  due  to  the  storage  of  an  abnormal  amount 
of  colloid  in  normal  vesicles  and  in  which  there 
are  no  changes  in  the  cellular  structure  of  the 
gland.  This  type  may  be  congenital  and  its 
occurrence  in  infancy  and  childhood  is  fairly 
common  in  families  who  have  lived  for  many 
generations  is  those  geographic  areas  where 
•the  disease  is  endemic.  Rarely  it  may  not  be- 
come evident  until  the  age  of  25.  The  t}Tpical 
case  in  the  United  States  is  the  diffuse  symmet- 
rical enlagement  of  the  thyroid  occurring  so 
commonly  in  girls  at  the  age  of  puberty.  Its 
development  is  so  usual,  in  fact,  with  the  lat- 
ter half  of  the  second  decade  of  life  that 
adolescent  goiter  is  a syno^unous  term.  The 
condition  progresses  from  three  to  live  years, 
often  with  remissions,  and  then  disappears 
gradually  until  it  is  barely  palpable  at  the 
age  of  25.  The  blood  supply  within  the  gland 
is  not  increased,  but  the  superior  thyroid 
arteries  mav  be  greatly  increased  in  size,  and 
most  notable  bruit  and  thrill  may  be  present. 
In  connection  with  such  a developed  colloid 
goiter,  associated  independently  as  it  may  be 
with  a psj^choneurosis  or  effort  syndrome  or 
other  disordered  action  of  the  heart,  it  would 
be  eas3r,  without  more  thorough  investigation, 
to  arrive  at  a conclusion  of  exophthalmic  goi- 
ter and  advise  thyroidectomy.  Exophthalmic 
goiter  does  occur  frequently  at  this  age,  but 
the  error  of  confusing  the  two  would  hardly 
be  pardonable,  since  basal  metabolism  is  nor- 
mal or  minus  in  the  one  and  greatly  elevated 
in  the  other.  Colloid  or  adolescent  goiter  never 
gives  symptoms  except  often  the  worry  over 
the  mere  presence  of  enlargement  in  the  neck. 
Rarely  there  is  pressure.  It  is  practically 
never  a surgical  condition.  Whatever  may  be 
contributing  factors,  we  know  that  the  pri- 
mary etiolog3'  is  iodine  deficiency,  and  its  oc- 
currence in  the  newborn  ma37  be  anticipated 
by  feeding  iodine  to  the  expectant  mother,  and 
its  development  at  puberty  or  earlier  can  be 
prevented  by  a normal  iodine  intake.  In  the 
case  of  the  developed  goiter  the  size  of  the  thy- 
roid may  reduce  rapidly  and  disappear  en- 
tirely under  iodine  alone  or  combined  with 
thyroid  administration. 

Adenomatous  Goiter  wihout  Hyperthyroid- 
ism. For  the  sake  of  a logical  sequence  of 
events  it  may  be  assumed,  and  is  usually  con- 


ceded, that  in  most  instances  adenomatous  goi- 
ter has  its  beginning  in  colloid  or  adolescent 
goiter  and  is  therefore  a second  stage  of  en- 
demic goiter.  Any  enlargement  of  the  thyroid 
thus  persisting  after  the  age  of  20  may  be  as- 
sumed to  contain  adenomatous  tissue  regard- 
less of  whether  or  not  such  aggregations  of 
tissue  can  be  palpated  as  nodular  masses.  A 
definite  nodular  thyroid  is  certainly  not  the 
rule  under  the  age  of  30,  and  in  the  third  de- 
cade we  are  aware  that  transition  from  the 
usual  appearance  of  the  symmetrical  thyroid 
of  a simple  colloid  goiter  to  that  of  the  thy- 
roid of  adenoma  is  very  slow  and  gradual. 
In  the  fourth  decade,  or  on  an  average  around 
the  age  of  35,  and  later  in  life  there  is  clear 
differentiation  in  a large  number  of  cases,  and 
the  popular  conception  of  adenoma  is  pre- 
sented in  the  definite  nodular  character  of  the 
thyroid.  Its  most  familiar  expression  then  is 
a well  defined  tumor  constituting  a true  ade- 
noma in  which  there  is  a definite  limiting  cap- 
sule. It  must  be  kept  in  mind,  nevertheless, 
that  this  is  but  a single  phase  of  adenomatous 
goiter  and  that  there  must  be  included  the 
pathological  enthy  designated  adenomatosis 
and  consisting  of  aggregations  of  newly  formed 
A’esicles  which  are  not  limited  by  capsule  and 
which  may  occur  in  a circumscribed  area  or 
which  may  be  distributed  widely  throughout 
the  gland.  Obviousty,  in  such  a situation  a 
nodular  character  of  the  thyroid  may  be  ex- 
treme^7 difficult  or  even  impossible  to  make 
out.  Whatever  factors  enter  into  the  produc- 
tion of  a true  encapsulated  tumor  in  one  in- 
stance and  an  adenomatosis  in  another  we  may 
not  concern  ourselves;  the  life  histories  of  both 
are  alike  and  show  the  same  tendency  to  cause 
hyperthyroidism.  The  dominant  phase  of  the 
microscopic  picture  in  both  instances  is  the 
development  of  new  vesicles.  When  these  new 
vesicles  are  fully  developed  they  show  the  same 
evidence  of  function  as  normal  vesicles  and 
cannot  be  distinguished  from  surrounding 
normal  tissue.  There  is  no  true  cell  hyper- 
trophy and  hyperplasia.  Everyone  is  fami- 
liar with  the  enormous  size  often  encountered 
in  goiters  of  the  adenomatous  type.  Fre- 
quent secondary  changes  give  rise  to  the  un- 
important designations  of  C3rstic,  hemorrhagic, 
and  calcareous  goiter.  In  this  type  also  an 
adenoma  of  appreciable  size  may  lie  behind 
the  sternum  or  a clavicle  and  give  no  evidence 
of  the  enlargement  of  the  thyroid  gland  itself. 
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The  treatment  of  simple  adenomatous  goiter 
is  purely  surgical  and  aims  at  the  removal  of 
an  unsightly  tumor  or  the  relief  of  certain 
symptoms  which  arise  by  reason  of  pressure 
on  contiguous  structures.  Although  the  asser- 
tion brings  up  one  of  the  contradictory  and 
unexplained  facts  in  the  goiter  subject,  in  ade- 
nomatous goiter  there  is  iodine  intolerance, 
and  the  definite  indication  for  iodine  therapy, 
ideally  applied  in  colloid  or  adolescent  goiter, 
does  not  obtain  in  the  adenomatous  thyroid, 
and  iodine  medication,  either  by  oral  admin- 
istration or  by  local  application,  becomes  a 
positive  contra-indication  and  a fruitful  source 
of  activating  an  otherwise  harmless  thyroid. 
Of  the  fully  developed  adenomatous  goiters 
coming  under  observation  25  per  cent  are  hy- 
perthyroid, and  to  preclude  the  development 
of  this  activated  stage,  with  its  crippling  ef- 
fects increasing  with  age,  the  practice  of  re- 
sorting to  surgery  for  all  definite  adenomatous 
thyroids  after  the  age  of  30  is  probably  justi- 
fy able.  The  risk  in  simple  adenoma  obviously 
is  practically  nil. 

Adenomatous  Goiter  with  Hyperthyroidism. 
This  type  of  goiter  is  commonly  designated 
toxic  adenoma  and  constitutes  the  activated 
stage  of  simple  adenoma  and  the  late  expres- 
sion of  endemic  goiter.  No  change  in  the  size, 
contour,  or  consistency  of  the  thyroid  occurs 
to  indicate  a hyperthyroid  state,  and  outwardly 
the  physical  character  of  the  goiter  is  not  dif- 
ferent from  that  occurring  in  simple  adenoma. 
The  microscopic  picture  likewise  is  essentially 
the  same  with  the  exception  that  the  adeno- 
matous tissue  shows  evidence  of  moderate  hy- 
perplasia. Only  5 per  cent  of  adenomatous 
thyroids  with  hyperfunction  coming  under  ob- 
servation at  the  Mayo  Clinic  are  in  patients 
under  30  ,years,  and  at  the  same  clinic  the  ob- 
servation is  made  that  an  average  period  of 
seventeen  years  intervenes  between  the  time 
when  a goiter  is  first  noticed  and  when  hyper- 
thyroidism develops.  It  is  evident,  therefore, 
that  toxic  adenoma  belongs  well  in  middle  life, 
approximately  78  per  cent  of  the  cases  occur- 
ring after  the  age  of  40. 

In  addition  to  the  mere  presence  of  thyroid 
enlargement,  in  toxic  adenoma  the  more  seri- 
ous situation  of  a hyperthyroid  state  is  a 
critical  consideration.  Even  though  the  pro- 
cess is  slow  in  developing,  the  adenomatous 
tissue  once  activated  shows  no  tendency  to  re- 
turn to  a.  state  of  normal  function,  even  with 


supposed^7  all  exciting  cause  removed.  Early 
manifestations  of  the  disease  are  tachycardia, 
moderate  loss  of  weight  in  spite  of  an  appetite 
which  keeps  above  normal,  and  nervous  phe- 
nomena which  we  commonly  associate  with 
nervous  fatigue.  V arious  degenerative  changes, 
especially  with  reference  to  cardiovascular 
change  and  the  development  of  the  clinical  en- 
tity of  a “goiter  heart”,  are  late  effects  of  dis- 
ease rather  than  active  expressions.  The  basal 
metabolic  rate  ranges  from  plus  30  to  plus  50. 
In  contradistinction  to  exophthalmic  goiter, 
ocular  symptoms,  the  tendency  to  crisis,  and 
the  peculiar  nervous  phenomena  of  that  condi- 
tion are  absent. 

The  phenomena  developing  and  constituting 
the  clinical  picture  of  toxic  adenoma  are  un- 
doubtedly dependent  upon  some  condition 
which  causes  the  thyroid  to  hyperfunction  with 
a consequent  elaboration  of  thyroxin  in  excess 
of  normal  requirement.  What  underlies  this 
factor  of  activity  is  certainly  one  of  the  specu- 
lative problems  of  the  goiter  subject.  We  have 
already  spoken  of  iodine  intolerance,  and  to 
judge  from  the  multitudinous  articles  appear- 
ing on  the  subject  within  the  past  few  years 
and  the  furor  raised  by  the  universal  supply 
of  iodine  in  table  salt  and  in  some  cases  in 
municipal  water  supplies,  the  question  of  io- 
dine easily  dominates  the  discussion.  That 
there  is  evidence  sustaining  the  claim  that  the 
promiscuous  use  of  iodine,  either  as  a pro- 
phylactic measure  or  as  a curative  agent,  has 
had  harmful  effects  in  activating  simple  ade- 
nomatous thyroids,  there  can  be  no  question. 

The  treatment  of  true  toxic  adenoma  is  sur- 
gical in  every  instance.  Preliminary  inten- 
sive iodine  therapy  immediately  before  opera- 
tion is  not  indicated  as  in  exophthalmic  goi- 
ter, but  in  certain  instances  where  we  have  not 
been  positive  as  to  whether  we  were  dealing 
with  toxic  adenoma  or  exophthalmic  goiter  we 
have  given  such  patients  iodine  for  a week  or 
so  and  obtained  in  a fair  proportion  of  the 
cases  what  we  considered  better  operative 
risks.  At  the  Mayo  Clinic  it  is  claimed  that 
(he  mortality  has  been  cut  in  half  by  discon- 
tinuing digitalis  as  a pre-operative  measure 
in  those  cases  with  a fibrillating  heart. 

Exophthalmic  Goiter.  Although  the  clini- 
cal syndrome  which  we  designate  as  exoph- 
thalmic goiter  is  an  immediate  expression  of 
changes  within  the  thyroid  gland,  the  real  ex- 
citing cause  is  unknown,  and  the  condition  is 
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distinctive  and  probably  lias  no  connection 
with  endemic  goiter.  Locadv.  the  thyroid 
may  not  be  perceptibly  enlarged,  but  usually 
there  is  moderate  and  symmetrical  enlarge- 
ment of  the  eland,  and  due  to  marked  vas- 
cularity  there  is  ordinarily  definite  bruit  and 
thrill.  Microscopically  the  picture  is  that  of 
the  most  evident  hypertrophy  and  hyperplasia. 
The  disease  may  occur  in  the  aged  or  in  the 
very  young,  but  generally  it  belongs  to  early 
life  and  develops  at  an  earlier  period  than 
toxic  adenoma.  GO  per  cent  of  a Mayo  Clinic 
series  occurring  before  the  age  of  40.  Unlike 
toxic  adenoma,  the  onset  of  which  is  gradual, 
exophthalmic  goiter  may  develop  with  extreme 
suddenness  and  may  follow  an  acute  illness  or 
a psychic  shock.  In  the  developed  case  the 
symptoms  of  tachycardia,  tremor,  loss  of 
weight  and  increased  appetite  may  be  simply 
those  of  a hyperthyroid  state  and  an  abnor- 
mal supply  of  thyroxin.  The  fury  of  heart 
action  is  often  such  that  is  not  observed  in 
any  other  condition,  and  the  loss  of  weight  at 
the  same  time  that  the  patient  has  a most 
ravenous  appetite  may  be  so  extreme  as  to 
suggest  the  disease  alone.  The  basal  meta- 
bolic rate  ranges  between  plus  50  and  plus 
70.  Exophthalmus  or  a characteristic  stare 
(observed  in  65  per  cent  of  the  cases),  the  tend- 
ency to  cerebral  and  gastro-intestinal  crisis, 
and  the  peculiar  nervous  phenomena  are  never 
observed  in  toxic  adenoma  and  are  distinctive 
of  exophthalmic  goiter  alone.  The  typically 
developed  picture  is  so  totally  at  variance,  in 
fact,  with  what  occurs  in  the  ordinary  hyper- 
thyroid state,  that  Plummer  draws  the  con- 
clusion that  in  exophthalmic  goiter  an  abnor- 
mal thyroxin  is  elaborated  and  that  the  clini- 
cal expression  is  that  of  dysfunction  as  well 
as  hyperfunction  of  the  thyroid. 

In  the  management  of  exophthalmic  goiter 
the  subject  of  iodine  again  dominates  the  situa- 
tion and  proves  once  more  the  dictum  of  Crile 
that  "the  study  of  the  thyroid  begins  and  ends 
with  iodine”.  As  far  back  as  there  is  any 
authentic  record  of  goiter,  iodine  has  been 
known  to  have  some  beneficial  effect  on  the 
course  of  the  disease.  Kocher  in  the  past  gen- 
eration recognized  the  fact,  but  whenever 
iodine  was  used  the  observation  was  made  that 
some  patients  were  made  worse  at  the  same 
time  that  others  were  benefited,  and  the  pro- 
fession accordingly  was  advised  to  be  guarded 
in  its  use.  The  explanation  of  the  observation 


is  to  le  found  in  the  fact  that  toxic  adenoma 
and  exophthalmic  goiter  were  treated  as  one 
and  the  same  thing  under  the  designation  of 
toxic  goiter.  H.  S.  Plummer  in  his  work  of 
classifying  diseases  of  the  thyroid  has  shown 
that  the  two  conditions  are  separate  entities, 
and  in  1922  demonstrated  that  iodine  in  what 
seemed  unreasonable  and  prohibitive  doses  was 
of  the  utmost  importance  as  an  adjunct  to 
surgery  in  goiter  of  the  exophthalmic  type. 
The  immediate  and  universal  adoption  of  this 
measure  suggests  an  effectiveness  which  makes 
it  one  of  the  most  outstanding  accomplish- 
ments in  the  solution  of  the  goiter  problem. 

The  preparation  of  iodine  used  is  ordinary 

Lugol's  solution  and  the  usual  dose  is  ten  drops 
administered  three  times  a day.  This  is  kept 
up  for  a period  of  from  one  to  two  weeks, 
sometimes  longer,  in  the  course  of  which  the 
reduction  in  the  pulse  rate,  the  gain  in  weight, 
and  general  improvement  is  almost  phenom- 
enal. At  the  same  time  there  is  usually  a 
marked  drop  in  the  basal  metabolic  rate.  A 
patient  going  into  crisis  and  extremely  sick 
may  require  larger  doses,  and  in  the  presence 
of  intractable  vomiting  the  iodine  may  have 
to  be  administered  bv  bowel.  The  serious  con- 
dition of  the  patient  does  not  seem  to  effect  the 
ultimate  outcome.  The  average  patient  at  the 
end  of  two  weeks  becomes  a good  operative 
risk,  with  none  of  the  heretofore  dreaded  com- 
plications to  anticipate.  Withdrawal  of  the 
drug  is  followed  in  a week  by  a rise  in  the 
metabolic  rate  and  a return  in  some  degree  of 
the  former  severity  of  the  disease.  For  this 
reason  it  is  imperative  that  administration  be 
continued  up  to  operation  and  persisted  witli 
well  into  convalescence. 

It  is  a well  known  fact  that  the  medical 
mortality  in  exophthalmic  goiter  has  been  con- 
siderable. death  often  occurring  in  a crisis  or 
as  a result  of  an  infectious  process  developing 
during  a crisis.  Since  the  advent  of  intensive 
iodine  administration  this  mortality  has  been 
reduced  to  practically  nothing.  In  operative 
efforts  formerly,  ligations  and  two-stage  opera- 
tions were  frequent.  These  are  rarely  neces- 
sary now.  thus  lessening  pain  and  danger  and 
economizing  time  and  expense.  Acute  post- 
operative hyperthyroidism  is  no  longer  a seri 
ous  complication  and  can  be  traced  probably 
to  an  inadequate  iodine  supply  immediately 
before  operation.  Occasionally  improvement 
in  the  patient’s  symptoms  is  not  spectacular. 
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but  even  in  these  eases  the  surgeon  is  sur- 
prised with  the  trifling  reaction  accompany- 
ing operation. 

We  h are  no  proof  that  iodine  alone  is  cura- 
tive of  exophthalmic  goiter.  In  our  own  prac- 
tice we  have  seen  a few  cases  controlled  for 
a long  period  of  time  where  operation  was  re- 
fused or  was  not  expedient.  In  certain  post- 
operative cases  where  symptoms  have  recurred 
because  of  inadequate  resection  or  because  of 
some  unknown  cause,  iodine  is  of  undoubted 
bene  "it. 

At  a recent  medical  meeting  where  the  sub- 
ject of  goiter  was  under  consideration  the 
statement  was  made  by  one  of  the  most  emi- 
nent goiter  authorities  in  this  country  that  a 
toxic  goiter  was  as  truly  a surgical  condition 
as  acute  appendicitis  was  surgical.  The  refer- 
ence included,  of  course,  both  toxic  adenoma 
and  exophthalmic  goiter.  We  are  inclined  to 
be  in  sympathy  with  the  statement  on  the 
condition  that  the  diagnosis  is  unquestioned. 
The  condition,  however,  must  take  something 
away  from  the  sweeping  nature  of  the  state- 
ment. In  a full  flown  case  of  exophthalmic 
goiter  and  also  in  the  case  of  a patient  who 
has  harbored  a nodular  goiter  for  years  and 
who  more  recently  has  lost  weight,  is  nerv- 
ous, and  who  probably  already  has  beginning 
degenerative  cardiac  change,  recognition 
hardly  constitutes  an  effort  on  the  part  of  the 
doctor.  A greater  number  of  cases,  either  bv 
reason  of  the  short  progress  of  disease  or  else 
on  account  of  its  mild  course,  are  not  so  well 
differentiated  and  constitute  some  of  the  most 
baffling  problems  in  diagnosis.  Various  nerv- 
ous phenomena,  tachycardia  and  loss  of  weight 
and  strength  should  attract  attention  to  thy- 
roid disease,  but  it  must  be  kept  in  mind  that 
one  or  more  of  these  symptoms  may  have 
abundant  expression  in  an  anxiety  neurosis, 
effort  syndrome,  and  numerous  other  condi- 
tions which  we  commonly  designate  as  func- 
tional. With  the  advent  of  basal  metabolism, 
superficially  the  problem  seemed  solved.  Its 
importance  is  in  no  way  underestimated,  and 
the  ability  to  read  even  with  relative  accuracy 
a basal  metabolic  rate  represents  one  of  the 
greatest  factors  in  interpreting  thyroid  activ- 
ity, but  certainly  in  a case  of  disease  of  bor- 
derline dimension  the  evidence  is  not  ordinarily 
conclusive.  There  are  many  elements  of  error, 
and  to  keep  within  a safe  interpretation  of 
reading  we  must  allow  for  a fairly  wide  varia- 


tion. It  is  the  experience  of  every  clinician 
that  many  such  cases  are  seen  where  thyroid 
disease  is  suspected,  but  cannot  be  con  rmed 
as  a positive  certainty.  In  this  class  of  cases 
we  think  it  is  best  to  temporize  and  treat  medi- 
cally and  be  governed  later  by  a clearer  dif- 
ferentiation of  disease.  F or  the  definitely 
hyperthyroid  case,  whether  it  be  toxic  adenoma 
or  exophthalmic  goiter,  surgery  offers  by  far 
the  greatest  prospect  of  cure  and  may  be  un- 
dertaken with  the  utmost  confidence. 


SURGERY  IN  DIABETES. 

By  J.  W.  DEVINE,  M.  D.,  Lynchburg,  Va. 

In  reviewing  the  literature  in  diabetes  one 
is  struck  with  two  salient  features:  first,  the 
large  number  of  diabetics  requiring  surgical 
treatment,  and,  second,  the  great  reduction  in 
the  mortality  in  recent  years,  especially  since 
the  discovery  of  insulin.  Joslin.  in  a recent 
paper,  Boston  Medical  and  Surgical  Journal , 
January  27,  1927’.  says  every  third  diabetic  and 
possibly  every  other  diabetic  sometime  in  the 
course  of  his  disease  requires  surgery:  and 
Fitz,  in  a series  of  385  diabetic  patients  con- 
secutively treated  at  the  Massachusetts  Gen- 
eral Hospital,  found  that  II  per  cent  required 
surgical  treatment,  and  Joslin  reports  903  cases 
in  which  11  per  cent  required  surgical  aid. 

A few  years  ago  the  hazard  in  these  opera- 
tions was  almost  prohibitive.  Mortality  ran 
as  high  as  30  per  cent  and  40  per  cent.  Com- 
pared with  the  report  from  the  Mayo  Clinic. 
October  1,  1921,  to  October  1.  1923,  this  latter 
comprised  327  operations.  141  of  these  being 
classed  as  major  operations,  with  a mortality 
average  from  all  operations  of  1.2  per  cent. 
The  major  operations  averaged  about  4 per 
cent.  As  Joslin  says,  “still  the  mortality  in 
surgical  diabetes  is  six  times  as  great  as  the 
medical  diabetic:  he  requires  six  times  as  much 
attention.” 

The  regulation  of  the  amount  of  sugar  in 
the  blood  is  probably  controlled  by  four  duct- 
less glands:  the  suprarenal,  the  thyroid,  pitui- 
tary and  the  pancreas.  Diabetes  is  largely  a 
penalty  of  obesity.  Heredity,  age,  infection 
and  a nervous  element  seem  also  causative  fac- 
tors, as  we  find  it  usually  occurring  in  elderly, 
stout  patients  with  lowered  resistance.  Phillips 
groups  these  cases  as  follows : 

1.  The  cases  in  which  glycosuria  causes  the 
surgical  lesion. 

2.  Those  cases  in  which  the  two  are  inde- 
pendent and  do  not  influence  each  other. 
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3.  The  cases  in  which  glycosuria  exerts  a 
baneful  influence  upon  the  other  disease. 

"When  operation  is  indicated  in  a diabetic, 
the  urine  should  be  rendered  sugar  free  and 
the  blood  sugar  should  be  brought  to  within 
normal  range  if  possible,  somewhere  between 
80  and  120  mg.  to  100  c.c.  blood.  Here,  again, 
I wish  to  point  out.  and  have  in  other  papers, 
the  necessity  of  close  co-operation  between  the 
internist,  the  pathologist  and  the  surgeon. 
Very  few  surgeons  are  competent  to  prepare 
these  cases  for  operation,  and  still  less  com- 
petent to  undertake  alone  the  after-care  of 
these  cases.  This  not  only  applies  to  diabetic 
cases,  but,  in  my  opinion,  all  surgical  cases 
should  be  gone  over  by  a competent  internist 
and  frequent  consultations  will  be  to  the  best 
interest  of  the  patient. 

Gangrene  and  infection,  next  to  coma,  are 
the  most  important  complications.  Morrison 
found  it  to  be  a contributory  cause  of  death 
in  23  per  cent  of  775  fatal  cases  of  diabetes 
in  Boston  during  the  years  1890  to  1913.  The 
gangrene  usually  affects  the  extremities.  Ar- 
teriosclerosis is  almost  always  present.  This 
is  seldom  found  in  the  young  diabetic  or  cases 
of  short  duration.  One  of  the  most  notable 
points  is  that,  following  amputation,  a num- 
ber of  these  patients  have  a marked  sugar  tol- 
erance, some  cases  requiring  small  doses  of 
insulin,  others  none  at  all.  This  must  be  es- 
pecially watched  following  the  operation,  as 
the  insulin  may  be  given  in  an  overdose.  Re- 
duce the  dose  as  the  sugar  tolerance  increases. 

The  gangrene  usually  attacks  the  foot  or 
toes  and  the  external  appearance  is  very  de- 
ceptive, the  deeper  tissues  being  involved  to 
a much  greater  extent  than  appearances  would 
indicate.  Amputation  is  usually  necessary 
and  should  be  above  the  knee  even  though  pul- 
sation of  the  dorsalis  pedis  artery  can  be  felt. 
The  blood  vessels  are  usually  hard  and  the 
flaps  will  be  poorly  nourished  and  slough  and 
secondary  amputation  will  be  necessary  if  high 
amputation  is  not  done. 

Thyroid  Cases:  The  increased  metabolism 
of  hyperthyroidism  is  just  as  harmful  to  the 
diabetic  as  over-eating  of  food,  and  is  even 
more  apt  to  cause  coma.  The  frequent  occur- 
rence of  glycosuria  in  thyroid  cases  renders 
the  accurate  decision  as  to  blood  sugar  im- 
perative. During  the  year  1925,  of  the  700 
patients  operated  for  thyroid  disease  in  the 
Lahey  Clinic,  17  had  a glycosuria.  Follow- 


ing operation,  three  cases  were  able  to  discon- 
tinue the  use  of  insulin,  and  two  were  able  to 
reduce  the  dose  materially.  At  the  Mayo 
clinic,  26  of  191  diabetics  operated  on  were  for 
thyroid  disease. 

Gall-Bladder  Disease:  Joslin  imports  13 
diabetics  operated  for  gall-stones  during  1922- 
1925;  no  deaths. 

The  mortality  in  diabetes  depends  upon 
three  factors : surgical  technique,  choice  of 
anesthetic  and  attention  to  the  medical  fac- 
tor. 

Surgical  Technique:  The  operation  should 
be  done  with  all  possible  speed  consistent  with 
good  work.  The  tissues  are  devitalized  and 
should  be  very  gently  handled.  Rigid  asep- 
sis and  extreme  care  in  accurate  approxima- 
tion of  tissues  should  be  observed.  The 
slighest  inversion  of  skin  is  slow  in  healing 
and  invites  infection.  The  flap  in  amputation 
should  be  longer  than  in  the  amputation  in 
non-diabetics. 

Anesthetics:  Nitrous-oxide  oxj'gen  and 

spinal  or  local  anaesthesia  are  those  of  choice. 

Attention  to  the  Medical  Factor:  This  is 
most  important,  and  refers  to  careful  prepara- 
tion and  after-care  by  the  associated  internist 
and  surgeon.  This  is  the  ideal  method,  but 
cannot  always  be  carried  out.  Often  these  pa- 
tients are  brought  to  the  hospital  with  an  acute 
abdominal  condition  and  the  routine  examina- 
tion of  the  urine  is  the  first  intimation  we 
have  that  the  patient  is  a diabetic.  The  ab- 
dominal condition  being  urgent,  we  then  have 
to  operate  in  the  face  of  acetone  and  sugar  in 
the  urine. 

One  of  the  cases  I wish  to  report  was  of  this 
type.  Patient  was  a very  large  woman  about 
60  years  of  age,  weighing  much  over  two  hun- 
dred pounds.  Heart  enlarged,  mitral  regurgi- 
tation with  failing  compensation,  swelling  of 
ankles  and  legs.  She  gave  a history  of  having 
been  treated  for  diabetes  but  had  not  of  late 
followed  instructions.  Her  present  illness  be- 
gan two  days  before  I saw  her  with  sudden 
abdominal  pain  and  vomiting.  Pain  was  all 
over  lower  abdomen  but  most  marked  in  right 
side.  Abdomen  distended  and  rigid;  tender- 
ness most  marked  in  right  side.  Vaginal  ex- 
amination disclosed  a fullness  in  posterior 
fornix  but,  because  of  her  enormous  size  and 
tenderness,  very  little  information  could  be 
elicited.  Urine  contained  sugar  abundantly; 
blood  showed  a high  leucocyte  count,  and  there 
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was  blood  sugar.  Dr.  F.  M.  Perrow  who  had 
treated  her  was  consulted.  Insulin  was  given 
before  the  operation. 

Operation  disclosed  a large  ovarian  cyst  with 
twisted  pedicle.  The  cyst  was  gangrenous 
with  circumscribed  peritonitis.  She  reacted 
well  following  operation,  and  was  closely 
watched  by  Dr.  Perrow  and  myself.  She  did 
well  following  the  operation  until  about  the 
tenth  day,  when  she  had  a heart  attack,  from 
which  she  recovered.  The  wound  healed  won- 
derfully, with  temperature  normal  after  third 
day,  and  with  no  vomiting  or  distention. 
Stitches  were  removed  twelfth  day,  the  drain- 
age having  been  removed  previously.  She  had 
another  heart  attack  about  three  weeks  after 
operation,  and  died. 

Another  case  was  amputation  of  the  leg 
above  the  knee;  patient,  a man  aged  39;  re- 
covery. 

Double  amputation  above  the  knees  was  the 
third  case — woman  aged  64.  I was  associated 
with  Dr.  John  W.  Dillard  in  this  case.  She 
made  an  uneventful  recovery.  The  amputa- 
tions were  done  at  about  three  months  inter- 
vals. 

A fourth  case  had  infection  in  plantar  sur- 
face of  foot,  extending  to  superficial  fascia  of 
leg.  Incision  from  upper  part  of  leg  to  knee 
and  fascia  removed.  This  patient  also  had  a 
4-plus  Wassermann  and  4-plus  sugar.  Re- 
covered, wound  healed. 

The  fifth  case  was  one  of  double  inguinal 
hernia,  local  anesthetic.  Hernia  could  not  be 
retained  by  truss  and  had  to  be  reduced  by 
physician  on  one  occasion.  Recovery  unevent- 
ful. 

A sixth  case  was  amputation  of  leg  above 
knee  on  male  patient,  aged  67.  Recovery. 
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X-RAYS  IN  DERMATOLOGY. 

By  F.  J.  EICHENLAUB,  M.  D.,  Washington,  D.  C. 

Associate  Professor  of  Dermatology,  Georgetown  University. 

Physically,  the  X-ray  belongs  to  the  group 
of  light  rays.  Its  wave  length  is  2 to  1/10 
angstrom  units,  and  even  shorter  wave  lengths 
are  obtained  with  modern  high  voltage  ma- 
chines. The  shorter  the  wave  length  the 
greater  the  penetrability.  Hence  the  effort  to 
increase  the  penetrability  and  shorten  the  wave 
length  by  using  higher  and  higher  voltages. 
As  the  more  penetrating  rays  are  never  used 
on  the  skin  surface,  a discussion  of  this  sub- 
ject is  out  of  place  here. 

In  dermatology  we  confine  ourselves  almost 
entirely  to  untiltered  rays.  Once  in  a great 
while  a case  may  require  the  use  of  1 mm.  of 
aluminum,  this  being  a matter  of  experience 
and  judgment.  The  voltage  varies  from  50,- 
000  to  100,000,  higher  voltages  being  unneces- 
sary in  that  the  dose  given  with  very  high  volt- 
ages will  give  unnecessary  radiation  to  deeper 
structures.  The  milliamperage  is  from  two  to 
five. 

According  to  the  MacKee  method,  we  must 
know  and  accurately  measure  four  factors — 
spark  gap,  voltage,  time,  and  focal  skin  dis- 
tance. One  skin  unit  is  the  amount  of  radia- 
tion that  will  just  epilate  the  hairs  of  the  scalp 
without  an  erythema,  and  without  permanent 
loss  of  hair.  In  other  words,  it  is  the  maxi- 
mum of  X-ray  that  can  be  administered  to  the 
skin  of  a healthy  blond  without  causing  an 
erythema.  In  my  work,  the  following  factors: 
will  give  one  unit  and  epilate  a scalp  very 
nicely,  4 ma.,  9 in.  fsd.,  7]4  in-  sp.  gap,  1 min. 
15  sec.  During  the  rest  of  this  discussion  we 
will  speak  in  terms  of  skin  units,  these  factors 
being  understood. 

The  reason  for  the  action  of  X-ray  on  living 
tissue  is  still  obscure.  It  appears  to  act  bv 
so  altering  the  chemistry  of  the  cell  that  its 
activity  is  lessened.  In  large  doses  it  appears 
to  destroy  certain  cells.  Apparently  all  cells 
can  be  destroyed  if  dosage  is  large  enough. 
The  younger  the  cell,  embryologically,  the 
greater  the  sensitivity  to  X-ray.  Hence  its 
usefulness  in  medicine,  because  the  inflamma- 
tory cell  and  the  malignant  cell  are  younger 
developmentally  than  the  normal  tissue.  In 
the  case  of  malignancy  there  may  also  be  some 
effect  on  the  normal  defense  mechanism.  It 
is  probable  that  the  X-ray  is  never  truly  stimu- 
lating. Apparently  stimidating  effects  may 
possibly  be  explained  by  the  greater  effect  of 
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the  X-ray  on  the  inflammatory  defense  reac- 
tion, thus  allowing  an  increased  activity  in  the 
disease  treated. 

Whatever  its  method  of  action  may  be,  there 
is  no  doubt  that  X-ray  is  the  most  powerful 
and  effective  weapon  the  dermatologist  has  at 
his  command.  We  use  three  main  types  of 
therapy,— one,  the  intensive  for  destructive  ef- 
fect; two,  the  epilating  dose  where  the  tem- 
porary removal  of  large  quantities  of  hair  is 
indicated;  and,  three,  the  fractional  dosage  in 
inflammatory  dermatoses  and  to  control  itch- 
ing. 

For  the  first  type  of  therapy  the  indications 
are  practically  limited  to  new  growths.  The 
principal  benign  new  growths  so  treated  are 
warts,  and  keratoses.  There  are,  of  course, 
many  ways  of  removing  warts.  The  X-ray  is 
no  better  than  any  other  of  the  thorough 
methods.  In  proper  dosage,  about  two  skin 
units,  at  two  week  intervals,  it  will  remove 
about  80  per  cent  of  all  warts  on  which  it  is 
tried.  It  has  the  advantages  of  cleanliness 
and  painlessness.  Where  the  X-ray  fails,  I 
always  use  the  electro-desiccation  with  local 
anesthesia,  as  any  thing  less  radical  is  also 
likely  to  fail.  This,  however,  will  produce  a 
little  more  scarring  than  the  X-ray.  There  is 
one  type  of  wart  in  which  the  X-ray  is  almost 
specific,  and  in  which  it  is  the  method  of  choice. 
I refer  to  the  plantar  wart.  Warts  of  the  sole 
of  the  foot  are  quickly  surrounded  bv  callus. 
Very  often  they  develop  in  a previously  pres- 
ent callus  which  has  been  pared  by  a chiropo- 
dist. These  little  lesions  from  the  very  onset 
are  very  painful  and  tender,  and  often  make 
walking  almost  impossible.  Two  to  two  and 
one-half  skin  units,  with  careful  screening,  re- 
peated every  two  weeks,  will  nearly  always  cure 
these  lesions.  I have  seen  but  two  failures  in 
a total  of  over  thirty  cases,  with  almost  a 
hundred  lesions  in  the  group.  The  treatment 
has  the  additional  advantage  of  nearly  always 
relieving  the  pain  in  twenty-four  to  forty-eight 
hours  after  the  first  treatment.  No  doubt  this 
is  due  to  an  anesthetizing  action  on  the  nerve 
terminals,  as  the  pathology  is  not  affected  for 
several  weeks. 

Keratoses  are  localized  old  age  spots  on  the 
skin.  They  occur  especially  on  the  exposed 
surfaces  as  a result  of  exposure  to  sun  and 
wind,  on  the  hands  and  feet  as  a result  of  pro- 
longed arsenic  therapy,  and  in  chronic  radio- 
dermatitis. The  lesion  is  essentially  an  hyper- 
trophy and  hyperplasia  of  the  epithelial  lay- 


ers, with  surrounding  inflammatory  reaction. 
I hese  lesions  are  distinctly  precancerous,  a 
very  large  majority  of  skin  cancers  developing 
from  preceding  keratoses.  Therefore,  they 
should  always  be  removed  as  a prophylaxis 
against  cancer,  especially  when  thick  and  in- 
durated. In  the  case  of  the  radio-dermatitis, 
endothermy  may  be  used.  In  all  other  cases 
two  units  of  X-ray  will  painlessly  remove  these 
lesions.  At  times  it  is  necessary  to  repeat  the 
treatment,  but  as  a rule  one  will  suffice.  As 
these  lesions  are  never  very  large,  the  only  af- 
ter-effect is  a mildly  atrophied  skin. 

Keloids  in  the  white  race  can  usually  be  en- 
tirely flattened,  leaving  a smooth  soft  scar. 
The  amount  of  X-ray  needed,  however,  will 
often  produce  telangiectasia.  This  may  often 
be  minimized  where  practicable  by  excising  the 
keloid,  and  treating  the  scar  with  X-rays  to 
prevent  the  formation  of  a new  lesion  which 
will  almost  invariably  occur  if  excision  alone 
is  practiced. 

In  the  treatment  of  cutaneous  cancer,  the 
X-ray  has  one  of  its  greatest  fields  of  useful- 
ness. In  a discussion  of  this  subject  it  is  essen- 
tial to  separate  the  two  main  types  of  skin  can- 
cer: (a)  The  basal  celled  cancer.  This  type 
is  usually  located  on  the  head,  except  the  lower 
lip  and  ear.  The  commonest  location  is  about 
the  nose.  It  does  not  metastasize  except  in 
very  rare  instances,  grows  slowly,  and  usually 
kills  after  many  months  or  years  by  eroding 
a large  blood  vessel,  or  producing  such  exten- 
sive destruction  locally  that  weakness  and  toxe- 
mia carry  the  patient  off.  Because  of  these 
facts  it  is  not  to  be  regarded  lightly;  how- 
ever, I have  seen  a number  of  patients  die  of 
basal  celled  cancer. 

Practically  all  dermatologists  and  most  sur- 
geons now  regard  this  disease  as  a problem  of 
radio-therapy.  When  the  lesions  have  not  in- 
volved bone  or  cratilage,  two  skin  units  of 
X-ray  every  three  to  four  weeks,  repeated  as 
often  as  needed  to  cause  the  entire  disappear- 
ance of  the  lesion,  and  then  at  least  once  more, 
will  cure  most  cases.  Usually  three  to  four 
treatments  are  necessary.  If  bone  or  cartilage 
are  involved,  X-rav  is  still  worthy  of  trial, 
and  will  cure  some  of  the  cases.  If  the  lesion 
persists,  even  in  trace  for  six  months,  or  re- 
curs more  than  once,  it  is  my  opinion  that  the 
time  for  radio-therapy  has  passed.  In  these 
cases  I believe  that  a thorough  cauterization 
with  the  endothermy  is  indicated,  and  this  job 
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should  be  done  without  any  regard  for  ulti- 
mate cosmetic  result. 

It  is  in  the  treatment  of  the  prickle  celled 
skin  cancer  that  so  much  difference  of  opinion 
exists  between  radio-therapists  and  surgeons. 
The  following  are  my  own  conclusions,  based 
purely  on  personal  observation  and  exper 
in  private  practice  and  in  looking  around  in 
other  clinics.  It  is  best  to  discuss  the  subject 
from  the  standpoint  of  location  of  the  lesion. 
On  the  lower  lip,  prickle  celled  cancers  treated 
by  X-rays  or  radium  alone  probably  are  not 
so  often  cured  as  by  surgery.  However,  a com- 
bination of  electro-coagulation  and  X-ray  or 
radium,  with  X-ray  therapy  of  the  draining 
lymph  nodes  often  gives  excellent  results,  and 
the  cosmetic  result  is  usually  better  than  with 
surgical  excision.  A combination  of  surgery, 
with  X-ray  before  and  after  the  operation, 
particularly  X-ray  of  the  lymph  nodes,  also 
gives  excellent  results.  In  this  case  excision 
should  be  done  with  the  endotherm  knife  to 
avoid  metastasis  at  the  time  of  operation.  On 
the  tongue,  on  the  other  hand,  I believe  the 
best  chance  lies  with  radio-therapy,  particu- 
larly the  injection  of  radium  needles  or  radium 
emanation  into  the  lesion,  with  thorough  radia- 
tion of  the  draining  lymph  nodes.  The  lesion 
should  first  be  thoroughly  coagulated  with  the 
endotherm.  Seeds  are  then  injected  around  the 
cancerous  area.  There  is  usually  quite  severe 
pain  after  this  procedure,  and  the  patient 
should  be  kept  under  the  influence  of  morphine 
while  this  lasts. 

Prickle  celled  cancer  is  much  the  commonest 
type  on  the  ear.  X-ray  should  first  be  tried,  as 
a large  number  can  be  cured  by  it  alone,  with- 
out loss  of  tissue  which  is  so  deforming.  If 
it  fails,  a thorough  electro-coagulation  or  wide 
excision  should  be  d,one.  In  any  case  the 
draining  glands  should  be  rayed.  Prickle 
celled  cancer  elsewhere  on  the  face  is  unusual. 
I have  seen  a few  cases,  however,  and  X-ray 
has  apparently  cured  them  without  the  de- 
formity that  a wide  excision  would  have 
caused.  On  the  extremities  these  lesions  seem 
to  be  quite  amenable  to  X-ray.  Several  cases 
so  treated  are  well  at  the  end  of  three  years 
without  the  loss  of  the  member,  which  surgery 
would  inevitably  have  necessitated  in  these 
cases.  Cancer  of  the  penis  is  probably  best 
treated  surgically,  followed  by  X-rays  to  the 
draining  glands. 

One  should  give  two  and  one-half  skin  units 


to  the  lesion  and  a corresponding  dose  of  fil- 
tered ray  to  the  draining  glands  at  three  week 
intervals.  In  case  of  failure  or  recurrence  af- 
ter any  procedure,  I am  a great  believer  in 
the  electro-desiccation  for  these  cases. 

In  melanotic  sarcoma,  the  only  real  cures 
that  have  been  effected  have  for  the  most  part 
been  those  treated  by  radio-therapy.  Thor- 
ough cauterization  of  the  initial  lesion  should 
precede  this  treatment.  I have  treated  one  case 
of  spindle  celled  sarcoma  of  the  skin  with  elec- 
tro-coagulation and  X-ray  and  he  is  sti.l  well 
at  the  end  of  four  years. 

The  use  of  the  epilating  dose  is  practically 
limited  to  the  treatment  of  ringworm  of  the 
scalp  and  beard,  and  to  sycosis  vulgaris.  In 
all  of  these  the  disease  is  extremely  rebellious 
to  ordinary  therapy  because  the  antiseptics 
used  cannot  get  at  the  offending  organisms  be- 
cause of  the  presence  of  the  hair  in  the  follicle. 
Remove  the  hair  temporarily  with  the  X-ray 
enables  us  to  cure  all  cases  of  tinea  capitis 
and  of  tinea  of  the  beard.  Most  cases  of 
sycosis  vulgaris  also  respond  to  this  treatment, 
and  those  that  do  not  are  nearly  always  in- 
curable. 

It  is  in  the  use  of  fractional  therapy  that  the 
greatest  field  of  usefulness  of  X-ray  is  reached 
in  dermatology.  In  this  field  it  is  most  con- 
venient to  consider  the  problem  in  three  groups 
of  dermatoses:  (a)  Those  in  which  the  ray  is 
the  only  method  of  control,  or  practically  the 
only  method;  (b)  Those  in  which  it  is  the 
most  important  single  method,  or  in  which 
very  great  reliance  can  be  placed  for  relief ; 
(c)  Those  in  which  it  is  of  occasional  value. 

(a)  There  is  perhaps  only  one  disease  in 
which  the  X-ray  offers  the  only  method  of  con- 
trol. This  is  mycosis  fungoides.  In  this 
nearly  always  fatal,  and  always  exceedingly 
distressing  disease,  there  was,  up  to  the  ad- 
vent of  roentgenotherapy,  no  method  of  con- 
trolling; the  terrific  itching  that  goes  with  the 
disease  from  its  very  onset  as  a diffuse  general- 
ized scaly  eruption.  Furthermore,  the  dis- 
ease progressed  to  the  formation  of  the  moist 
fungating  tumors  with  their  foul  odor  and 
debilitating  effect,  and  the  patient  went  on  to 
a miserable  death.  Now,  with  fractional 
therapy,  we  can  control  the  itching,  cause  a 
temporary  disappearance  of  the  dermatitis,  re- 
solve the  tumors  as  they  develop,  and  make 
our  patient  infinitely  more  comfortable,  and 
greatly  extend  his  life.  Indeed,  Fordyce  has 
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recently  reported  some  cases  apparently  cured 
by  a combination  of  X-ray  and  arsphenamin. 

In  addition  to  this  there  are  two  diseases  in 
which  the  cure  and  control  is  so  difficult,  and 
the  result  from  X-ray  so  brilliant  that  it  may 
be  said  to  be  almost  absolutely  indicated. 
These  are  lichen  planus  and  neurodermatitis 
(otherwise  known  as  lichenified  eczema,  flex- 
ural dermatitis,  lichen  chronicus  simplex,  etc.). 
A quai'ter  unit  once  a week,  with  the  use  of 
mercury  internally  in  the  case  of  lichen  planus 
will  clear  up  all  but  the  most  stubborn  cases 
of  this  disease.  Of  course,  one  must  look  to 
constitutional  causes  where  they  can  be  deter- 
mined to  forestall  a relapse. 

(b).  In  the  second  group  is  the  largest  num- 
ber of  inflammatory  diseases: 

Acne. — Examination  of  my  records  shows 
that  over  80  per  cent  of  all  cases  that  have 
consulted  me  for  this  trouble  have  been  treated 
by  the  X-ray.  In  acne  indurata  X-ray  is  the 
only  hope  other  than  time,  and  time  is  mighty 
slow  in  these  cases.  The  longer  the  disease 
persists  the  greater  will  be  the  scarring. 
Therefore,  the  ray  should  be  urged  as  early 
as  possible.  In  acne  vulgaris  of  the  milder 
form  about  10  per  cent  can  be  cleared  up  by 
diet,  arsenic,  and  drying  lotions.  This  is  es- 
pecially  true  in  acute  cases,  and  should  always 
be  given  a trial  before  resorting  to  the  ray. 
The  results  from  X-rav  treatment  based  on 
personal  experience  and  actual  statistical  study 
of  over  200  cases  may  be  stated  as  follows: 
About  05  per  cent  of  cases  so  treated  (exclud- 
ing rosaceal  acne)  are  cleared  of  their  lesion> 
under  treatment.  All  these  show  permanent 
ultimate  improvement,  but  from  15  per  cent 
to  20  per  cent  relapse  after  treatment  is 
stopped,  and  require  further  treatment  or  the 
use  of  lotions,  etc. 

In  rosaceal  acne  the  results  are  not  so  bril- 
liant. About  half  the  cases  are  cleared  of  their 
acne  lesions,  a few  are  improved,  and  the  rest 
are  not  greatly  benefited.  The  ray  does  not 
affect  the  rosacea  itself. 

The  routine  ti'eatment  in  these  cases  is  one- 
eighth  unit  a week.  It  takes  from  eight  to 
sixteen  treatments  to  clear  the  lesions.  The 
ordinary  precautions  as  to  diet,  personal  hy- 
giene, etc.,  should  be  observed.  It  is  import- 
ant to  use  no  local  treatment,  as  this  will  in- 
crease the  danger  of  an  erythema,  which  should 
never  be  produced  in  treating  these  cases. 
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More  than  sixteen  treatments  should  never  be 
given  on  the  face. 

During  the  course  of  X-ray  treatment  of  the 
kind  outlined,  pigmentation  may  occur,  es- 
pecially in  brunettes.  The  blondes  frequently 
get  freckles.  Xeither  of  these  occurrences  need 
cause  concern,  as  they  always  clear  up  when 
treatment  is  stopped.  The  bad  results  that  are 
sometimes  attributed  to  the  X-ray  treatment 
of  acne  are  chiefly  that  scarring  and  pitting 
are  more  pronounced.  I feel  that  this  charge 
is  unwarranted.  We  have  all  seen  marked  scar- 
ring and  pitting  in  cases  where  X-ray  was 
never  used.  Furthermore,  the  longer  the  dis- 
ease persists  the  more  scars  will  be  produced. 
It  is  extremely  unlikely  that  X-ray  could  pro- 
duce shrinkage  in  normal  scar  tissue  in  frac- 
tional dosage  without  also  causing  atrophy 
of  the  skin.  It  should  be  remembered  that 
even  in  keloids,  where  the  cellular  activity  is 
so  much  greater,  erythema  dosage  is  necessary 
to  produce  shrinkage  of  the  lesion.  In  all 
probability  the  idea  has  arisen  because  the  ac- 
tive lesions  are  all  cleared  up  in  a relatively 
short  time  under  treatment,  with  the  result 
that  for  a short  time  more  scars  from  healed 
lesions  are  present,  and  the  contrast  with  the 
normal  skin  makes  the  pitting  more  noticeable 
than  the  same  number  of  scars  would  be  were 
the  acne  lesions  still  present. 

The  greatest  danger  from  this  treatment  is 
the  production  of  chronic  X-ray  dermatitis 
with  the  disfiguring  telangiectasia.  This  prob- 
ably rarely  occurs  without  the  occurrence  of 
an  erythema.  A rigid  technique  will  prevent 
erythema,  especially  if  one  is  skilled  in  the  ef- 
fects the  ray  produces  on  the  skin,  and  does 
not  push  it  in  the  presence  of  warning  signs. 
There  may  be  a few  people  who  are  radio- 
sensitive. and  develop  an  erythema  with  a small 
dose.  This  point  is  still  a matter  of  dispute, 
but  in  any  case  the  condition  must  be  very 
rare.  Too  prolonged  treatment  may  cause 
atrophy  of  the  superficial  muscles. 

Eczema. — For  the  purpose  of  this  discussion 
we  will  speak  of  eczema.  It  should  be  under- 
stood that  we  never  make  this  diagnosis  with- 
out a qualifying  term.  In  this  case  it  includes 
all  cases  with  the  pathologic  conditions  that 
we  formerly  designated  by  that  name.  Ecze- 
matoid  ringworm,  infantile  eczema,  urticarial 
eczema,  trade  eczema,  irritant  dermatitis  of 
all  kinds  except  the  very  acute  cases  and  seb- 
orrheic eczema,  are  a few  of  the  cases  included 
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in  this  group.  The  X-ray  in  one-eighth  unit 
is  much  the  best  single  measure  for  the  relief 
of  symptoms  and  the  resolution  of  the  inflam- 
matory reaction.  It  should  be  emphasized  that 
it  does  not  affect  the  cause,  and  will  produce 
a permanent  cure  only  when  the  cause  is  re- 
moved, or  has  ceased  to  act  at  the  time  therapy 
is  instituted.  Understanding  this  limitation, 
it  may  be  used  in  all  cases  of  tliis  group  with- 
out danger.  If  there  is  not  marked  improve- 
ment from  three  or  four  treatments,  further 
use  should  not  be  continued.  The  dangers 
pointed  out  for  acne  do  not  apply  here. 

Psoriasis. — In  the  treatment  of  psoriasis  the 
X-ray  has  become  one  of  our  most  useful 
agents.  Any  one  who  has  ever  seen  the  effects 
of  chrysarobin  ointment,  or,  in  fact,  any  of 
the  other  local  remedies  that  have  any  effect 
on  this  disease,  will  appreciate  any  method 
which  is  clean,  painless,  and  not  very  time-con- 
suming. X-ray  treatment  fulfills  these  re- 
quirements. One-eighth  skin  unit,  once  a week, 
will  clear  up  the  lesions  in  at  least  eight  out 
of  ten  cases.  Llowever,  there  are  certain  draw- 
backs to  the  use  of  this  treatment.  We  do  not 
know  the  cause  of  the  disease.  Therefore,  the 
treatment  is  purely  symptomatic.  Psoriasis 
has  a most  unfortunate  tendency  to  recur. 
Sometimes  the  recurrence  comes  in  a few  weeks, 
sometimes  not  for  many  months.  A few 
patches  only  may  come  back,  or  a general  flare- 
up  occur.  It  is,  therefore,  evident  that  once 
the  patient  gets  used  to  the  clean  and  easy 
X-ray  treatment,  he  is  going  to  demand  this 
treatment  with  each  recurrence,  and  if  the 
danger  of  X-ray  dermatitis  from  too  pro- 
longed use  of  the  ray  is  pointed  out  and  treat- 
ment refused,  the  patient  simply  passes  on  to 
another  doctor  for  his  treatment.  With  these 
drawbacks  in  mind  and  with  a reasonable 
amount  of  precaution,  if  simpler  measures  fail, 
X-  ray  should  be  given  a trial.  It  is  not  ad- 
vised as  a routine  treatment  for  all  cases,  but 
it  is  a valuable  measure  where  properly  con- 
trolled. 

The  Infectious  Granuloma. — Except  for 
syphilis,  all  the  infectious  granulomata  of  the 
skin  are  favorably  influenced  in  a consider- 
able number  of  cases.  In  tuberculosis  of  the 
skin,  lupus  vulgaris  is  often  favorably  affected, 
and  tuberculosis  verrucosa  cutis  and  scrofulo- 
derma nearly  always  cleared  up.  In  blasto- 
mycosis, actinomycosis,  and  sporotrichosis  the 
ray  is  one  of  our  valuable  adjuncts  in  treat- 


ment. It  will  nearly  always  clear  up  the 
lesions  of  granuloma  annulare,  and  often  those 
of  sarcoid.  In  these  cases  one  should  use  from 
one-half  to  three-quarters  skin  units  every  two 
weeks,  just  avoiding  an  erythema.  Hazen  calls 
attention  to  the  danger  of  producing  X-ray 
epithelioma  in  lupus,  as  the  pathology  of  lu- 
pus and  X-ray  burns  are  strikingly  alike. 

In  localized  hyperhidrosis  the  ray  is  usually 
curative.  In  one-quarter  unit  doses  applied 
weekly  it  will  cause  a gradual  atrophy  of  the 
over-active  sweat  glands.  One  should  be  cau- 
tious  not  to  carry  the  treatment  too  far. 

In  pruritus  ani  and  vulvae  X-ray  therapy 
is  frequently  helpful.  Cases  vary  considerably 
in  their  response.  Some  cases  are  not  helped. 
One  case  of  ten  years’  duration  in  my  prac- 
tice was  entirely  cured  with  one-quarter  unit. 
Others  can  be  controlled  but  require  intermit- 
tent treatment  indefinitely.  On  the  whole, 
X-ray  is  a valuable  aid  in  these  cases. 

(c).  Among  the  diseases  in  which  the  X-ray 
is  of  occasional  value  may  be  mentioned  lupus 
er3rthematosis.  My  own  opinion  is  that  its 
use  in  these  cases  is  never  justified.  Beta  radi- 
ation with  radium  may  help  some  cases,  but  I 
have  seen  a number  of  cases  made  much  worse 
and  seriously  damaged  with  both  gamma  ray 
and  X-rav.  Dermatitis  herpetiformis  is  oc- 
casionally helped,  though  usually  only  a little 
relief  from  s}7mptoms  and  no  permanent  bene- 
fits are  produced. 

Recurrent  crops  of  furuncles,  and  carbuncles 
may  at  times  be  cured  by  epilating  the  area 
affected.  Except  in  very  localized  areas  hyper- 
trichosis shoidd  never  be  treated  by  X-ray. 

For  the  sake  of  completeness,  I should  men- 
tion that  some  of  the  rarer  dermatoses  are 
likewise  favorably  influenced.  Lichen  nitidus, 
dermatitis  dysmenorrheica,  synovial  lesions 
and  acanthosis  negricans  may  be  mentioned  as 
examples. 


OBSERVATIONS  ON  MALNUTRITION.* 

By  SAM  WILSON,  M.  D„  Lynchburg,  Va. 

The  observations  in  this  paper  are  meant  to 
apply  to  children  between  the  ages  of  three  and 
thirteen  years  respectively. 

Of  late  years,  there  has  been  a great  diffusion 
of  knowledge  as  regards  infant  feeding  and 
hygiene.  As  a direct  result  thereof,  children 
in  all  classes  of  society,  from  the  mansions  of 
the  wealthy  to  the  warrens  of  the  poor,  re- 
ceive intelligent  care  during  infancy. 

‘Read  before  South  Piedmont  Medical  Society,  April,  1927. 
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Be  it  said  to  the  eternal  praise  of  the  social 
service  worker,  that  the  above  principle  is 
reflected  in  a steadily  diminishing  infant  death 
rate. 

After  three  years  of  age,  there  is  a relaxa- 
tion of  the  scrutiny  accorded  the  infant.  As 
a consequence  hereof,  the  child  forms  bad  food 
habits  and  bad  health  habits.  Moreover,  this 
lack  of  surveillance  is  directly  responsible  for 
physical  defects  passing  unnoted. 

Even  when  noticed  these  physical  defects 
are  oft-times  allowed  to  continue  uncorrected 
under  the  delusion  that  the  child  will  outgrow 
them. 

These  pre-school  years,  however,  are  very 
critical  years  in  the  life  of  the  child. 

This  is  attested  by  a glance  at  the  mortality 
statistics.  A perusal  thereof  reveals  the  fact 
that  one-fifth  of  all  deaths  occur  before  the 
sixth  year  of  life,  or.  six  times  as  many  as  in 
the  next  ten  years  of  life. 

Those  in  a position  to  speak  authoritatively 
tell  us  that  an  essential  factor  in  this  mortality 
rate  is  malnutrition.  In  other  words,  the  mal- 
nourished child  is  particularly  susceptible  to 
infection,  and  often  times  succumbs  almost 
without  a struggle.  This  fact  behooves  us  to 
throw  every  possible  safeguard  around  the  un- 
der-weight child  during  those  years  wherein 
he  is  most  susceptible  to  those  diseases  that 
hurry  to  an  untimely  grave  so  many  young- 
lings of  infancy  and  childhood. 

Xow,  what  are  the  causes  of  malnutrition? 
What  causes  did  I indite  years  ago.  and  for 
a time  accept,  only  later  to  spurn  or  relegate 
to  a position  of  secondary  importance? 

First. — Poverty  and  insufficient  food.  Years 
ago  when  I began  the  practice  of  pediatrics. 
I considered  malnutrition  to  be  a question  of 
poverty  and  food.  I thought  all  that  was 
necessary  was  to  see  that  the  child  was  sup- 
plied with  sufficient  food,  and  that  it  was  prop- 
erly prepared.  I approached  the  study  of  the 
under-weight  child  from  this  viewpoint. 

It  soon  became  manifest  to  me  that  my  con- 
ception was  all  awry,  that  while  poverty  may. 
relatively  speaking,  in  a few  cases  be  a contrib- 
uting factor,  it  was  not  the  fundamental  cause 
of  malnutrition. 

It  was,  and  is  today,  a matter  of  common 
observation  to  find  mal-nourishment  among  my 
rich  as  well  as  my  poor  clientele.  I also  noted 
that  only  infrequently  did  we  find  two  cases  of 
malnutrition  in  the  same  home.  This  applied 
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to  the  tenderloin  as  well  as  the  exclusive  resi- 
dential district. 

Second. — Bad  air,  particularly  referable  to 
sleeping  conditions.  To  my  great  surprise, 
the  improved  sleeping  conditions  did  not  re- 
flect an  improved  physique  in  point  of  the 
child. 

Third. — Heredity,  especially  as  it  applies  to 
the  constitutional  vice  of  syphilis.  This  con- 
ception of  the  basic  cause  of  mal-nourishment 
is  still  an  hypothesis  in  some  minds. 

As  mv  colleagues  here  in  Lynchburg  know. 
I formerly  gave  a great  deal  of  mercury.  I 
gave  it  freely  to  my  cases  of  malnutrition. 
Xow.  after  more  than  a decade  of  close  obser- 
vation thereof,  I would  mention  it  only  to  con- 
demn it.  I would  peremptorily  condemn  it. 
because  I have  remarked,  that,  most  under- 
nourished children  are  born  of  normal  weight 
and  continue  to  be  well  and  strong  through  the 
period  of  infancy.  Xow,  if  lues  was  an  etio- 
logical factor  in  these  cases,  you  wou'.d  expect 
to  see  some  stigmata  of  syphilis,  or  get  some 
history  thereabout  during  the  early  period  of 
life.  There  has  been  a signal  absence  of  any 
immediate  or  remote  landmarks  that  could  be 
reasonably  placed  in  the  role  of  associative  re- 
lationship with  syphilis.  This  pronouncement 
of  course  applies  to  the  generality  of  cases.  Oc- 
casionally we  find  a case  of  malnutrition  pred- 
icated upon  a luetic  basis,  but.  relatively 
speaking,  it  is  an  infrequency.  This  has  been 
the  experience  in  the  large  metropolitan  cen- 
ters where  malnutrition  has  been  studied  ex- 
tensively and  intensively.  When  Wassermann 
tests  were  done  on  large  groups  of  mal-nour- 
ished  children,  the  evidence,  that  syphilis  is 
an  associative  factor,  was  found  to  be  negligi- 
ble. 

This  dictum  applies  to  tuberculosis  as  well 
as  syphilis.  I was  particularly  struck  with 
the  uniform  negative  von  Pirquets  in  my  mal- 
nourished cases.  Those  children  that  I thought 
might  have  tuberculosis  gained  just  as  rapidly 
in  weight  as  the  others  when  the  cause  of  their 
underweight  was  ascertained  and  corrected. 

I confess  it  was  difficult  for  me  to  give  up 
my  syphilitic  hobby,  but,  disconcerting  as  it 
was,  I decided  to  disabuse  my  mind  of  this 
pre-conceived  idea,  and  to  study  each  indi- 
vidual case  just  as  I found  it.  This  I did  with 
open  mind,  and  it  led  to  a new  perspective  and 
to  a new  reconstruction  of  values. 

The  chief  causes  of  malnutrition  in  Lynch- 
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burg  and  its  environs  are,  first,  physical  de- 
fects, and,  second,  over-fatigue. 

Of  course  we  see  cases  of  malnutrition  due 
to  faulty  food  habits,  such  as  eating  with 
canine  voracity,  illy  masticating  the  food  and 
washing  it  down  with  a copious  amount  of 
water.  We  also  see  some  cases  due  to  faulty 
health  habits,  but  these  things  are  less  im- 
portant in  the  etiologic  role  of  malnutrition. 
The  outstanding,  conspicuous  causes  of  mal- 
nourishment  in  this  immediate  vicinity  are,  as 
I indicated  above,  namely,  physical  defects  and 
over-fatigue. 

1.  Physical  Defects. — In  an  examination  of 
this  species  it  is  imperative  that  the  child’s 
clothing  should  be  removed.  It  is  only  by  this 
procedure  that  defects  of  posture  and  growth 
are  likely  not  to  be  overlooked. 

The  facial  appearance  of  the  child  is  no 
measure  of  its  nutrition.  Reixeatedly  we  see 
children  with  round,  winsome  faces,  yet  these 
same  children  have  serious  physical  defects, 
that  are  clarified  by  an  examination  without 
clothing.  This  examination  with  child  un- 
dressed is  often  a revelation  to  the  parents  and 
caretakers  of  the  child.  It  may  be  argued  that 
an  examination  of  this  kind  takes  too  much 
time,  and  one  can  ill  afford  to  do  it.  A point 
worth  considering  in  this  connection  is  that 
while  the  examination  is  time-consuming,  yet 
its  thoroughness  does  away  with  the  necessity 
for  its  repetition,  and  thus  in  the  end.  is  really 
time-saving. 

Now,  when  I speak  of  physical  defects  I re- 
fer especially  to  naso-pharyngeal  obstruction, 
for  this  is  of  paramount  importance.  Of  course, 
one  has  to  exclude  such  morbidities  as  pyeli- 
tis, intestinal  parasites,  etc.,  but  all  these 
things,  relatively  speaking,  are  of  lesser  import- 
ance. Pre-eminently  the  most  important  of  all 
defects  in  its  relation  to  nutrition  is  obstruc- 
tion in  the  naso-pharyngeal  vault, 

A close  scrutiny  should  always  be  made  of 
the  naso-pharyngeal  vault  when  a case  of  mal- 
nutrition fails  to  gain  and  all  other  causes 
have  been  excluded. 

2.  Over-Fatigue. — Continued  experience  in 
the  treatment  of  malnutrition  leads  me  to  the 
belief  that  over-fatigue  is  more  frequently  over- 
looked as  a cause  of  malnutrition  than  any 
other  factor. 

Many  grown  people  apparently  have  no  ade- 
quate conception  of  how  wearing  are  the  activi- 
ties of  the  average  child.  Many  of  those  who 


do  recognize  such  a status,  lightly  pass  it  by 
as  incidental  to  childhood,  and  to  be  viewed 
only  as  a temporary  discomfort  and  not  as  a 
cause  of  serious  injury. 

Of  course,  we  have  no  single  test,  or  group 
of  tests,  that  will  serve  as  an  accurate  measure 
of  over-fatigue.  However,  we  are  not  helpless 
in  this  situation.  We  can  tell  a good  deal  by 
the  way  the  child  reacts  to  his  tasks.  Then, 
too,  we  have  something  upon  which  we  can 
recoil  with  certitude,  and  that  is  the  weight 
curve  of  the  child.  The  weight  curve  is  the 
most  valuable  test  available  to  show  the  effect 
of  fatigue.  That  statement  can  not  be  itali- 
cized too  often.  If  the  child  fails  to  gain, 
after  other  known  causes  for  his  loss  of  weight 
have  been  removed,  over-fatigue  must  always 
be  suspected  as  the  cause  of  his  poor  condi- 
tion. I have  seen  very  often  cases  of  this  na- 
ture where  the  simple  expedient  of  enjoining 
mid-morning  and  mid-afternoon  rest  periods 
brings  about  an  immediate  gain  and  thus  eluci- 
dates that  over-fatigue  was  in  fact  the  obstacle 
that  prevented  a satisfactory  gain  in  weight. 

Time  and  time  again  I have  parents  come 
into  my  office  with  the  same  old  story.  Its 
quintessence  is  thusly,  “I  went  to  Dr.  So  and 
So  and  he  advised  me  to  have  my  child’s  ton- 
sils removed,  stating  that  it  was  the  cause  of 
my  child’s  poor  health.  I followed  his  advice, 
but  my  child  is  no  better.  What  can  be  wrong, 
do  you  reckon?” 

A careful  inquiry  into  these  case  histories 
will  elicit  the  fact  that  the  child  did  need  ton- 
sillectomy. These  cases  nearly  all  give  a his- 
tory of  recurrent  tonsillitis,  mouth  breathing 
and  so  on,  which  manifestly  justified  the  opera- 
tion. The  contention  is  not  that  the  operation 
was  groundless,  but  that  the  follow  up  treat- 
ment was  omitted.  The  case  had  been  treated 
from  only  one  viewpoint,  viz.,  the  physical  de- 
fect, while  the  equally  essential  principle,  the 
fatigue  element  had  been  tabooed. 

It  is  for  recognition  of  the  latter  that  I plead. 
This  fatigue  element  is  particularly  noticeable 
in  the  wiry,  high  strung  type  of  mal-nourished 
child.  In  the  vernacular  of  the  street,  “he  runs 
himself  to  death.” 

A study  of  his  daily  program  will  demon- 
strate how  wearing  are  his  activities.  It  is 
imperative  to  get  an  accurate  rendition  of 
this  daily  program.  With  this  idea  in  mind  I 
make  the  parents  bring  me  a written  state- 
ment of  the  child’s  activities  for  two  consecu- 
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tive  days.  It  is  better  to  have  a record  of 
two  successive  days  for  one  day  may  be  abnor- 
mal. I usually  choose  Friday  and  Saturday 
because  then  you  get  an  idea  of  his  activities 
as  they  relate  to  school,  and  as  practicalized 
on  a day  when  he  is  out  of  school.  This  strikes 
a happy  medium. 

Now,  with  this  illuminating  photograph  of 
his  physical  activities  before  us  in  black  and 
white,  and  with  a detailed  list  of  all  food 
taken  on  these  two  consecutive  days,  we  are 
capacitated  to  advise  the  parent  judiciously. 

Sometimes  it  is  necessary  to  bring  out  some 
facts  about  the  child’s  over-fatigUe  that  are 
not  on  the  written  record.  For  instance, — How 
long  is  the  child  actually  in  bed?  How  much 
of  the  time  that  he  is  in  bed  is  spent  in  sleep? 
Does  he  get  up  in  time  to  get  to  school  without 
hurry  and  worry?  It  is  most  important  to 
inform  one’s  self  as  to  the  actual  time  that  the 
child  is  asleep.  Recumbency  in  bed,  while 
beneficial,  is  not  as  salubrious  as  we  desire 
it  unless  it  is  associated  with  sleep. 

The  amount  of  sleep  needed  varies  with  the 
individual,  but  every  mal-nourished  child 
should  spend  at  least  from  ten  to  twelve  hours 
in  bed  every  night.  In  addition  to  this,  a rest 
period  should  be  enjoined  in  the  middle  of 
the  morning  and  in  the  middle  of  the  after- 
noon. These  rest  periods,  of  course,  shorten  the 
period  of  activity  during  the  day  and  thus 
conserve  many  strength  units  and  restore  the 
waste  of  past  activity. 

A proper  amount  of  sleep  is  absolutely  es- 
sential to  nutrition,  and  I am  sure  that  the 
satisfactory  results  that  I have  had  the  good 
fortune  to  achieve  in  the  treatment  of  malnu- 
trition, have  been  due  largely  to  my  insistence 
that  the  child  rest  in  a quiet,  dai’kened  room 
for  two  hours  after  the  noon-day  meal.  I al- 
ways insist  that  the  room  be  darkened,  because 
the  nervous  system  is  more  completely  relaxed, 
and  sleep  is  more  profound  in  the  dark  than 
in  the  light.  This  fact  has  been  attested  by 
experimentation.  Children  are  so  sensitive  to 
all  impressions  that  eyes  as  well  as  brains  need 
the  complete  rest  which  darkness  affords. 

Now,  gentlemen,  the  subject  of  malnutrition 
has  not  received  the  attention  that  it  should 
receive.  The  mal-nourished  child  is  not  con- 
sidered sick  as  long  as  he  is  out  of  bed  and 
going  around.  His  physician  does  not  see  any- 
thing exigent  in  his  case.  Apparently  the  con- 
dition is  so  commonplace  that  doctors  as  well 


as  parents  pay  little  or  no  atention  to  it.  The 
child  is  considered  well  and  is  so  treated  un- 
less he  shows  some  acute  symptoms  of  some 
morbidity.  This  viewpoint  is  an  egregious 
misconception. 

There  is  no  justifiable  reason  for  the  wide- 
spread malnutrition  in  this  country.  Anent 
the  extent  of  malnutrition  in  America,  nutri- 
tional statistics  show  that  at  least  one-fourth 
of  all  children  in  this  country  are  under-weight 
for  their  height.  We  affirm  that  there  is  no 
justification  for  this  proven  fact.  Why?  Be- 
cause the  essentials  of  health  are  so  few  and 
are  so  easily  procurable. 

The  requirements  for  good  health  in  the 
growing  child  ‘are  few  indeed,  viz.,  good  air. 
simple  food,  rest  and  proper  exercise.  When 
these  are  supplied  and  the  causes  of  malnutri- 
tion removed,  then  the  child  is  in  a condition 
that  the  nutrition  worker  speaks  of  as  “free 
to  gain.”  Once  you  get  a child  in  the  status 
of  “free  to  gain,”  then  you  can  rely  on  nature, 
you  can  recoil  on  nature  with  assurance  for 
she  will  certainly  give  a strong  impetus  to  the 
child’s  development,  and  the  child  will  respond 
to  this  strong  force  in  nature  that  makes  for 
his  recovery. 

As  to  the  procurability  of  these  essentials  of 
health,  I can  only  speak  authoritatively  as  re- 
gards Lvnchburg  and  its  environs. 

I make  the  statement  without  fear  of  suc- 
cessful contradiction,  that  the  essentials  of 
health  are  available  in  almost  every  home  in 
these  precincts. 

Milk  and  bread  have  become  standarized. 
The  market  is  flooded  with  an  abundance  of 
cereals  that  can  be  bought  for  a song.  Thus, 
a large  part  of  the  dietaries  is  established  on 
a high  plane. 

Nutrition  workers  tell  us  that  even  on  East 
Side  New  York,  the  tenement  section  of  Bos- 
ton, or  the  slums  of  Chicago,  substantially 
every  home  in  these  purlieus  is  capable  of  sup- 
plying the  quantity  and  quality  of  food  essen- 
tial to  health. 

The  basic  cause  of  under-weight  so  rampant 
in  this  country,  and  so  tragically  reflected  bv 
the  late  Selective  Service  Draft  incidental  to 
the  Great  War  is  not  pauperism  or  any  thing 
similar  thereto,  but  is  an  individual  equation, 
touching  the  individual  child  as  it  relates  to 
physical  defects,  food  habits,  health  habits  and 
over-fatigue. 

I would  not  close  this  paper  without  dwell- 
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in<r  for  a moment  on  the  recognition  of  the 
mal-nourished  child.  You  say — How  may  I 
identify  the  mal-nourished  child? 

We  know  that  in  infants  the  weight  is  the 
best  test  of  good  health  on  the  part  of  the 
child.  This  principle  applies  throughout  child- 
hood; wherefore  the  weight  curve  continues 
through  childhood,  as  in  infancy,  to  be  the 
surest  indication  of  proper  growth  and  de- 
velopment. The  basis  of  weight  for  height 
has  proved  to  be  an  accurate  measure  of  the 
condition  of  under-nourished  children.  The 
idea  involved  herein  is  that  a body  of  a cer- 
tain height  requires  a certain  weight  to  sus- 
tain it ; therefore,  the  relation  between  this 
weight  and  height  is  the  most  important  test 
of  a child’s  physical  condition.-  Weight  charts 
are  available  at  city,  state,  or  Federal  health 
bureaus  and  familiarity  with  such  a chart 
should  be  a part  of  the  indispensable  arma- 
mentarium of  the  physician. 

Then,  too,  there  are  certain  physical  signs 
of  malnutrition  that  are  self-evident.  The  ex- 
pression of  the  face  and  eyes  is  an  important 
sign.  I have  been  struck  with  the  fact  that 
these  children  have  a very  serious  look,  a some- 
what drawn  appearance  about  the  eyes.  There 
are  often  dark  circles  under  the  eyes.  They 
are  usually  pale  and  lack  the  glow  of  health. 
The  skin  is  often  very  loose  and  loses  its 
tense  feeling;  in  other  words,  there  is  poor 
“tissue  turgor”.  The  muscles  are  very  flabby 
and  these  children  very  often  have  a charac- 
teristic posture.  This  posture  is  technically 
called  “fatigue  posture.”  Its  earmarks  are 
about  as  follows,  viz.,  the  head  sets  forward, 
the  shoulders  are  rounded,  the  shoulder  blades 
protrude,  the  chest  is  rather  flat  and  the  ab- 
domen is  rather  prominent.  This  posture  is 
very  much  like  the  posture  of  an  elderly  man 
whose  muscles  are  flabby  and  weak  and  who 
is  bent  by  the  decrepitude  of  advanced  years. 

We  remarked  that  every  physician  should 
familiarize  himself  with  a weight  chart  and  ac- 
cept a certain  table  of  averages  to  guide  him. 
After  acceptation  of  such  a chart,  it  will,  of 
course,  be  necessary  to  determine  what  range 
of  variation  is  compatible  with  reasonably  good 
growth. 

In  nutrition  classes,  10  per  cent  under- 
weight is  taken  as  the  standard.  In  other  words, 
it  has  been  found  that  a child  habitually  10 
per  cent  underweight  for  his  height  will  al- 
ways show  signs  of  malnutrition.  My  experi- 


ence reflects  the  accuracy  of  this  pronounce- 
ment. 

In  conclusion,  I desire  to  say  this:  Time 
after  time  I have  these  cases  come  into  my 
office  with  the  diagnosis  of  “No  Disease.”  It 
is  true  in  the  general  acceptation  of  the  term, 
there  is  no  disease,  but  from  the  standpoint 
of  physical  fitness  there  is  everything  the  mat- 
ter with  them.  They  have  few  or  none  of  the 
trumps  in  this  game  we  call  “life,”  and  it  is 
for  these  that  I plead.  I plead  for  a careful 
diagnosis  of  these;  I plead  for  a careful 
scrutiny  of  these,  because  it  is  from  their  ranks 
that  the  failures  and  the  physical  shipwrecks 
of  life  are  later  recruited. 

Medical  Arts  Building. 


“LEST  WE  FORGET.” 

By  JOSEPH  LYON  MILLER,  M.  D.,  Thomas,  W.  Va. 

By  our  memorial  days  we  keep  green  the 
memory  of  the  great  personages  and  events  in 
our  religious  and  political  life.  With  Christ- 
mas and  Easter  we  remember  the  birth  and 
death  of  Christ.  The  Fourth  of  July  reminds 
us  of  the  men  who  wrote  and  proclaimed  one 
of  the  world’s  greatest  documents  of  civil  lib- 
erty. Other  state  and  national  holidays  an- 
nually recall  many  important  men  and  deeds 
of  achievement. 

Why  then  should  not  we,  as  members  of 
one  of  the  most  honourable  and  ancient  of  the 
professions,  from  time  to  time  devote  a meet- 
ing of  our  societies,  or  at  least  more  frequently 
present  a paper  recalling  the  names  and  work 
of  those  great  physicians  of  the  past,  whose 
epoch-making  contributions  mark  the  prog- 
ress of  medicine  from  superstitious  empiricism 
to  scientific  rationalism;  and  place  in  the  writ- 
ten annals  of  our  state  the  records  of  the  work 
and  influence  of  those  worthy  physicians 
whom  we  have  succeeded — men  whose  careful 
experiments,  or  keen  observation  and  interpre- 
tation of  facts  ages  old,  revolutionized  the 
thought  and  practice  of  our  art?  Why  should 
we  leave  all  this  to  a few  medical  historians 
and  antiquarians  any  more  than  leave  to  the 
President  and  Senate  the  keeping  green  the 
memory  of  The  Declaration  of  Independence? 

In  presenting  to  us  the  existing  state  of 
medical  ijractice  our  journals  and  textbooks, 
except  in  the  more  recent  discoveries,  but  rarely 
give  any  historical  perspective,  or  mention  the 
various  steps  by  which  it  has  arrived  at  its 
present  standing. 

Such  names  of  the  old  masters  given  are 
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but  those  attached  to  certain  diseases  or  opera- 
tions and  mean  nothing  more  to  the  rank  and 
tile  of  us.  Nothing  is  said  of  what  part  they 
played  in  the  evolution  of  our  knowledge,  or 
what  manner  of  men  were  they. 

How  many  of  us  know  more  of  Harvey  than 
that  he  discovered  the  circulation  of  the 
blood — was  it  hv  accident  or  by  years  of  care- 
ful dissection  and  study;  or  of  Lister  than  he 
is  called  the  “father  of  antiseptic  surgery”  ? 
What  do  we  know  of  Galen.  Vesalius  and  Fab- 
ricus,  whose  dissection  and  study  of  anatomy 
brought  them  to  the  very  brink  of  Harvey’s 
discovery — great  men.  they,  yet  lacking  some- 
thing that  made  them  fail  just  short  of  his 
accomplishment.  What  of  White,  of  Eng- 
land. and  Mott,  of  New  York,  who  practiced 
clean — we  might  almost  say  aseptic — surgery 
years  before  Pasteur  and  Lister  gave  it  a ra- 
tional basis? 

Americans,  at  least,  should  know  that  Oliver 
Wendell  Holmes  antedates  Semmelweis  by  four 
years  in  publishing  a paper  proving  the  con- 
tagiousness of  puerperal  fever,  and  strongly 
indicting  the  attending  physician  and  mid- 
wife, a paper  that  for  its  martialing  of  facts, 
clarity  of  reasoning,  and  incontestable  conclu- 
sions will  ever  remain  a gem  of  medical  litera- 
ture to  be  read  and  re-read  with  interest. 

As  we  percuss  a chest  or  abdomen,  and  lis- 
ten with  a stethoscope  to  the  various  sounds 
beneath  the  surface,  do  we  ever  think  of  Auen- 
brugger  who  gave  percussion  to  the  medical 
world  in  1761,  or  of  Corvisart,  Napoleon’s  phy- 
sician. who  re-introduced  it  in  1808  after  it 
had  been  neglected  for  a generation:  or  of 
Laennec,  Corvisart’s  brilliant  pupil,  who  in- 
vented the  stethoscope  in  1816  and  introduced 
the  profession  to  auscultation?  Founders,  they, 
of  modern  physicial  diagnosis,  or  as  Osier  said 
of  Laennec,  k'his  use  of  the  stethoscope  and  ob- 
servations on  the  diseases  of  the  heart,  lungs 
and  abdominal  organs  may  be  said  to  have 
founded  modern  clinical  diagnosis.”  As  we 
admire  and  follow  the  great  work  of  Cabot  in 
correlating  the  clinical  history  of  a patient 
with  the  postmortem  findings,  do  we  ever  think 
to  give  credit  to  that  same  brilliant  Laennec 
who  stood  alone  in  his  own  and.  preceding 
generations  as  the  pioneer  in  this  form  of 
clinical  teaching? 

Virginia  Physicians 

What  educated  Virginian  is  ignorant  of  the 
names  and  achievements  of  Virginia’s  sons  in 


politics,  war,  jurisprudence,  letters  and  reli- 
gion ? But  how  many  do  you  find,  even  in 
our  own  profession,  who  know  aught  of  her 
sons  in  medicine?  What  history  of  Virginia 
gives  more  than  a cursory  mention,  or  none  at 
all,  of  her  medical  men,  albeit  there  is  no  lack 
regarding  the  other  professions?  Whose  the 
fault — the  historians?  No.  It  is  ours,  the 
doctors  of  today  and  yesterday.  We  are  the 
ones  who  permit  the  names  and  lives  of  those 
who  preceded  us  to  lie  covered  by  the  far- 
flung  dust  of  oblivion : doctors,  many  of  whom 
combined  the  distinctive  qualities  of  all  the 
other  professions — the  culture  of  the  man  of 
letters,  the  personality  of  the  politician,  the 
fearlessness  of  the  warrior,  the  reasoning  of  the 
lawyer,  and  the  charity  of  the  minister;  men 
who  were  described  some  forty  years  ago  by 
a Virginia  author  as  “gentlemen  of  the  highest 
culture,  refinement,  and  social  position,  who 
were  an  honor  to  their  families,  their  race  and 
their  country,  who,  seeking  and  desiring  nei- 
ther the  praises  of  the  populace  nor  the  hon- 
ors attached  to  place  and  power,  were  con- 
tented to  pass  their  lives  in  the  bosom  of  their 
communities,  and  leave  a record  of  their  merits 
and  deeds  only  as  they  were  inscribed  on  the 
hearts  and  memories  of  their  immediate  coun- 
trymen. The  high  classical  attainment,  the 
exalted  mental  abilities,  and  the  profound 
analytical  powers  of  some  of  these  men  would 
render  them,  were  they  now  living,  veritable 
giants  in  our  profession.”  They  were  men  who 
did  none  of  the  splendid,  far  reaching  tilings 
of  a Washington.  Jefferson  or  Marshall,  yet. 
nevertheless,  they  probably  did  more  to  mould 
public  opinion,  to  keep  the  moral  and  social 
life  on  the  highest  plane,  and  to  protect  the 
physical  and  economic  health  of  the  state,  than 
any  other  single  class  in  it. 

Space  forbids  mentioning  more  than  a mere 
handful  of  those  doctors  of  other  days  of  whom 
Virginians  should  know  and  be  proud.  They 
should  not  forget  that  among  the  earliest 
botanists  in  America  there  were  two  Virginians 
of  first  rank,  Dr.  John  Mitchell  (1680-1768) 
of  TT'banna.  and  Dr.  John  Clayton  (1693-1773) 
of  Gloucester.  F ellows  of  the  Royal  Society 
of  England,  whose  transactions  contain  many 
of  their  papers.  They  were  also  correspond- 
ents for  years  of  some  of  the  greatest  natural- 
ists of  the  world,  who  named  some  of  our  beau- 
tiful flowers  for  them.  Mitchell  published  a 
Map  of  the  British  and  French  Dominions 
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in  North  America  in  1755  that  “marked  an 
era  in  the  geography  of  North  America”  and 
“was  quoted  in  boundary  negotiations”;  he 
wrote  probably  the  earliest  and  one  of  the  best 
descriptions  of  Yellow  Fever  and  its  post- 
mortem findings  of  his  day,  but  unfortunately 
it  was  not  published  until  long  after  his  death, 
so  -that  others  gained  priority.  Clayton  was 
the  author  of  “Flora  Virginica”  which  ap- 
peared in  several  editions  between  1739  and 
I7t>2.  and  this  is  referred  to  by  all  writers 
treating  of  North  American  plants. 

Nor  should  they  forget  two  Caroline  physi- 
cians— Dr.  John  Tennant,  author  of  the  earliest 
work  on  “The  Epidemical  Diseases  Peculiar  to 
Virginia”  (1738),  and  a pioneer  in  the  pro- 
fession’s fight  against  quackery  and  profes- 
sional jealousy;  and  Dr.  William  Baynham 
(1749-1814)  who  gave  up  a large  and  lucra- 
tive surgical  practice  in  London  to  return  to 
his  native  state,  where  in  1790  and  1799  he 
operated  twice  successfully  for  ectopic  preg- 
nancy, being  preceded  only  by  John  Bard,  of 
New  York  with  one  case. 

Most  Virginians  know  of  U.  S.  Senator  Ben- 
jamin Watkins  Leigh,  of  Virginia,  and  H.  G. 
Leigh,  founder  of  Randolph-Maeon  College, 
hut  how  many  know  of  their  kinsman,  Dr.  John 
Leigh,  of  King  William  County,  who  but  two 
years  after  the  close  of  the  Revolution  took 
the  Harveian  prize  in  Great  Britain  for  his 
“Experimental  Inquiry  into  the  Properties  of 
Opium  and  Its  Effects  on  Living  Subjects”,  of 
which  Dr.  Howard  Kelley  says : “Leigh’s  work 
was  the  dawning  of  the  critical  experimental 
spirit  destined  to  yield  such  a harvest  in  the 
next  century.” 

Nor  should  Virginia  forget  her  great  sons 
in  the  medical  profession  whose  genius  flow- 
ered in  other  states,  such  as  McDowell,  “The 
Father  of  Ovariotomy”,  and  Dudley,  the  great 
lithotomist  and  teacher  of  surgery  in  Ken- 
tucky; and  Nathaniel  Chapman  who  took  up 
the  gauge  thrown  down  by  Sydney  Smith  in 
his  sneering  remark, — “In  the  four  quarters  of 
the  Globe  who  reads  an  American  book?  What 
does  the  world  yet  owe  to  an  American  physi- 
cian and  surgeon?” — and  gave  an  effective 
answer  a hundred  yeai-s  ago  by  raising  Ameri- 
can medical  journalism  to  the  first  rank  in  its 
day.  He  was  also  a great  teacher,  and  founded 
the  first  post-graduate  medical  school  in 
America. 

One  might  go  on  indefinitely  citing  names 


and  epoch  making  discoveries  in  medicine,  and 
recalling  many  Virginia  physicians  worthy 
of  remembrance,  but  surely  the  few  that  have 
been  mentioned  are  enough  to  arouse  our  in- 
terest and  study.  To  those  interested  only  in 
the  history  of  medicine  in  general  let  me  say: 
anatomy,  physiology,  clinical  medicine,  sur- 
gery, obstetrics — all  have  their  great  epochs 
and  great  names,  men  who  laid  stone  on  stone 
in  the  solid  wall  of  the  wonderful  edifice  of 
modern  medicine.  To  those  proud  of  their  na- 
tive state  let  me  urge  that  they  uncover  the 
records  of  medicine’s  past  in  Virginia — fill  the 
annals  of  the  Medical  Society  full  of  data  so 
rich  that  no  future  historian  can  find  an  ex- 
cuse for  not  giving  the  medical  profession  its 
proper  place  in  Virginia’s  lustrous  coronet  of 
her  sons  and  their  achievements. 

Every  doctor’s  library  should  include 
Camac’s  “Epoch  Making  Contributions  to 
Medicine”,  Garrison’s  “History  of  Medicine”, 
and  Kelley’s  “American  Medical  Biographies", 
even  if  they  do  not  go  farther  afield  in  medical 
history.  Those  who  have  not  done  so  have  no 
idea  of  the  delight  that  comes  with  an  hour 
now  and  then  spent  in  the  pages  of  such  books, 
or  of  the  broader  and  more  interesting  vision 
one  gets  of  his  profession. 

Let  us  not  forget — “The  living  present  owes 
a debt  to  the  past.” 


POLYURIA.* 

By  W.  B.  LYLES.  M.  D., 
and 

ROY  P.  FINNEY,  M.  D , 

Spartanburg,  S'.  C. 

The  object  of  this  paper  is  a brief  review  of 
fjoh/uria  with  the  report  of  a case  of  more  than 
usual  interest.  In  connection  with  this  we  also 
desire  to  call  attention  to  a new  danger  of  pro- 
longed drinking  of  excessive  quantities  of  water 
lor  therapeutic  purposes. 

Before  beginning  a discussion  of  the  subject 
at  hand,  it  is  well  to  recall  that  so  far  as  we 
know  the  excretory  function  of  the  kidney  is 
rot  governed  bv  nervous  impulses  directly.  In- 
directly, it  is  influenced  by  vaso-motor  changes 
that  have  a nervous  origin.  Thus,  it  is  com- 
mon knowledge  that  fright,  worry,  sleepless- 
ness, etc.,  accelerate  urinary  flow.  Rises  in 
blood  pressure  from  any  cause  tend  toward 
diuresis;  falls  in  blood  pressure  favor  oliguria. 
The  composition  of  the  blood  is  an  important 
factor.  When  it  is  more  hydremic  than  normal, 

*Read  before  the  South  Carolina  Medical  Association,  Ander- 
son,  S.  C.,  April  21,  1927. 
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polyuria  is  favored,  but  when  the  watery  con- 
tent falls  to  normal  or  below  its  excretion  is 
resisted.  The  part  played  bv  the  different  por- 
tions of  the  kidney  in  the  excretion  of  water  is 
still  unsettled.  No  one  has  improved  on  the 
theory  advanced  by  Ludvig  more  than  TO  years 
ago,  that  filtration  of  water  and  salts  takes 
place  through  the  glomeruli,  and  that  water  and 
certain  salts  are  resorbed  bv  cells  linino;  the 
convoluted  tubules,  thus  concentrating  the 
urine.  Metzner1  carefully  reviewed  the  subject 
and  concluded  that  Ludvig  was  probably  cor- 
rect. It  must  follow,  then,  that  urinary  excre 
tion  is  increased  in  the  presence  of  one  or  both 
of  two  basic  conditions:  1.  Whenever  there  is 
increased  circulation  of  blood  through  the  kid- 
neys ; 2.  Whenever  the  watery  content  of  the 
blood  is  excessive.  It  is  obvious  that  the  blood 
flow  through  the  kidneys  is  increased  whenever 
the  blood  pressure  is  raised  as  by  pituitrin  or 
adrenalin,  or  when  a local  vaso-dilatation  of 
the  renal  vessels  is  produced  as  by  theobromine, 
diuretin,  and  caffeine.  Excessive  hydremia  of 
the  blood  follows  when  too  much  water  is  ab- 
sorbed from  the  bowel  as  in  polydipsia,  or  when 
it  is  absorbed  from  the  tissues  as  in  diabetes 
mellitus  in  which  disease  there  is  an  enormous 
increase  in  the  molecular  concentration  of 
crystalloids  in  the  blood.  Upon  a basis  of  these 
facts,  all  physiologic  and  most  pathologic 
polyuria  may  be  explained.  For  descriptive 
purposes  it  is  convenient  to  divide  pathologic 
polyurias  into  two  classes, — first,  those  due  to 
disease  elsewhere  than  the  pituitary  region; 
second,  those  due  to  disease  of  the  pituitary 
gland  or  adjacent  tissue. 

Polyuria  Due  to  Disease  Elsewhere  than 
the  Pituitary  Region. 

Under  this  heading  we  may  classify  poly- 
uria such  as  that  occurring;  during  the  removal 
of  exudates  and  edemas,  in  chronic  interstitial 
nephritis,  in  diabetes  mellitus,  and  at  times  in 
hyperthyroidism  and  other  constitutional  dis- 
eases. From  the  view  point  of  the  urologist  it 
is  interesting  to  note  that  it  may  occur  in  cer- 
tain surgical  diseases  of  the  urinary  tract.  The 
emptying  of  a large  hydronephrosis,  some 
types  of  renal  congestion  such  as  occur  in 
prostatism,  bladder  malignancy,  tuberculosis, 
and  stone  matT  cause,  polyuria.  Keyes2  states 
that  in  the  early  stages  of  unilateral  renal 
tuberculosis  the  involved  kidney  may  surpass 
its  fellow  in  the  quantity  of  urine  excreted. 
Fletcher  and  Kearns3  report  a case  of  severe 


polyuria  with  thirst  and  polydipsia  occurring 
in  a patient  suffering  with  carcinoma  of  the 
bladder.  Pituitrin  failed  to  allay  symptoms, 
and  autopsy  did  not  show  interstitial  nephritis. 
lams4  saw  an  interesting  case  in  a child  four 
years  old  who  died  of  uremia.  Both  thirst  and 
polyuria  were  severe  and  autopsy  showed  com- 
plete suppurative  destruction  of  both  kidneys, 
nothing  but  a shell  remaining.  He  concludes 
that  the  excretion  of  urine  must  have  been 
purely  mechanical. 

Neurologists  are  familiar  with  hysterical 
polyuria.  As  the  name  implies  it  occurs  only 
in  neurotic  people  and  is  due  entirely  to  ex- 
cessive water  drinking.  Sometimes  great  diffi- 
culty is  experienced  in  differentiating  it  from 
true  diabetes  insipidus,  for  the  patient  is  con- 
vinced that  he  must  imbibe  large  quantities  of 
water  to  make  up  for  that  excreted  by  his 
kidneys,  and  will  deny  emphatically  that  he 
drinks  more  than  necessary.  Whatever  the 
cause  originally,  polydipsia  in  these  people  may 
become  a habit  comparable  to  morphinism  or 
nicotinism.  When  one  considers  how  fre- 
quently excessive  intake  of  fluids  is  nowadays 
advised  by  physicians  as  a therapeutic  meas- 
ure, and  the  quantity  of  literature  distributed 
among  the  laity^  by  the  proprietors  of  various 
mineral  springs,  it  must  be  obvious  that  some 
overcredulous  neurotics  will  become  obsessed 
with  the  idea  and  develop  into  habitual  hydro- 
maniacs. So  far  as  we  know,  this  danger  has 
never  been  discussed ; certainly  it  has  never 
been  emphasized.  It  presented  itself  forcibly 
to  us  in  the  form  of  the  following  case : 

Mrs.  J.  H.  G.,  age  45,  consulted  one  of  us 
in  May,  1925,  complaining  of  excessive  urina- 
tion, stating  that  she  passed  over  a gallon  of 
urine  ever}7  day.  There  was  excessive  thirst 
and  weakness,  with  dizziness  and  nausea  when 
this  was  unsatisfied.  She  voided  every  hour  or 
two  throughout  the  day  and  night,  and  retired 
with  a two  gallon  bucket  of  water  and  three 
chambers  at  her  bedside.  There  was  no  other 
complaint.  Careful  history  revealed  that  three 
years  ago  her  physician  had  told  her  to  drink 
uall  the  water  she  could  hold”  for  the  relief 
of  chronic  constipation  and  arthritis.  Later 
she  visited  Hot  Springs  where  the  same  advice 
was  given  and  followed  religiously  by  her.  She 
does  not  remember  when  excessive  urination 
began  but  thinks  it  came  on  gradually  about 
three  years  ago  and  has  gotten  progressively 
worse.  Physical  examination  was  negative,  as 
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•was  the  urine  except  for  a specific  gravity  of 
1.004. 

She  was  placed  in  the  hospital  and  for  two 
days  allowed  all  the  water  she  would  drink. 
In  this  time  she  consumed  four  gallons  of 
water  and  voided  two  and  a half  gallons  of 
urine.  Intake  of  fluids  was  then  diminished 
a pint  a day  until  she  was  getting  only  three 
quarts  in  24  hours.  No  medication  was  given 
■except  a half  dram  ammoniated  tincture  vale- 
rian three  times  a day,  a trial  dose  of  pituitrin 
having  had  no  effect  on  either  the  thirst  or 
polyuria.  The  quantity  of  urine  immediately 
became  normal  and  at  the  end  of  three  weeks 
she  was  discharged  as  cured.  She  has  remained 
well  for  two  years. 

* During  treatment  no  serious  symptoms  were 
noted  though  she  complained  bitterly  of  thirst 
and  could  sleep  only  a few  hours  a day  with 
the  aid  of  full  doses  of  veronal. 

Polyuria  Due  to  Diseases  in  or  Around  the 
Pituitary  Gland. 

It  will  be  remembered  that  Bernard  in  his 
experiments  discovered  a spot  on  the  floor  of 
the  fourth  ventricle  which  when  irritated  pro- 
duced diuresis.  Cushing  obtained  the  same  re- 
sult by  touching  the  pituitary  gland  with  the 
cautery.  Investigations  of  Camus  and  Roussy5 
show  that  lesions  of  the  tuber  cinereum  pro- 
duce polyuria  and  that  this  occurs  without 
participation  of  a secretion  from  the  pituitary 
gland.  Sajous6  maintains  that  the  area  of  the 
brain  immediately  adjacent  to  the  pituitary 
gland  is  a nerve  center  influencing  water  excre- 
tion through  the  kidneys,  and  calls  it  the 
hypophyseo-basal  area.  He  believes  it  is  di- 
rectly connected  with  the  kidney  by  means  of 
a nerve  path  running  through  the  cervical 
sympathetic  and  splanchnic  plexus. 

While  much  of  the  intimate  detail  of  the 
function  of  the  pituitary  gland  in  its  relation 
to  urinary  excretion  is  obscured  by  argument 
and  conflicting  experiment,  the  following  facts 
appear  to  be  established  : 1.— Injury  or  manip- 
ulation of  the  gland  or  of  tissue  in  its  im- 
mediate vicinity,  as  may  occur  during  certain 
cranial  operations,  causes  diuresis.  2. — Disease 
of  this  area  causes  diuresis.  3. — The  extract  of 
the  posterior  lobe  of  the  pituitary  given  hypo- 
dermatically  will  greatly  diminish  diuresis  due 
to  either  of  the  above  factors.  4. — Pituitrin 
has  no  marked  effect  on  polyurias  due  to  other 
causes. 

Diabetes  insipidus  is  at  present  recognized 


as  being  of  pituitary  origin.  Osier  defined  it 
as  “a  chronic  affection  characterized  by  the  pas- 
sage of  large  quantities  of  normal  urine  of  low 
specific  gravity.”  Most  cases  that  have  come  to 
autopsy  revealed  disease  in  or  around  the 
pituitary  gland.  It  was  first  noted  by  Willis 
in  1674,  and  differentiated  from  diabetes 
mellitus  by  him.  It  is  rare,  Brown7  having 
found  only  15  cases  in  25,000  admissions  to  the 
medical  wards  of  St.  Bartholomew’s  hospital. 

Treatment 

The  treatment  of  polyuria  not  due  to  disease 
of  the  hypophvseo-basal  area  consists  in  elimi- 
nating the  cause  if  this  can  be  found.  Very 
little  relief  is  to  be  obtained  from  drugs,  though 
valerian  and  ergot  have  been  used  empirically 
and  may  be  tried.  True  diabetes  insipidus  and 
ether  polyurias  of  hypophyseo-basal  origin  are 
remarked  benefited  by  pituitrin.  Schafer8  was 
the  first  to  call  attention  to  the  effect  of  this 
preparation  on  urinary  secretion  and,  follow- 
ing him,  in  1913,  Von  de  Velden9  and  Farini 
aiid  Ceccaroni,  working  independently,  admin- 
istered it  to  patients  with  diabetes  insipidus 
with  excellent  results.  Since  that  time  it  has 
been  used  more  or  less  routinely  with  success 
in  properly  selected  cases.  The  usual  dose  is 
one-half  to  one  c.c.  given  hypodermatically 
once  in  24  hours. 

Summary. 

Polyuria  means  the  passage  of  excessive 
(piantities  of  normal  urine;  frequency  of  urina- 
tion is  not  involved  in  the  meaning  of  the 

o 

word. 

It  may  be  due  to  injury  or  disease  of  the 
pituitary  gland  or  of  tissue  in  its  immediate 
vicinity.  With  this  etiology  pituitrin  is  prac- 
tically a specific,  giving  speedy  relief. 

It  may  be  due  to  various  other  extracranial 
diseases  or  injuries.  Here  pituitrin  has  little 
or  no  effect.  Hysterical  polyuria  occurs  in 
neurotics  and  has  no  pathologic  basis.  It  is 
due  to  excessive  water  drinking  which  may  be- 
come a habit  comparable  to  morphinism.  Phy- 
sicians may  cause  the  formation  of  this  habit 
by  unwise  advice. 
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Bibliotheca  Obstetrica 

Chamberlen  (Hugh)  [1630-  ]. 

Mauriceau  (Francois)  [1637-17091  The  ac- 
complish! miswife,  treating  of  the  diseases  of 
women  with  child,  and  in  child-bed.  As  also, 
the  best  directions  how  to  help  them  in  natural 
and  unnaturhl  labours.  With  fit  remedies  for 
the  several  indispositions  of  new-born  babes. 
Illustrated  with  divers  fair  figures,  newly  and 
very  correctly  engraven  in  copper.  A work 
much  more  perfect  than  any  yet  extant  in  Eng- 
lish ; being  very  necessary  for  all  teeming- 
women.  as  also  for  all  physicians,  chirurgeans, 
and  midwives  that  practice  this  art.  Written 
in  French  by  Transl.  and  en- 

larged with  some  marginal  notes  b}T  Hugh 
Chamberlen.  10  p.l.,  437  pp.,  3 1.,  16  pi.  sm. 
8°.  London , B Billingsley,  1673. 

For  Biography . see  Ax-eling  (J.  H.)  The 
Chamberlens  [etc.]  8°.  London , 1882. 


The  origin  of  the  obstetrical  forceps  is. 
shrouded  in  mystery  and  is  difficult  to  treat 
bibliographically.  The  secret  was  so  jealously 
guarded  bjr  the  Chamberlens  through  genera- 
tions that  the  actual  discoverer  remained  un- 
known until  comparatively  recent  times.  Avel- 
ing.  who  has  carefully  investigated  all  existing 
records  of  the  family,  believes  that  Peter 
Chamberlen,  Sr.,  was  the  originator.  Smellie 
mentions  the  fact  that  they  were  “contrived  by 
the  uncle,”  which  could  only  mean  Peter,  Sr. 
The  Chamberlens  published  nothing  concern- 
ing the  forceps  except  that  they  “by  Gods, 
and  our  industry  attained  to.  and  long  prac- 
ticed a way  to  deliver  a Woman  in  this  case 
without  any  prejudice  to  her  or  her  Infant: 


though  all  others,  (being  reduced,  for  want  of 
such  an  expedient,  to  imploy  the  common 
way)  do,  and  must  endanger,  if  not  destroy 
one  or  both,  by  the  use  of  these  Crochets.  By 
this  manuell  operation  we  can  also  both  shorten 
the  time,  and  lessen  the  number  of  pains  in  a 
right  Labour,  (if  there  be  the  least  difficulty) 
without  danger,  and  with  advantage  to  both 
Woman  and  Child.”  Dr.  Hugh  Chamberlen 
in  his  introduction  to  the  translation  that  he 
made  of  Mauriceau's  work,  goes  on  to  give  his 
reason  for  not  making  public  such  a wonder- 
ful method. 

It  is  curious  how  loth  the  early  inventors 
of  forceps  were  to  publish  anything  concern- 
ing their  instruments.  Palfvn,  who  was  the 
6rst  to  exhibit  obstetrical  forceps  before  a 
Medical  Society  (Paris  Academy,  1721*),  pub- 
lished not  a line  concerning  them.  His  in- 
strument  was  first  described  by  Heister  in 
Germany  in  1724.  Dusee  in  Paris  apparently 
independently  devised  a forceps,  which  was 
shown  in  Edinburgh  by  a pupil  in  1733,  the 
year  of  Dusee’s  death  (Edinburgh  Royal  Soc. 
Tr.  Yol.  III).  According  to  Schx-oder  there 
was  a family  in  Japan  by  the  name  of 
Ivangawa  who  for  years  practiced  a secret 
method  of  delivering  women.  Theirs  was  a 
contraption  of  whale  bone  and  silk  cord. 

Dr.  Hugh  Chamberlen  was  the  great-grand- 
son of  William  Chamberlen,  the  Huguenot 
emigrant  to  England.  Among  William  Cham- 
berlen’s  children  were  Peter,  Sr.,  and  Peter. 
Jr.  Peter  Junior’s  oldest  child.  Dr.  Peter,  was 
the  father  of  Hush  Chamberlen,  and  two  other 
sons.  Paul  and  John,  all  of  whom  attained  to 
considerable  reputation  in  London  as  obstetri- 
cians. Hugh  Chamberlen's  son,  also  named 
Hugh,  was  probably  the  most  famous  member 
of  the  family,  and  according  to  Norman  Moore, 
his  monument  disfigures  the  north  choir  aisle 
of  Westminister  Abbey.  This  similarity  in 
names,  occupation  and  character  has  been 
very  confusing  and  Aveling  is  due  great  credit 
in  unravelling  the  mvsterv. 

Hugh  Chamberlen  1630-  ] like  his  great- 

uncle  was  accoucher  to  the  Queen.  At  the 
birth  of  the  Prince  James  Edward,  after- 
wards known  as  the  Old  Pretender  (June  10, 
1688),  Chamberlen  came  too  late  to  be  present. 
His  very  curious  letter  to  the  Electress  Sophia 
of  Hanover  is  still  preserved  and  is  considered 

•Kngelman  gives  the  date  as  1721,  Doran  1722  and  Schroder 
1723. 
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%\)t  Xrattficitoz 

/»  the  i <ptb  Chapter  of  this  Bock,  my  Author  froM 
ptfeth  the  convey!  ngfharp  Injlrument  s into  the  wcml,^. 
to  extrail  a heai\  which  is  a dangerous  operation,.^ 
and  may  be  much  better  done  by  our  fore-mentioned^ 
Art , as  alfo  the  mecovenience  and  hazard  of  a Child  « 
dy'iKfr  thereby  prevented,  which  he  fuppofeth  in  tht 
7.7th  Chapter  of  this  2 d Book, : 

l will  now  take  leave  to  offer  an  Apology  for  | 
publifhing  the  fecret  I mention  we  have  to  extraf. 
Children  without  hooks, where  other  Artifls  ufetbemM 
which  is,  that  there  bring  my  l ather  and  nvo  Broft 
thtrs  living , that  prattijc  this  Art , / cannot  efleessM 
it  my  own  to  difpofe Lof,nor  pubhjh  it  without  injury  tM 
them  ; ar.d  think  l have  not  been  unfervic table  to  mm 
Country , although  l do  but  inform  them  that  the  fore-1 
mentioned  three  perfons  of  our  family  and  my  felf >cai3 
ftrve  them  in  thefe  extremities  with  greater  fafetm 
than  others . 

■'j 

The  Reader  alfo  maypleafe  to  k*>ow  that  feme  ex4 
flanations  in  the  Margent,  as  lovingly,  p.  6.  and | 
untimely,  & unfeafonably,  p.  22.  with  fome  others J 
were  never  intended  to  have  been  inferted , but  left  /Gj 
the  Printer  to  malie  choice  of  the  mofl  familiar  of, 
them , which  (he  ml/Jaking)  waj,  to  prevent  further^ 
trouble } f offered  to  be  fo  printed. 

1 do  not  Intend  this  work,  to  incourage  any  to  pra- 
Piife  by  it, who  were  not  bred  up  to  fr  J for  it  will  hardh 
mtk.'  a Midwife,  though  it  may  eafily  mend  a ba* 
one.  Tet  r.otwithflanding  / do  recommend  it  tot  hi 
ytrtsfaH  of  aU  fucb  women  as  are  carefull  of  their  ow> 


to  tl)r 

and  their  friends  fafeties,  there  being  many  things  in 
tt  worthy  their  noting  : Ar.d  deftgnsng  it  chiefly  for 
the  female  (ex,  I have  not  troubled  my  felf  to  oppofe 
or  comment  upon  anyPhyfical  or  Phi/ofopbical  Pofition 
my  Antbor  propofeth . I hope  no  goad  Midwives  will 
blame  me  or  my  Author  for  reprehending  the  fault  of 
bad  ones,  who  art  onely  aimed  at,  and  admonifbed  in 
this  work  ; and  l am  confident  none  but  the  guilty  will 
be  concerned,  and  take  it  to  themfe/ves,  which  1 de/ire 
they  may,  ar.d  amend. 

Farewell. 

Hugh  Chamberlen. 

From  my  Houfein  Prujcans- 
Court  in  the  Old-Ba/ly , 

London,  this  1 5 th  of 
May,  1672, 


ERRATA. 


Photostat  copy  of  the  introduction  to  “the  Accomplish!  Midwife”  (courtesy  of  the  Army  Medical  Library),  in  which  Hugh 
Chamberlen  offers  an  apology  for  not  publishing  the  secret.  It  is  very  evident  from  the  next  paragraph  that  the  art  of 
proof  reading  was  little  practised  in  the  17th  century. 


the  most  important  evidence  against  the  popu- 
lar theory  that  the  prince  was  a suppositious 
child.  Like  brothers,  father  and  uncle,  he  was 
full  of  schemes,  religious,  political  and  finan- 
cial. "When  his  famous  land  bank  scheme  col- 
lapsed, he  left  London.  His  departure  was 
emphasized  bv  Luttrell’s  “Hue  and  Cry  after 
a Man-Midwife.” 

At  first  he  went  to  Scotland  and  later  to 
Amsterdam,  where  he  died  in  obscurity.  The 
last  record  that  has  been  found  about  him  is  a 
document  dated  November  14,  1720,  in  which 
he  renounces  the  administration  of  the  estate 
of  his  second  son,  Peter,  late  Commander  of 
H.  M.’s  Ship  Milford,  a bachelor  deceased. 


Woman’s  Auxiliary,  Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 


Advantage  of  the  Medical  Auxiliary  to  the 
Medical  Profession. 

Following  is  the  address  to  the  Woman’s 
Auxiliary  in  Petersburg,  Virginia,  October 
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19th,  by  Dr.  J.  Warren  White,  Norfolk,  first 
vice-president  of  the  Medical  Society  of  Vir- 
ginia : 

This  is  not  only  a pleasure  but  a great 
privilege  for  me  to  appear  before  the  Woman’s 
Auxiliary  of  the  Medical  Society  of  Virginia. 
Your  president.  Mrs.  Southgate  Leigh,  has  al- 
ways been  so  responsive  when  called  upon  in 
any  movement  for  the  advancement  of  the  Nor- 
folk County  Medical  Society,  that  I feel  very 
happy  to  have  this  opportunity  of  expressing 
myself  in  regard  to  your  organization. 

When  women  were  excluded  from  all  rights 
and  privileges,  and  men  felt  they  only  were 
qualified  to  gather  around  the  council  fires  and 
discuss  the  affairs  of  state  was  probably  a sur- 
vival from  the  barbaric  ages.  That  day  has 
long  passed  and  women  are  now  taking  an  ac- 
tive part  in  the  administration  of  the  affairs 
of  our  government,  national,  state  and  local, 
in  research  work,  science  and  the  many  pro- 
fessions. Even  in  the  marriage  vow  the  word 
obey  is  being  omitted,  showing  that  woman 
has  assumed  her  rightful  place  as  a helpmate 
and  counsel  for  man. 

The  Woman's  Auxiliary  of  the  Medical  So- 
ciety of  Virginia  was  organized  October  1st. 
19*23.  with  only  twenty-five  members,  and  now 
it  has  a paid  up  membership  of  350.  This 
growing  organization  having  the  approval  of 
the  American  Medical  Association  and  the 
Medical  Society  of  Virginia  will  continue  its 
advancement  onlv  by  getting  the  women  in 
the  various  counties  organized.  As  soon  as  the 
women  get  a vision  of  what  they  can  accomplish 
in  health  and  happiness  for  our  home  and 
state,  then  the  results  of  their  labors  will  be 
made  manifest  throughout  this  Commonwealth. 

For  those  who  have  not  yet  awakened  to  the 
importance  of  this  work,  I can  not  do  better 
than  to  quote  from  Mrs.  John  O.  McReynolds. 
president  of  the  Woman’s  Auxiliary  of  the 
American  Medical  Association : “It  is  what  its 
name  implies — a reserve  force,  an  aid.  a group 
of  conscientious  physicians’  wives  organized 
for  the  purpose  of  responding  to  the  call  of 
the  medical  profession.  While  our  husbands 
are  wrestling  with  purely  scientific  problems, 
we  are  playing  our  humble  part  in  the  drama 
of  their  life’s  work,  our  function  being  to  assist 
in  lightening  the  burdens  of  humanity,  by 
helping  to  preserve  the  health  of  the  people 
and  by  training  the  public  as  far  as  we  can  to 
a higher  appreciation  of  the  medical  profes- 
sion.” 


The  one  great  object  of  the  medical  profes- 
sion today  is  to  teach  the  public  preventive 
medicine,  and  in  no  way  can  they  be  assisted 
in  putting  over  this  great  message  better  than 
by  the  help  and  co-operation  of  the  Woman’s 
Auxiliary. 

The  members  of  the  Auxiliary  in  every 
countv  are  usuallv  amonjr  the  most  active  club 
members.  They  are  in  a position  to  have 
special  health  meetings  and  give  to  these  clubs 
the  advances  in  preventive  medicine,  also  stress- 
ing the  importance  of  periodical  medical  ex- 
aminations. In  this  way  the  health  conditions  of 
the  community  will  be  discussed  by  the  women 
and  they  will  continue  to  discuss  it  by  the 
fireside.  In  no  better  way  can  this  message 
bear  fruit  than  the  general  discussion  in  the 
family  circle. 

I saw  recently  a newspaper  article  in  which 
a mother  protested  against  the  medical  advice 
given  by  a school  inspector  and  gave  as  her 
reasons  that  the  father  had  had  toothache  all 
his  life,  so  the  child  would  have  to  put  up 
with  it.  Many  persons  argue  what  is  good 
enough  for  his  father  is  good  enough  for  him, 
and  some  of  us  seem  to  think  we  must  go 
through  all  the  experiences  of  our  forefathers. 
The  opposition  is  strong  in  many  homes  to  new 
ideas,  and  can  only  be  overcome  by  education 
of  the  public. 

Through  the  Auxiliary,  the  doctors’  wives 
have  become  acquainted  with  our  medical 
meetings,  giving  them  a better  knowledge  of 
the  work,  thereby  making  them  helpmates  and 
pushing  the  profession  on  to  greater  things. 
When  they  become  interested  in  the  health 
problems  of  the  community  and  take  an  active 
part  in  the  Auxiliary,  then  they  will  be  anxious 
for  their  husbands  to  take  an  active  part  in 
the  medical  societies  and  not  isolate  them- 
selves. This  alone  will  be  a great  stimulus  to 
the  profession,  for  it  is  essential  that  the 
modern  physician  attend  medical  meetings  if 
he  wishes  to  keep  abreast  of  the  times. 

The  Auxiliary  has  shown  a spirit  of  co- 
operation and  willingness  to  assist  in  every 
way  possible.  In  the  social  features  they  have 
more  than  done  their  part  in  adding  to  the 
pleasure  of  the  meetings  and  promoting  a bet- 
ter fellowship. 

As  the  Woman’s  Auxiliary  grows  and  they 
become  better  acquainted  with  our  objects  and 
ideals,  then  will  the  profession  at  large  have 
an  organized  body  in  full  accord  with  them, 
to  assist  and  encourage  them  to  go  forward, 
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when  trying  to  accomplish  some  great  object 
for  the  betterment  of  mankind. 

Dr.  Wendell  C.  Phillips,  ex-president  of  the 
American  Medical  Association,  in  a recent  ad- 
dress, said  “May  all  mankind  have  the  vision 
of  a healthier,  happier  world  which  will  blos- 
som into  unheard  of  activity.  May  we  dedi- 
cate ourselves  through  service  to  all  that  will 
advance  and  maintain  and  increase  the  sum  of 
human  happiness.  Every  one  who  looks  into 
the  future  is  charged  with  being  a dreamer. 
But  the  verdict  of  history  has  always  been 
that  the  onward  march  of  science,  religion  and 
civilization  has  been  led  by  dreams.” 

‘‘Who  dreams  shall  live.  And  if  we  do  not  dream 
Then  we  shall  build  no  temple  into  time. 

Yon  dust  cloud,  whirling  slow  against  the  sun. 

Was  yesterday’s  cathedral,  stirred  to  gold 
By  heedless  footsteps  of  a passing  world. 

The  faiths  of  stone  and  steel  are  failed  of  proof, 
The  king  who  made  religion  of  a sword 
Passes,  and  is  forgotten  in  a day. 

The  crown  he  wore  rots  at  a lily’s  root, 

The  rose  unfurls  her  banners  o’er  his  dust. 

The  dreamer  dies,  but  never  dies  the  dream, 

Though  Death  shall  call  the  whirlwind  to  his  aid, 
Enlist  men’s  passions,  trick  their  hearts  with  hate, 
Still  shall  the  vision  live.  Say  nevermore 
That  dreams  are  fragile  things.  What  else  endures 
Of  all  the  broken  world  save  only  dreams.” 

— Dana  Burnet. 


The  Woman’s  Auxiliary  to  the  Norfolk 

County  Medical  Society, 

At  its  annual  meeting  in  November,  elected 
Mrs.  M.  N.  King,  of  Norfolk,  president.  At 
this  meeting,  the  ladies  voted  to  sponsor  a 
movement  for  the  establishment  in  the  city  of 
a hospital  for  the  care  of  tubercular  patients. 
The  Auxiliary  favors  a 100-bed  hospital  for 
white  and  colored  patients,  to  be  a part  pay 
and  part  charity  institution.  The  immediate 
need  for  such  a hospital  in  Norfolk  was  the 
main  topic  of  discussion  at  this  meeting,  the 
City  Home  being  the  only  place  open  to  tuber- 
cular cases  in  that  city,  at  this  time. 

Mrs.  Charles  R.  Grandy,  Norfolk,  was  made 
chairman  of  this  hospital  movement,  and  Mrs. 
Southgate  Leigh  chairman  of  health  educa- 
tion. 


The  Truth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our  let- 
ter of  September  26th,  the  following  have  been  ac- 
cepted : 

DePree  Company 
Sulpharsphenamine — DePree 
Sulpharsphenam'ne — DePree,  0.1  Gm.  Ampules 
Sulpharsphenam’ne — DePree,  0.15  Gm.  Ampules 


Sulpharsphenamine — DePree,  0.2  Gm.  Ampules 
Sulpharsphenamine — DePree,  0.3  Gm.  Ampules 
Sulpharsphenamine — DePree,  0.4  Gm.  Ampules 
Sulpharsphenamine — DePree,  0.45  Gm.  Ampules 
Sulpharsphenamine — DePree,  0.6  Gm.  Ampules 
Sulpharsphenamine — DePree,  1.0  Gm.  Ampules 
Sulpharsphenamine — DePree,  3.0  Gm.  Ampules 
Gilliland  Laboratories,  Inc. 

Typhoid  Vaccine,  30  Ampule  package 
Eli  Lilly  & Co. 

Ephedrine — L lly 

Inhalant  Ephedrine  Compound — Lilly 
Parke,  Davis  & Co. 

Erysipelas  Streptococcus  Antitoxin  (Refined 
Concentrated) — P.  D.  & Co. 

E R.  Squibb  & Sons 

Scarlet  Fever  Streptococcus  Toxin-Squibb,  5 
package  (500,  2,000,  8,000,  25,000,  60,000 
test  doses) 

Scarlet  Fever  Streptococcus  Toxin — Squibb,  50  vial 
package  (500,  2,000,  8,000,  25,000,  60,000  sk.n 
test  doses) 

Winthrop  Chemical  Co. 

Mesurol 

Emulsion  Mesurol,  20  per  cent 
Nonproprietary  Articles 
Ephedrine  (base) 


and 


vial 

skin 


NEW  AND  NONOFFICIAL  REMEDIES 

Diphtheria  Toxin-Antitoxin  Mixture,  0.1  L-f-  (New 
and  Nonofficial  Remedies,  1927,  p.  341). — This  prod- 
uct is  also  marketed  in  packages  of  30  bulbs  each 
containing  1 c.c.,  representing  ten  immunizing  treat- 
ments. Parke,  Davis  & Co.,  Detroit.  (Jour.  A.  M.  A., 
October  1,  1927,  p.  1151). 

Bromural  — 2-monobromisovalerylurea,  obtained  by 
the  interaction  of  urea  with  bromisovaleryl  bromide. 
Bromural  is  a nerve  sedative  which  produces  sleep 
in  mild  cases  of  insomnia  without  markedly  affecting 
the  circulation  or  respiration.  It  is  claimed  to  be 
useful  as  a nerve  sedative  and  for  the  purpose  of 
inducing  sleep  in  functional  nervous  disease.  Bro- 
mural is  not  effective  in  cases  of  insomnia  asso- 
ciated with  pain,  cough,  angina  pectoris  or  delirium. 
It  is  supplied  in  substance  and  in  five  grain  tablets. 
E.  Bilhuber,  Inc.,  New  York.  (Jour.  A.  M.  A., 
October  8,  1927,  p.  1251). 

Erysipelas  Streptococcus  Antitoxin  Refined  and 
Concentrated — P.  D.  & Co. — An  erysipelas  strepto- 
coccus antitoxin  (New  and  Nonofficial  Remedies, 
1927,  p.  337)  prepared  by  immuniz’ng  horses  with 
cultures  of  streptococcus  isolated  from  erysipelas 
The  potency  of  the  product  is  declared  in  “units,” 
a unit  representing  the  amount  of  antitoxin  required 
to  neutralize  one  skin  test  dose  of  toxin.  It  is 
marketed  in  packages  of  one  piston  syringe  contain- 
ing 500,000  units.  Parke,  Davis  & Co.,  Detroit. 
(Jour.  A.  M.  A.,  October  15,  1927,  p.  1335). 

Mesurol. — Benzobis. — A basic  bismuth  salt  of 
methoxy-hydroxybenzoic  acid  containing  from  54  to 
57  per  cent  of  bismuth.  Mesurol  is  proposed  as  a 
means  of  obtaining  the  systemic  effects  of  bismuth 
in  the  treatment  of  syphilis  (see  New  and  Non- 
official Remedies,  1927,  p.  99,  Bismuth  Compounds). 
The  drug  is  supplied  in  the  form  of  emulsion 
mesurol,  20  per  cent  for  intramuscular  administra- 
tion. Winthrop  Chemical  Co.,  Inc.,  New  York. 
(Jour.  A.  M.  A.,  October  22,  1927,  p.  1427). 


PROPAGANDA  FOR  REFORM 

Grapefruit  Infusions. — The  use  of  a cold  water 
infusion  of  whole  grapefruit  (including  peel  and 
pulp)  seems  to  be  one  of  the  fads  of  Frank  Mc- 
Coy, who  dispenses  so  much  dietetic  information 
that  isn’t  so.  According  to  McCoy,  grapefruit  “con- 
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tains  organic  quinine,”  which,  he  declares,  has  “a 
quicker  effect  than  the  inorganic  form  of  quinine 
used  in  tablet  form.”  According  to  McCoy,  this  in- 
fusion of  grapefruit  is  “valuable  in  its  action  upon 
the  liver  and  gallbladder  in  the  elimination  of  gall- 
stones.” Few  men  have  a larger  fund  of  dietetic 
misinformation  than  that  possessed  by  Frank  Mc- 
Coy. (Jour.  A.  M.  A.,,  August  6,  1927,  p.  470). 

Liver  Extracts  in  Anemia. — The  striking  effect  of 
feeding  liver  and  certain  preparations  of  liver  on  a 
number  of  physiological  processes  has  been  estab- 
lished. In  the  case  of  growing  animals,  it  appears 
to  promote  rapid  gains  in  size.  The  extraordinary 
effect  of  diets  including  liver  on  severe  anemias  of 
long  standing  in  dogs  has  been  shown.  Vigorous 
regeneration  of  hemoglobin  and  red  blood  cells  can 
be  brought  about  by  feeding  the  hepatic  tissue  of 
various  species,  beef,  pig,  sheep,  calf  and  chicken 
having  been  tested  with  unquestionable  success. 
Striking  effects  have  been  obtained  in  pernicious 
anemia  with  diets  containing  large  amounts  of 
liver  in  one  form  or  another.  Studies  undertaken 
to  determine  the  constituents  of  liver  which  are 
effective  in  pernicious  anemia  have  been  made  and 
potent  concentrates  have  been  obtained.  (Jour. 
A.  M.  A„  August  13,  1927,  p.  524). 

Lucky  Tiger. — This  is  a dangerous  nostrum  sold 
for  the  treatment  of  dandruff,  eczema  and  sore  feet. 
Because  of  reports  of  severe  skin  irritation  follow- 
ing the  use  of  “Lucky  Tiger,”  the  A.  M.  A.  Chemical 
Laboratory  analyzed  it.  The  Laboratory  concluded 
that  the  preparation  consists  essentially  of  ethyl 
(grain)  alcohol,  methyl  (wood)  alcohol,  sodium 
salicylate  and  sodium  arsenite.  The  amount  of 
arsenic  present  as  sodium  arsenite  was  about  one- 
tenth  as  much  as  found  in  solution  of  potassium 
arsenite  (Fowler’s  solution).  When  the  amount  of 
the  preparation  that  will  be  used  in  an  application 
is  considered,  it  can  be  readily  appreciated  what  a 
relatively  strong  solution  of  arsenic  this  is.  This 
preparation  has  no  place  among  legitimate  home 
remedies.  (Jour.  A.  M.  A.,  August  13,  1927,  p.  541). 

Lukosine  Not  Acceptable  for  N.  N.  R.  *11. — Since 
publication  of  the  report  of  the  Council  on  Phar- 
macy and  Chemistry  on  Lukosine,  the  National  Drug 
Co.  has  informed  the  Council  that  the  quantitative 
formula  for  the  preparation  is  given  in  its  price 
list  and  in  its  “revised  advertising.”  The  latter 
contains  the  following  formula:  “Boric  acid,  80.5 
per  cent;  alum,  9.2  per  cent;  zinc  sulphate  dried, 
4.0  per  cent;  zinc  phenolsulphate  [Phenolsulpho- 
nate?],  2.5  per  cent;  sodium  salicylate,  2.5  per  cent; 
phenol,  1.0  per  cent,  rendered  pleasantly  aromatic 
with  a blend  of  thyme,  peppermint,  eucalyptus  and 
methyl  salicylate.  Each  heaping  teaspoonful  con- 
tains 1/75  grain  of  hydrastine  white  alkaloid.”  In 
view  of  this  the  Council  revises  its  statement  by 
the  omission  of  the  word  “semisecret”  to  read: 
“Lukosine  is  unacceptable  for  N.  R.  R.  because  it 
is  a needlessly  complex,  and  therefore  irrational 
mixture,  marketed  with  a therapeutically  suggestive 
name  and  with  unwarranted  therapeutic  claims,  in 
such  a way  as  to  lead  to  its  indiscriminate  and  ill 
advised  use  by  the  public.”  (Jour.  A.  M.  A.,  August 
13,  1927,  p.  542). 

Digitalis. — It  is  well  known  that  many  cardiac 
patients  who  fail  to  improve  with  full  digitaliza- 
tion, owing  to  some  unknown  condition,  show 
marked  improvement  when  the  same  specimen  of 
digitalis  is  given  subsequently.  Such  cases  afford  op- 
portunity for  attributing  extraordinary  value  to  any 
digitalis  preparation  that  the  clinician  happens  to 
employ  in  the  second  course  of  treatment.  (Jour. 
A.  M.  A.,  August  13,  1927,  p.  543). 


Fumigation  and  Antiseptics. — To  prevent  the 
spread  of  contagion,  personal  cleanliness,  mechani- 
cal cleansing  of  contaminated  areas  and  the  boil- 
ing or  burning  of  articles  that  are  grossly  contami- 
nated is  much  simpler  and  safer  than  the  use  of 
antiseptics  and  fumigation.  These  often  do  little 
more  than  to  give  a false  sense  of  security  and 
leave  a disagreeable  odor.  (Jour.  A.  M.  A.,  August 
13,  1927,  p.  543). 

Harrell  Associated  Chemists. — Harrell  Associated 
Chemists,  322  W.  Washington  St.,  Chicago,  exploit 
a mail  order  cure  for  rheumatism.  As  the  head  of 
the  organization,  one  J.  Randolph  Harrell  is  put 
forward.  In  the  advertising  he  is  styled  “Professor” 
and  advertised  as  “an  authority  on  physiological 
chemistry.”  The  facts  are,  Harrell  is  unknown  to 
reputable  medicine,  pharmacy  or  chemistry.  (Jour. 
A.  M.  A.,  August  20,  1927,  p.  637). 

Alpha-Lobeline. — The  Council  on  Pharmacy  and 
Chemistry  reports  that  under  the  name  “Alpha- 
Lobeline,”  Ernst  Bischoff  Co.,  Inc.,  markets  a solu- 
tion of  the  hydrochloride  of  the  alkaloid  alphalobe- 
line.  The  product  is  marketed  in  ampules  stated  to 
contain,  respectively,  1/6  grain  and  1/20  grain  of 
alpha-lobeline  hydrochloride.  The  product  was  sub- 
mitted to  the  Council  with  the  claim  that  its  use 
was  indicated  in  “asphyxiations,  shocks  and  poi- 
soning where  there  is  central  respiratory  depres- 
sion.” The  Council’s  report  states  that  alpha- 
lobeline  has  been  very  extensively  advertised  with 
claims  that  are  extravagant,  often  bordering  on 
the  sensational.  The  evidence  as  to  the  value  and 
safety  of  the  product  is  still  so  incomplete  that  the 
Council  has  been  unable  to  reach  a definite  con- 
clusion. The  Council  calls  attention  to  a circular 
issued  by  the  American  distributors  containing  a 
“Partial  List  of  Hospitals  Using  Alpha  Lobeline”  and 
to  a paper  by  Norris  and  Weiss.  To  learn  some- 
thing as  to  the  experience  of  some  of  these  hospitals 
with  the  drug,  letters  were  written  to  twenty-seven 
of  the  more  prominent*  of  them.  While  the  reports 
of  some  of  these  hospitals  are  favorable  to  the  use 
of  the  drug  (although  it  cannot  be  said  that  they 
are  at  all  conclusive),  it  is  evident  that  the  circular 
containing  this  list  of  hospitals  “where  the  drug 
is  being  used”  gives  an  erroneous  impression  as  to 
the  extent  of  its  use  and  of  the  results  to  be  ex- 
pected. The  paper  by  Norris  and  Weiss  and  other 
papers  which  have  been  published  contain  no  con- 
clusive evidence  regarding  the  usefulness  of  alpha- 
lobeline.  Since  adequate  evidence  for  the  thera- 
peutic usefulness  of  alpha-lobeline  is  lacking  at  the 
present  time,  the  Council  has  postponed  definite 
action  in  regard  to  the  eligibility  of  the  drug  for 
inclusion  in  New  and  Non-official  Remedies.  (Jour. 
A.  M.  A.,  August  27,  1927,  p.  693). 

Some  Recent  Observations  on  the  Fat  Soluble 
Vitamins. — The  concentrate  of  vitamins  A and  D 
represented  by  the  nonsaponifiable  fraction  of  cod 
liver  oil  is  not  effective  in  herbivora  unless  it  is 
fed  dissolved  in  oil.  These  observations  have  been 
confirmed  in  the  case  of  an  omnivorous  species. 
This  makes  one  question  the  advisability  of  at- 
tempting to  supply  vitapiins  to  man  in  the  form  of 
dry  concentrates  unless  the  latter  are  given  in  oil 
or  in  close  proximity  to  a meal  that  carries  fat. 
The  ready  solubility  of  vitamins  A and  D in  fats 
made  it  seem  likely  that  liquid  petrolatum  would 
also  be  a good  solvent.  Since  the  latter  is  not  ab- 
sorbed from  the  gastro-intestinal  tract,  and  since 
it  had  a widespread  use  as  a laxative,  it  is  important 
to  ascertain  whether  the  fat-soluble  vitamins  in  the 
food  are  liable  to  be  “diverted”  from  alimentary 
absorption  by  the  presence  of  the  nonabsorbable 
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liquid  petrolatum  solvent.  It  has  been  shown  that 
liquid  petrolatum  may  act  as  a solvent  for  vitamin 
A,  thereby  depleting  ingested  foods  of  their  supply 
of  this  factor.  A comparable  influence  on  the 
antirachitic  vitamin  has  not  yet  been  demonstrated, 
though  it  may  naturally  be  expected  if  liberal 
amounts  of  liquid  petrolatum  are  ingested.  Attempts 
have  been  made  to  increase  the  antirachitic  potency 
of  cod  liver  oil  by  irradiation.  The  evidence  in- 
dicates that  this  is  not  feasible.  (Jour.  A.  M.  A., 
August  27,  1927,  p.  694). 

Revising  the  Pharmacopeia. — Apparently  some 
misunderstanding  as  to  the  exact  nature  of  the 
United  States  Pharmacopeia  has  given  opportunity 
for  criticism  of  the  work  of  the  Revision  Committee, 
particularly  of  the  Subcommittees  on  Scope  and 
Nomenclature.  The  first  edition  of  the  United 
States  Pharmacopeia,  published  in  1820,  expressed 
the  purpose  of  selecting  from  among  the  substances 
used  in  medicine  those  remedies  most  worthy  of 
medical  employment.  To  any  one  at  all  familiar 
with  the  progress  of  the  U.  S.  Pharmacopeia,  it  is 
obvious  that  it  tends  more  and  more  to  become  a 
scientifically  reliable  work,  to  realizing  more  and 
more  greatly  the  necessity  for  established  proof  of 
virtue  before  admission  can  be  granted.  (Jour.  A. 
M.  A.,  August  27,  1927,  p.  697). 

Hexol  Not  Acceptable  for  N.  N.  R. — The  Council 
on  Pharmacy  and  Chemistry  reports  that  Hexol 
(formerly  called  Maxol),  is  manufactured  by  the 
Sanitary  Supply  Co.,  and  is  a pine  oil  soap  solution 
stated  to  have  the  following  composition:  Pine  oil, 
65  per  cent;  rosin  soap,  10  per  cent;  cocoanut  oil 
soap,  10  per  cent;  water,  15  per  cent.  It  belongs, 
therefore,  in  the  class  of  pine  oil  disinfectants  which 
were  introduced  some  twenty  years  ago  in  the  ex- 
pectation that  they  would  replace  the  cresol  soap 
solutions  such  as  Liquor  Cresolis  Compositus.  The 
Council  points  out  that  the  name  of  this  unoriginal 
compound  is  not  descriptive  of  the  composition, 
and  is  also  misleading  in  that  it  suggests  the  pro- 
duct to  be  an  alcohol  containing  six  carbon  atoms. 
The  Council  reports  on  the  lack  of  acceptable  evi- 
dence for  the  claims  that  are  made  for  the  prepara- 
tion and  calls  attention  to  a government  bulletin 
giving  notice  to  manufacturers  of  pine  oil  disin- 
fectants in  regard  to  the  evidence  which  should  be 
obtained  before  such  products  are  recommended  as 
general  disinfectants.  The  council  found  Hexol 
unacceptable  for  New  and  Non-official  Remedies  be- 
cause it  is  an  unoriginal  mixture  marketed  under 
a nondescriptive,  proprietary  name,  and  because  it 
is  marketed  under  claims  that  are  unwarranted  in 
the  light  of  available  evidence.  (Jour.  A.  M.  A., 
August  27,  1927,  p.  711). 
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Nasal  Neurology,  Headaches  and  Eye  Disorders.  By 

GREENFIELD  SLUDER,  M.  D„  F.  A.  C.  S.,  Clini- 
cal Professor  and  Director  of  the  Department  of 
Oto-Laryngology,  Washington  University  School 
of  Medicine,  St.  Louis.  St.  Louis.  The  C.  V. 
Mosby  Company.  1927.  Octavo  of  428  pages  with 
167  illustrations,  including  2 color  plates.  Cloth. 
Price,  $11.50. 


Diseases  of  the  Skin.  By  HENRY  H.  HAZEN,  A.  M.r 
M.  D.,  Professor  of  Dermatology  in  the  Medical 
Department  of  Georgetown  University;  Professor 
of  Dermatology  in  the  Medical  Department  of 
Howard  University,  etc.  Third  Edition.  St.  Louis. 
The  C.  V.  Mosby  Company.  1927.  Octavo  of  572 
pages  with  248  illustrations,  including  two  color 
plates.  Cloth.  Price,  $10.00. 

Diseases  of  the  Mouth.  By  STERLING  V.  MEAD, 
D.  D.  S.,  Professor  of  Oral  Surgery  and  Diseases 
of  the  Mouth,  Georgetown  Dental  School;  Profes- 
sor of  Diseases  of  the  Mouth,  Georgetown  Medical 
School;  Oral  Surgeon  to  Georgetown  Hospital, 
etc.  St.  Louis.  The  C.  V.  Mosby  Company.  1927. 
Octavo  of  578  pages,  with  274  original  illustrations 
in  the  text  and  29  full  page  color  plates.  Price, 
$10.00. 

The  Normal  Diet.  A Simple  Statement  of  the 
Fundamental  Principles  of  Diet  for  the  Mutual 
Use  of  Physicians  and  Patients.  By  W.  D.  SAN- 
SUM,  M.  D.,  F.  A.  C.  P.,  Director  of  the  Potter 
Metabolic  Clinic,  Department  of  Metabolism, 
Santa  Barbara  Cottage  Hospital,  Santa  Barbara, 
Calif.  Second  Edition.  St.  Louis.  The  C.  V. 
Mosby  Company.  1927.  8vo  of  136  pages.  Cloth. 
Price,  $1.50. 

Tobacco  and  Physical  Efficiency.  A Digest  of  Clini- 
cal Data  (with  Annotated  Bibliography).  By 
PIERRE  SCHRUMPF-PIERRON,  M.  D.,  Professor 
of  Clinical  Medicine,  University  of  Cairo.  Preface 
by  HENRI  VAQUEZ,  M.  D.,  Professor  of  Medicine, 
University  of  Paris.  Published  under  the  Auspices 
of  The  Committee  to  Study  the  Tobacco  Problem, 
with  a Foreword  by  ALEXANDER  LAMBERT,  M. 
D.,  President.  Paul  B.  Hoeber,  Inc.,  New  York. 
1927.  8vo  of  134  pages.  Cloth.  Price,  $1.85. 

Nerve  Tracts  of  the  Brain  and  Cord.  Anatomy: 
Physiology:  Applied  Neurology.  By  WILLIAM 
KEILLER,  F.  R.  C.  S.,  Ed.,  Professor  of  Anatomy 
and  Applied  Anatomy,  University  of  Texas.  New 
York.  The  Macmillan  Company.  1927.  Octavo 
of  456  pages.  Cloth. 

Strabismus.  Its  Etiology  and  Treatment.  By  OSCAR 
WILKINSON,  M.  D.,  D.  Sc.,  Surgeon  in  Chief  of 
Washington  Eye  and  Ear  Hospital,  Washington, 
D.  C.  St.  Louis.  The  C.  V.  Mosby  Company. 
1927.  Octavo  of  240  pages.  Illustrated.  Cloth. 

Abbott  Ampules  of  Guaranteed  Purity  and  Accuracy. 
Therapeutic  Suggestions  for  Their  Uses.  Copies 
may  be  obtained  without  cost  on  application  to 
the  Abbott  Laboratories,  North  Chicago,  111. 

The  Rockefeller  Foundation.  Annual  Report.  1926. 
The  Rockefeller  Foundation,  61  Broadway,  New 
York,  N.  Y.  466  pages.  Paper. 

Better  Business  Through  Research  in  New  England 
Industry.  Introduction  and  Summary  of  Findings. 
Prepared  for  the  Research  Committee  of  the  New 
England  Council  by  the  Policyholders  Service  Bu- 
reau, Metropolitan  Life  Insurance  Company,  1 
Madison  Avenue,  New  York.  29  pages.  Paper. 

The  Growing  Child.  His  Needs  and  Cares.  By 
HERMAN  N.  BUNDESEN,  Sc.  D.,  M.  D„  Commis- 
sioner of  Health,  Chicago,  Professional  Lecturer 
in  Public  Health  Administration  in  the  University 
of  Chicago,  etc.  Author  of  various  books  on 
health  subjects.  Octavo  of  144  pages.  Paper. 
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Editorial 

Detection  of  Pernicious  Anemia. 

Experience  lends  color  to  the  observation 
that  pernicious  anemia  not  infrequently  ad- 
Arances  to  terminal  stages  before  recognition 
of  the  dire  blood  condition  is  made.  As  one’s 
clinical  experience  widens,  both  from  personal 
patients  and  consultation  patients,  one  is  im- 
pressed by  a too  great  frequency  of  failure  to 
detect  pernicious  anemia  in  anything  like 
early  stages.  Pernicious  anemia  has  had  too 
inconspicuous  a place  in  medical  literature;  it 
has,  along  with  other  anemias,  played  subordi- 
nate roles.  It  has  been  possibly  over  shadowed 
by  the  larger  light  in  the  catalogue  of  disease : 
— tuberculosis  with  its  anemia,  malaria  with 
its  blood  destruction,  cancer  with  its  cachexia, 
cirrhosis  of  the  liver  with  its  pallid  and  tinted 
complexion,  and  diseases  of  spleen  with  blood 
destruction  have  been  foremost  in  considera- 
tion, without  emphasis  upon  blood  pictures. 
Too  frequent  instances  have  occurred  in  which 
there  was  a failure  in  the  recognition  of  that 
distinct  disease  entity,  pernicious  anemia. 

The  awakening  of  interest  in  pernicious  ane- 
mia has  brought  to  light  the  suggestion,  too, 
that  there  have  been  cases  which  have  escaped 
recognition  until  A-ery  late  stages. 

If  one  keeps  in  mind  accepted  clinical  signs 
of  pernicious  anemia,  the  disease  may  be  rather 
easily  picked  up  in  the  ordinary  course  of  ex- 
amination. This  is  particularly  true  in  pa- 
tients at  all  advanced.  The  mouth  and  tongue 
symptoms;  stomach  and  intestinal  disturbances; 
.spinal  cord  degenerative  signs  together  Avith 


the  yelloAV  tint  of  the  skin ; progressive  Aveak- 
ness,  without  marked  loss  of  body  fat,  are 
readily  recalled.  Signs  of  blood  destruction 
and  also  signs  of  abnormal  blood  cell  forma- 
tion, serve  to  give  in  microscopic  study  of  the 
blood,  those  certain  characteristics  which  dis- 
tinguish or  identify  pernicious  anemia.  The 
high  color  index  and  the  Ioav  red  cell  count 
stand  out  as  signally  important  criteria  in  the 
diagnosis.  Definite  abnormalities  of  the  red 
cells  are  found,  which  need  not  be  cited  here. 

The  acknowledged  fatality  of  the  disease 
under  any  and  every  sort  of  treatment  makes 
for  a grave  challenge  to  medical  progress. 
Since  pernicious  anemia  was  first  described, 
by  Addison  in  1855,  up  to  the  present  time, 
medical  treatments  of  one  sort  and  another 
have  been  employed.  By  some  clinicians  for 
a time  a particular  method  of  treatment  may 
have  been  favorably  considered,  but  in  the 
course  of  time,  no  treatment  has  stood  the  test. 

The  past  tAvo  years  has  seen  the  presenta- 
tion of  a system  of  treatment  which  to  say  the 
least  presents  faA'orable  data  of  about  150  cases 
of  pernicious  anemia.  This  is  probably  the 
largest  group  of  this  disease  ever  studied. 

The  combined  papers  of  Minot  and  Murphy 
and  Ivoessler  and  Maurrer,  appearing  within 
the  past  tAvo  years,  presents  a consideration  of 
this  disease  from  the  standpoint  of  the  treat- 
ment which  rightfully  arrests  the  attention  of 
clinicians.  It  is  all  A'erv  Avell  for  individuals 
to  suggest  this  or  that  objection,  based  upon 
the  study  of  a few  cases  but  the  weight  of 
opinion  must  be  yielded  to  those  who  can  pre- 
sent findings  of  importance  after  a study  of 
150  cases  of  this  rather  infrequent  disease. 
The  use  of  both  groups  of  cases,  above  referred 
to,  is  employed  because  both  groups  of  ob- 
servers emphasize  the  same  fundamentals. 
Minot  and  Murphy  emphasize  liver,  and  Koes- 
sler  and  Maurrer,  vitamines;  but  a reading  of 
the  details  of  treatment  disclose  that  funda- 
mentally, there  is  marked  similarity.  So  one 
may,  in  commenting,  say  generally  that  a 
favorable  method  of  treatment  based  upon  the 
rich  A’itamine  and  high  caloric  diet  treated 
Avith  indications  of  steady  improvement  in  150 
cases,  ghes  one  the  feeling  that  a big  funda- 
mental has  been  struck  in  the  treatment  of  per- 
nicious anemia. 

Bile  Flow. 

Snell  and  co-workers  have  been  making  in- 
teresting studies  on  animals  in  the  experimen- 
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lal  obstruction  of  bile  flow  from  the  common 
duct,  with  special  reference  to  the  production 
of  diseases  of  the  liver  and  of  the  measure  of 
impaired  hepatic  function  thereby  superin- 
duced. Fructose  tolerance  test;  nitrogen  parti- 
tion in  the  blood:  serum  bilirubin,  and  the 
phenloltetrachlorphthalein  test  were  thus 
studied.  The  paper,  of  the  present  comment, 
reports  work  upon  the  bromsulphthalein  of 
Rosenthal  and  White,  the  bile  acid  content  of 
the  blood,  and  the  elimination  of  intraven- 
ously injected  bile  acids. 

Our  readers  are  asked  to  read  this  paper. 
The  retention  of  bromsulphthalein  closely  par- 
alleled the  degree  of  bile  retention  and  was  in 
agreement  with  the  tests  of  phenoltetrachlor- 
phthalein,  previously  reported;  the  bilirubin 
content  of  serum  decreased  as  the  later  stages, 
of  induced  hepatic  disease,  advanced.  While 
intravenously  injected  bile  salts  were  rapidly 
removed  from  blood  stream  of  normal  animals, 
in  animals  with  obstructive  jaundice,  by  liga- 
tions of  the  common  duct,  there  was  marked 
retention  of  bile  acids. 

Besides  the  important  findings  of  these  tests, 
which  appear  to  possess  special  interest  as 
criteria  for  judging  hepatic  disease  and  bile 
flow,  the  experiments  showed  certain  clinical 
signs  of  liver  disease  which  interests  the  prac- 
titioner and  clinician.  As  much  of  the  daily 
work  of  the  internist  and  practitioner  has  to 
do  with  impaired  hepatic  function  and  ad- 
vanced liver  disease,  the  production  of  spec- 
tacular  signs  of  liver  disease  and  all  its  vascu- 
lar compensatory  phenomena,  in  a group  of 
animals  in  the  course  of  some  three  months, 
affords  a special  opportunity  to  observe  the 
rapid  demonstration  in  the  animal  of  a dis- 
ease that  in  man  takes  years  to  consummate. 

They  studied  fifteen  animals;  one  group  in 
which  the  common  duct  was  ligated;  another 
group  in  which  cholecystectomy  was  per- 
formed. in  addition  to  the  ligation  of  the  com- 
mon duct.  The  animals  were  fed  a diet  of 
milk,  meat,  and  dog-biscuit.  After  the  ob- 
struction by  ligation  of  the  common  duct  was 
made  the  dogs  showed  (1)  anorexia  (2)  weak- 
ness (3)  progressive  loss  of  weight.  To  over- 
come these  symptoms  some  of  the  dogs  were 
daily  fed  by  a stomach  tube  with  a mixture  of 
corn  syrup  and  milk.  This  helped  to  keep 
the  dogs  in  better  condition  folloAving  opera- 
tions. Two  of  the  dogs  lived  for  108  and  120 
days. 

It  is  worth  while  to  follow  the  history  of 


dog  in  Experiment  I.  October  29,  1925,  a 
twenty  pound  dog,  female,  was  operated  upon 
and  the  gall-bladder  was  removed  and  the 
common  bile  duct  was  ligated  in  two  places 
and  severed.  This  dog  lived  108  days.  The 
day  after  operation  jaundice  appeared  in  the 
eyes  and  mucous  membranes  and  in  the  urine. 
On  November  1,  this  jaundice  was  very  marked 
and  feces  were  of  a light  color.  The  dog  gradu- 
ally, with  feeding  by  corn  syrup  and  milk,  re- 
covered from  the  operation  and  attained  a 
fairly  good  condition.  The  jaundice  gradually 
decreased  and  the  animal  gradually  lost 
weight. 

In  about  eight  weeks  after  the  operation, 
with  a decrease  of  jaundice  evident,  interest- 
ing phenomena  of  the  collateral  circulation  be- 
gan to  appear  on  abdominal  wall,  with  drop- 
sical accumulation  of  fluid  in  the  abdominal 
cavity.  Ascites  increased  rapidly  and  by  Janu- 
ary 1st.  an  increase  in  weight  was  observed. 
On  February  1st  the  weight  was  about  twenty- 
three  pounds,  the  hind  legs  were  sAvollen  and 
there  was  edema  of  the  abdominal  wall  and 
ascites.  On  February  14th,  the  dog  died. 
Necropsy  shoAved  marked  edema  of  the  ab- 
dominal wall  and  hind  legs,  and  3,800  c.c.  of 
ascitic  fluid  was  removed  from  the  abdominal 
cavity.  Signs  of  collateral  circulation  were 
noted  in  the  vessels  of  the  omentum;  in  the 
veins  of  lower  part  of  the  esophagus,  in  the 
stomach  circulation;  in  the  Areins  of  Sappev; 
in  the  splenic  ATessels.  and  in  the  pelvic  plexus 
of  veins.  There  Avas  at  necropsy  very  little 
evidence  of  bile  stain  in  tissues  or  fluids  of 
the  body.  The  liver  wsis  small,  shrunken, 
tough  and  reddish  broAvn,  freely  mottled  Avith 
granular  formations.  The  common  duct  Avas 
greatly  distended  and  the  obstruction  was 
complete.* 


Such  a course  of  eA^ents  superinduced  by 
ligation  of  the  common  duct  brings  to  mind 
that  course  of  clinical  events  observed  in  hepa- 
tic disease  in  the  human  folloAving  infective 

c“> 

disease  of  the  gall-tract  and  in  certain  dis- 
eases of  the  liver.  Every  clinician  has  seen 
the  development  of  such  a train  of  symptoms, 
more  or  less  parallel  to  those  in  these  dogs. 
The  degree  of  the  symptoms  varies,  of  course, 
with  the  completeness  and  permanence  of  the 
damage  done.  Persistent  resistance  to  the  out- 
floAV  of  bile ; constant  abridgment  of  hepatic 
function ; years  of  over  use  of  hepatic  cells, 

*The  work  of  Snell  and  Greene  and  Rountree,  Archives  of  In- 
ternal Medicine,  Oct.  15,  1927. 
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by  excess  of  food  or  drink,  chronic  focal  infec- 
tion of  the  gall-tract  or  the  bile  radicals,  may 
bring  in  the  human,  in  the  course  of  time,  what 
Avas  induced  in  three  months  in  the  dog. 

Gall-Bladder  Disease. 

Kehfuss  has  recently  discussed  differential 
diagnosis  of  gall-bladder  disease  ( Annals  of 
Internal  Medicine , Yol.  I.,  No.  2,  Pg.  80).  He 
takes  the  following  point  of  ATiew : 

1.  Gall-bladder  disease  is  an  effect  rather 
than  a cause;  a result  rather  than  a proA'oea- 
the  agent  in  many  cases. 

2.  Gall-bladder  disease  cannot  be  divorced 
from  the  central  hepatoenteric  system  of  which 
it  is  a link  in  the  chain. 

3.  Gall-bladder  may  be  considered  as  an 
actual  functioning  diverticulum  in  the  afferent 
transit  system  from  the  liver  to  the  bowel. 

4.  Gall-bladder  disease  rarely  exists  alone. 
The  li\'er  is  usually  implicated. 

Following  the  thought  of  HeATd  and  Mac- 
Neal  it  is  stated  that  cholecystitis  is  only  a 
part  of  a generalized  chronic  infection,  that 
cholecystitis  is  frequently  associated  with  a 
certain  degree  of  pancreatitis;  that  the  colon 
is  nearly  always  affected  in  some  Avay;  that 
the  portal  system  is  in  many  instances  involved. 
In  making  a diagnosis  the  history,  physical 
examination.  X-ray  examination,  duodenal  in- 
tubation and  study  of  the  blood  serum,  such 
as  the  Van  Den  Bergh  reaction,  the  icterus  in- 
dex. blood  cholesterol,  are  properly  employed. 


News  Notes 


toisf)  our  readers  anil  tfjose  tfjepfjolti  t>car 
91  fflerrp  Christmas  anb  I&appp  jTeto  gear! 

Tularaemia  Situation. 

A recent  article,  on  the  subject  of  Tula- 
raemia, in  one  of  the  popular  weekly  Journals 
having  a large  circulation  has  led  to  a wide 
spread  interest  in  this  disease  throughout  the 
state.  The  interest  caused  by  this  article  and 
the  desire  for  facts  concerning  the  disease  as 
evidenced  by  numerous  inquiries  causes  me  to 
believe  that  a brief  statement  as  to  the  actual 
situation  might  be  of  interest. 

In  the  February  issue  this  year  of  the  Medi- 
cal Monthly  a brief  article  was  published  de- 
sci'ibing  the  symptoms  of  Tularaemia  and  other 


pertinent  facts  regarding  this  disease.  These 
facts  will  not  be  repeated  but  a reprint  will 
be  gladly  forwarded  to  anyone  interested.  The 
publication  of  this  article  had  one  Arerv  in- 
teresting result.  It  attracted  the  attention  of 
Dr.  C.  H.  DaAudson,  Avho  had  had,  in  a certain 
section  of  Rockbridge  County,  a series  of  cases 
of  fever  which  had  never  been  satisfactorily 
diagnosed.  After  reading  this  article  he  ob- 
tained blood  specimens  from  several  of  these 
patients.  Even  though  the  cases  were  several 
years  old  the  agglutinins  Avere  found  to  be 
still  present  in  the  blood  thus  giving  a posi- 
tive diagnosis  for  Tularaemia.  Two  of  these 
cases  occurred  in  1920  and  are  probably  the 
first  definitely  knoAvn  cases  in  the  eastern  part 
of  the  United  States. 

Up  to  the  present  time  we  have  had  in  the 
State  of  Virginia  definite  knowledge  of  only 
twelve  cases  of  this  disease.  There  have  prob- 
ably been  many  more  cases,  nevertheless,  I 
believe  there  haAe  not  been  enough  cases  to 
justify  the  fear  that  has  arisen.  The  twelve 
cases  of  which  we  have  definite  knowledge 
are  as  follows : 

One  from  Chesterfield  County  (1924),  by 
Dr.  T.  S.  Shelton,  Richmond. 

Three  from  Rockbridge  (two  in  1920  and 
one  in  1925),  by  Dr.  C.  H.  Davidson,  Lex- 
ington. 

Four  from  Lee  County  (1925),  LT.  S.  Public 
Service  Report,  Feb.  26,  1926. 

One  from  Surry  County  (1925),  by  Drs. 
Douglas  Vanderhoof  and  T.  D.  Davis,  Rich- 
mond. 

One  from  City  of  Richmond  (1926),  by  Dr. 
C.  I.  Sease. 

One  from  Essex  County  (1926),  by  Dr.  F. 
B.  Wilson,  Tappahannock. 

One  from  Pittsylvania  (1927),  by  Dr.  J.  C. 
Anderson.  Chatham. 

As  noted  aboA’e  there  has  been  only  one  case 
so  far  in  1927.  The  actual  situation  does  not 
apparently  justify  the  fear  that  has  arisen  con- 
cerning the  eating  and  handling  of  rabbits. 
Rabbits  that  appear  sick  and  those  brought  in 
by  dogs  or  cats  should  be  avoided.  It  Avould 
likewise  be  advisable  for  any  person  handling 
lar<re  numbers  of  rabbits  to  use  rubber  gloves 
habitually.  Tularaemia  is  nearly  always  con- 
tracted by  material  from  a rabbit  getting  into 
an  open  cut  or  sore  on  the  hand.  There  is,  of 
course,  no  danger  from  the  eating  of  the  cooked 
rabbit. 
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It  is  urged  that  physicians  send  in  speci- 
mens of  whole  blood  from  all  suspected  cases, 
so  that  if  this  disease  is  prevalent  in  any  part 
of  the  State  steps  can  be  taken  to  control  it. 

Aubrey  H.  Straus.  Director , 
Laboratories  State  Board  of  Health  and 
Richmond  Health  Bureau. 
The  Post-Graduate  Medical  Society  of 
Southern  Virginia 

Held  its  regular  meeting  at  Surry.  Novem- 
ber 8th.  under  the  presidency  of  Dr.  E.  W. 
Young,  of  Petersburg.  Dr.  W.  C.  Powell, 
Petersburg,  is  secretary-treasurer.  Following 
a subscription  dinner,  the  first  part  of  the 
program  was  given  over  to  “Journal  Hour” 
which  was  participated  in  by  Dr.  W.  W. 
Seward,  of  Surry,  Dr.  J.  H.  Parker,  of  Den- 
dron,  and  Dr.  Herbert  C.  Jones,  of  Petersburg. 
Following  this  there  was  a symposium  on 
“Pneumonia”,  which  was  discussed  bv  Dr.  J. 
M.  Bailey,  of  Hopewell,  Drs.  W.  M.  Bowman, 
J.  Bolling  Jones,  IV.  A.  Reese  and  IV.  B. 
Mcllwaine,  of  Petersburg.  Discussion  on  this 
was  opened  by  Dr.  Joel  Crawford,  of  Yale, 
and  Dr.  F.  E.  Steere,  of  Claremont. 

This  Society  is  composed  of  doctors  from 
the  counties  of  Nottoway,  Dinwiddie,  Prince 
George,  Greensville,  Brunswick,  Surry  and 
Sussex,  and  the  attendance  of  thirty-three  at 
this  meeting  gives  promise  of  its  being  an  ex- 
cellent organization. 

The  Lee  County  Medical  Society, 

At  a meeting  held  recentty,  re-elected  Dr. 
C.  C.  Pearce,  of  Pennington  Gap,  president, 
and  elected  Dr.  P.  D.  Pence,  of  St.  Charles, 
secretary. 

The  Augusta  County  Medical  Association 

Held  its  regular  tri-monthly  meeting  in 
Staunton,  November  2,  the  members  joining  in 
a subscription  supper.  Dr.  J.  Fairfax  Fulton 
gave  his  address  as  president,  and  Dr.  M.  J. 
Payne  read  a paper  on  “Some  Phases  of  Ane- 
mia”. Dr.  IV.  F.  Hartman,  Staunton,  R.  D. 
7,  is  secretary,  and  Dr.  T.  M.  Parkins,  Staun- 
ton, treasurer. 

The  Clinch  Valley  Medical  Society 

Held  its  semi-annual  meeting  at  Norton, 
November  4,  with  an  attendance  of  forty-four 
members.  Dr.  C.  B.  Bowyer,  Stonega,  pre- 
sided. Papers  were  presented  by  Dr.  W.  IV. 
Cort,  professor  in  the  school  of  Hygiene,  Johns 
Hopkins  University,  Baltimore;  Drs.  N.  H. 
Short,  W.  R.  Culbertson  and  G.  B.  Setzler,  of 
Norton:  Dr.  Charles  Stevens  of  the  Depart- 
ment of  Experimental  Medicine  with  Parke, 


Davis  and  Company;  Drs.  J.  D.  IViHis,  Rov 
M.  Hoover  and  E.  G.  Gill,  of  Roanoke;  and 
Dr.  Albert  II.  Hoge,  of  Bluefield,  West  Vir- 
ginia. At  the  business  session,  the  following- 
officers  were  re-elected  for  a year : President. 
Dr.  C.  B.  Bowyer,  Stonega ; vice-presidents, 
Drs.  J.  M.  Daughtery,  Nickelsville,  P.  D. 
Pence,  St.  Charles,  and  T.  T.  McNeer,  Dante; 
and  secretary-treasurer,  Dr.  J.  C.  Sutherland, 
Clintwood. 

It  was  decided  at  this  meeting  that  the  seven 
counties  comprising  the  Clinch  Valley  Medi- 
cal Society — Wise,  Tazewell,  Lee,  Russell, 
Dickenson,  Buchanan  and  Scott — should  each 
have  a separate  charter  from  the  State  Society 
and  that  the  members  from  these  counties 
should  go  into  separate  sessions  at  the  meet- 
ing of  the  Clinch  Valley  Society  to  transact 
business  or  consider  any  questions  of  particu- 
lar interest  to  the  respective  counties,  but  that 
they  should  have  their  papers  and  scientific 
sessions  together.  This  plan  should  give  the 
advantage  of  a stronger  organization  and  bet- 
ter programs  altogether. 

The  Piedmont  Medical  Society 

Met  at  Orange,  Va.,  December  the  2nd,  with 
a registered  attendance  of  thirty-seven.  This 
was  an  exceedingly  interesting  meeting  with 
demonstrations  and  talks  by  Dr.  Frank  Staf- 
ford, of  Blue  Ridge  Sanatorium,  Dr.  J.  Edwin 
Wood,  Dr.  Wm.  H.  Goodwin,  and  Dr.  V.  IV. 
Archer,  of  the  University  of  Virginia.  Dr. 
Archer  substituted  for  Dr.  J.  S.  Davis,  who 
was  taken  ill  after  publication  of  the  program. 
The  importance  of  the  organization  of  all 
counties  composing  the  Piedmont  Society  was 
discussed  and  met  with  the  endorsement  of 
that  body.  It  is  hoped  that  all  these  coun- 
ties may  soon  decide  to  secure  charters  from 
the  State  Society  and  arrange  to  have  separate 
county  meetings  for  a short  period  during 
meetings  of  the  district  society. 

The  following  officers  were  elected  for  1928: 
President.  Dr.  H.  T.  Nelson,  Charlottesville: 
vice-presidents,  Dr.  IV.  C.  Mason,  Gordons- 
ville,  and  Dr.  H.  L.  McCoy,  Crozet;  secretary- 
treasurer,  Dr.  Lewis  Holladay.  Orange. 

It  was  decided  to  hold  the  next  meeting  in 
Fredericksburg,  Va.,  the  latter  part  of  May, 
in  conjunction  with  the  Northern  Neck  Medi- 
cal Society. 

The  South  Piedmont  Medical  Society 

Held  its  semi-annual  meeting  in  Danville, 
November  15th,  under  the  presidency  of  Dr. 
Sam  Wilson,  of  Lynchburg,  Va.  Dr.  Geo.  A. 
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Stover,  South  Boston,  was  in  his  accustomed 
place  as  secretary.  In  addition  to  several  in- 
teresting papers  by  members  and  invited  guests, 
there  was  a symposium  on  “The  Diseases  of 
the  Heart  Met  with  in  General  Practice”, 
which  was  discussed  by  Dr.  H.  H.  Hurt,  of 
South  Boston,  Dr.  T.  N.  Davis,  of  Lynchburg. 
Dr.  J.  J.  Neal,  of  Danville,  and  Dr.  6.  O.  Ash- 
worth, invited  guest  of  Richmond. 

The  Virginia  Pediatric  Society 

Held  its  second  annual  meeting  at  St.  Paul's 
Parish  House,  Petersburg,  Va.,  Wednesday 
October  19,  the  president,  Dr.  N.  Thomas 
Ennett  presiding.  For  the  purpose  of  mutual 
benefit  it  is  the  policy  of  the  Pediatric  Society 
to  meet  at  the  same  time  and  place  as  the  Vir- 
ginia State  Medical  Society. 

It  was  a very  enthusiastic  and  interesting 
meeting  and  about  thirty  members  of  the  So- 
ciety were  present.  The  Constitution  and  By- 
Laws  were  adopted  and  problems  of  child  life 
and  the  practice  of  pediatrics  were  discussed 
in  an  informal  manner. 

The  guest  of  honor  was  Dr.  Wilburt  C. 
Davison.  Dean  of  Duke  University.  Dr.  Davi- 
son spoke  briefly  during  the  discussion.  The 
topic  for  discussion  was : “Suggestions  As  To 
What  Can  Be  Done  To  Develop  The  Virginia 
Pediatric  Society  To  Its  Broadest  Possible 
Usefulness  To  The  People  and  The  Medical 
Profession  of  Virginia.”  The  leaders  for  dis- 
cussion were  Dr.  F ranklin  Wilson,  of  Norfolk, 
and  Dr.  Lawrence  T.  Royster,  of  the  Univer- 
sity of  Virginia. 

The  following  officers  were  elected  for  the 
coming  year:  President,  Dr.  Lawrence  T. 
Royster,  University;  vice-president,  Dr.  Chas. 
E.  Conrad,  Harrisonburg:  secretary-treasurer. 
Dr.  Wm.  B.  Mcllwaine,  Petersburg. 

After  this  the  meeting  was  adjourned  to  meet 
October  IT.  1928,  in  Danville.  Virginia. 

The  Virginia  Pediatric  Society  which  was 
organized  at  Norfolk,  October  13,  1926,  prom- 
ises, from  the  evident  interest  taken  in  it  and 
with  the  membership  of  now  over  fifty,  to  be 
a vital  adjunct  in  advancing  the  child  welfare 
program  of  the  State  Board  of  Health  and 
pediatrics  in  general  throughout  the  State. 
The  Virginia  Hospital  Association 

At  a meeting  held  in  Petersburg.  October 
19th.  1927,  elected  the  following  officers:  Dr. 
,T.  M.  Shackelford,  Martinsville,  President; 
Dr.  Hugh  H.  Trout,  Roanoke,  and  Dr.  J.  E. 
Rawls,  Suffolk,  vice-presidents,  find  Dr.  John 
O.  Boyd.  Roanoke,  secretary-treasurer. 


The  executive  committee  is  composed  of  Drs. 
F.  H.  Smith,  Abingdon.  A.  T.  Finch,  Chase 
City,  and  W.  E.  Brown.  Charlottesville. 

The  next  meeting  will  be  held  in  Danville 
during  the  next  meeting  of  the  Medical  So- 
ciety  of  Virginia. 

Married. 

Dr.  Carleton  Moorman,  Altavista,  Va.,  and 
Miss  Mary.  Katharine  Smith,  Martinsville. 
Va,,  November  16. 

Dr.  M.  E.  Hundley,  Martinsville,  Va.,  and 
Miss  Mary  Kate  Black,  daughter  of  Dr.  Hugh 
R.  Black,  of  Spartanburg,  S.  C.,  November  10. 

Dr.  Robert  Felix  Gillespie,  recently  of 
Wilder.  Va.,  and  Miss  Mary  Virginia  Jessel, 
Lebanon,  Va.,  November  16.  Upon  return 
from  a wedding  trip  thev  located  at  Bastian. 
Va. 

Dr.  I.  H.  Goldman,  and  Miss  Katherine 
Trauerman,  both  of  Richmond.  Va.,  Novem- 
ber 28. 

Dr.  Guy  Carleton  Amory,  Hilton  Village, 
Va.,  and  Miss  Bessie  Lee  Granger,  Richmond. 
Va.,  November  26.  Dr.  Amory  is  a member 
of  the  class  of  '26,  Medical  College  of  Virginia. 
Major  Allen  J.  Black,  U.  S.  A. 

Former  Virginian  who  has  recently  been 
stationed  at  Ft.  Andrews,  Mass.,  is  on  leave 
of  absence  in  Richmond  until  the  first  of  the 
year. 

Chinese  Playground,  San  Francisco,  Real 

Recreation  Center. 

The  Chinese  playground  in  San  Francisco's 
Chinatown  district  has  proved  a real  center  of 
recreation  for  300  to  500  children  daily  who 
would  otherwise  have  only  the  narrow  streets 
of  Chinatown  for  play  space.  This  play- 
ground. opened  some  time  ago  as  an  experi- 
ment, was  started  with  some  misgivings,  the 
director  says,  because  of  the  deep-rooted  das'- 
distinction  among  the  Chinese  people.  rlhe 
leaders,  however,  have  been  successful  in  con- 
ducting all  the  play  activities  on  the  basis 
of  complete  equality  by  appealing  to  the  Chi- 
nese pride  in  politeness. 

Dr.  Paul  Redd, 

Who  has  been  practicing  at  Yorktown,  Va.. 
for  several  years,  has  returned  to  Richmond, 
and  is  located  at  2706  Fourth  Avenue,  this  city. 
State  Supervision  of  Classes  for  Special- 

Problem  Children. 

Nine  States  conducted  special  classes  for  the 
care  and  treatment  during  school  hours  of  de- 
fective or  special-problem  children.  These 
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classes  are  under  the  supervision  of  one  or  more 
members  of  the  staff  of  the  State  Department 
of  education.  Alabama,  Connecticut,  Minne- 
sota, New  Hampshire,  New  York,  Ohio.  Penn- 
sylvania, Wisconsin,  and  Wyoming  are  the 
States  that  reported  such  service  in  1926. 

Dr.  B.  L.  Naiman, 

Of  Norfolk,  Va.,  has  moved  to  Washing- 
ton, D.  C.,  and  has  offices  at  1748  N Street, 
Northwest. 

Dr.  T.  Duckett  Jones, 

University,  Va.,  son  of  Dr.  J.  Bolling 
Jones,  of  Petersburg,  Va.,  is  spending  a year 
in  London,  England,  where  he  is  taking  spe- 
cial heart  work  at  the  University  College  Hos- 
pital Medical  School. 

Dr.  W.  E.  Ritter 

Announces  that  he  has  moved  from  White- 
wood,  Va.,  to  West  Graham,  Va. 

Scientific  Exhibit  at  A.  M.  A.  Meeting. 

The  Committee  on  Scientific  Exhibit  of  the 
American  Medical  Association  announces  that 
it  will  now  begin  receiving  applications  for 
space  at  the  Minneapolic  meeting,  June  11-15, 
1928.  All  applications  must  be  received  before 
March  20th.  The  Scientific  Exhibit  will  be 
housed  in  the  Minneapolis  Auditorium,  in 
which  building  will  also  be  the  Registration 
Bureau,  Technical  Exhibits,  and  some  of  the 
Sections  of  the  Scientific  Assembly.  Those 
interested  in  securing  space  for  scientific  ex- 
hibits may  secure  application  forms  for  space 
from  the  Director  of  Scientific  Exhibit.  A.  M. 
A.,  535  N.  Dearborn  Street,  Chicago,  111. 

Dr.  A.  G.  Coumbe, 

Who  has  been  serving  as  manager  of  the 
sub-office,  U.  S.  Veterans’  Bureau  at  Llonolulu, 
T.  H.,  has  been  transferred  to  the  JT.  S.  Vet- 
erans’ Hospital,  at  Fort  Bayard,  New  Mexico. 

The  Association  of  Women  Physicians  of 

the  South 

Held  its  annual  dinner  in  Memphis,  Tenn., 
during  the  meeting  of  the  Southern  Medical 
Association,  on  Wednesday  evening,  Novem- 
ber the  16th,  just  prior  to  the  president’s  re- 
ception. This  is  a social  organization  in 
which  all  women  doctors  in  the  Southern  Medi- 
cal Association  are  eligible  to  membership. 
Drs.  Mary  Baughman  and  Pauline  Williams, 
both  of  Richmond , were  the  only  women  doc- 
tors from  Virginia  in  attendance.  Dr.  Anna 
Sawyer,  Atlanta,  Ga.,  was  elected  president 
for  the  coming  year,  and  Dr.  Mary  B.  Baugh- 


man, Richmond,  was  elected  secretary-treas- 
urer. 

Austria’s  New  Social-Insurance  Law. 

A law  regarding  sickness,  accident,  and  in- 
validity insurance,  passed  April  1,  1927,  makes 
insurance  compulsory  for  all  manual  workers 
and  apprentices,  except  those  employed  in 
agriculture  and  forestry.  In  the  law  of  1888, 
which  this  supersedes,  and  all  previous  laws, 
only  those  whose  wages  were  below  a certain 
amount  were  insured,  and  benefits  were  less 
generous.  A law  of  1920,  however,  requires  all 
clerical  workers  to  be  insured. 

Under  the  law  of  1927  sick  benefits  are  paid 
not  only  to  insured  persons,  but  also  to  the 
noninsured  wives  of  insured  men  and  their  de- 
pendent children,  whether  legitimate  or  illegi- 
timate. The  sick  benefits  consist  of  cash  pay- 
ments, and  medical  aid,  though  institutional 
care  may  be  substituted.  Insured  women  are 
entitled  to  maternity  benefit,  paid  at  the  rate 
of  the  sick  benefit,  for  six  weeks  before  and  six 
weeks  after  confinement.  Noninsured  wives  of 
insured  men  receive  one-half  of  the  regular 
sick  benefit  during  that  time.  Nursing  mothers, 
whether  wives  of  insured  men  or  insured  in 
their  own  right,  receive  for  twelve  weeks  a 
nursing  benefit  paid  at  half  the  rate  of  the 
sick  benefit. 

Surgeon  H.  McG.  Robertson, 

Public  Health  Service,  has  been  relieved 
from  duty  at  the  Marine  Hospital,  in  Boston, 
Mass.,  and  directed  to  report  to  the  Surgeon 
General,  Washington,  D.  C-,  for  duty.  Dr. 
Robertson  is  a native  of  Virginia  and  a mem- 
ber of  our  State  Society. 

Dr.  J.  W.  Devine 

Has  returned  to  his  home  in  Lynchburg,  Va.. 
after  taking  a course  in  surgery  at  the  Mavo 
Clinic. 

Dr.  H.  T.  Schiefelbein, 

Of  the  class  of  ’23,  Medical  College  of  Vir- 
ginia, for  sometime  of  Eckman,  West  Virginia, 
is  now  taking  post-graduate  work  at  Bellevue 
Hospital,  New  York,  City. 

Dr.  W.  D.  Woolwine 

Has  returned  to  his  work  at  Pearisburg.  Va., 
after  nearly  two  years  at  Catawba  Sanatorium. 
Va. 

For  Sale — 17,000.000  Christmas  Seals! 

More  than  a billion  and  a half  Christmas 
Seals  have*  been  distributed  by  the  National 
Tuberculosis  Association,  this  year,  the  Vir- 
ginia Association  having  taken  17,000.000  for 
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sale  in  this  State.  These  seals  that  are  sold 
for  one  cent  each  have  made  possible  the  or- 
ganized campaign  against  tuberculosis  that 
has  been  carried  on  with  ever-increasing  em- 
phasis year  by  year.  These  Christmas  seals 
also  stand  for  something  more,  for  they  are 
truly  health  seals,  since  whatever  helps  to  pre- 
vent tuberculosis  helps  to  make  for  health. 

With  the  money  raised  by  the  sale  of  seals 
there  have  been  secured  hundreds  of  sanatoria, 
where  those  ill  with  tuberculosis  may  receive 
care;  preventoria,  where  children  who  have 
been  exposed  to  the  disease  may  be  built  up 
to  resist  its  attack;  tuberculosis  nurses  to  care 
for  patients  who  are  ill  in  their  own  homes; 
and  clinics,  where  examinations  and  advice  are 
freely  given.  To  thousands  of  people  has 
been  given  the  optimistic  message  that  tuber- 
culosis is  a curable  disease. 

Steady  progress  is  being  made  in  the  fight 
against  it,  for  since  1915  the  death  rate  from 
it  has  been  cut  forty-one  per  cent  in  Virginia. 
Christmas  seals  furnish  the  ammunition  that 
is  helping  to  win  the  battle.  Let  each  one  do 
his  bit. 

Invitation  to  Virginia  Doctors. 

The  Medical  Society  of  the  District  of  Co- 
lumbia has  sent  an  invitation  to  all  physicians 
visiting  in  the  Nation’s  Capitol  to  make  their 
Society  building  at  1718  M Street,  Northwest, 
medical  headquarters  while  in  Washington. 
There  will  be  found  a library  containing  cur- 
rent  medical  periodicals,  daily  lists  of  clinics 
held  in  the  various  hospitals  and  opportunities 
for  making  personal  contacts  with  the  local 
profession. 

Investigation  of  Effects  of  Child  Labor.  ' 

In  order  to  determine  the  effect  of  labor 
upon  juvenile  delinquency,  the  Government  of 
the  Federal  District  of  Mexico  made  an  ex- 
amination of  children  who  came  before  the  chil- 
dren’s courts.  It  was  decided  that  the  effect 
of  labor  upon  children  is  a noticeable  physical 
inferiority  and  a tendency  toward  delinquency. 
A commission  has  been  appointed  to  visit  es- 
tablishments employing  children,  so  that  cases 
of  child  labor  may  be  reported  and  fines  may 
be  imposed  on  employers  who  work  children 
overtime.  Hygienic  working  conditions  for 
children  will  also  be  required. 

Progress  of  New  York  Medical  Center 

Such  progress  has  been  made  on  the  Medical 
Center  of  New  York  in  the  past  year,  that  by 
the  first  of  February,  1928,  the  first  unit,  “The 
Presbyterian  Hospital  Training  School  for 


Nurses”,  is  to  move  from  its  old  quarters  at 
71st  Street  to  its  ultra  modern  new  residence 
at  the  Medical  Center,  Broadway  and  168th 
Street.  This  building  is  a fifteen  story  sky- 
scraper, constructed  in  the  form  of  the  letter 
II  so  that  each  room  will  have  its  own  share 
of  sunlight.  It  is  connected  by  a tunnel  with 
the  main  group  of  buildings  which  house  the 
College  of  Physicians  and  Surgeons,  the  Pres- 
byterian Hospital,  the  Sloane  Hospital  for 
Women,  and  the  Squier  Urological  Clinic. 

This  grouping  of  medical  institutions  is 
unique  in  that  the  skyscraper,  the  building 
type  that  is  individual  to  New  York,  is  used 
to  solve  its  hospital  problem. 

The  buildings  are  all  being  thoroughly  dried 
out  in  preparation  for  the  opening  of  the  hos- 
pitals, clinics,  etc.,  in  April,  1928. 

Return  from  Philadelphia. 

Dr.  Thomas  E.  Hughes  and  Dr.  E.  Trible 
Gatewood  have  returned  to  their  homes  in 
Richmond,  after  spending  some  time  in  Phila- 
delphia, where  they  took  special  work  under 
Dr.  Chevalier  Jackson  in  bronchoscopy,  esoph- 
agoscopv  and  endoscopic  therapy. 

Dr.  Jackson  Honored. 

Dr.  Chevalier  Jackson,  chief  of  the  broncho- 
scopic  clinic  of  Jefferson  Hospital,  Philadel- 
phia, was  recenth  the  recipient  of  the  cross 
of  a chevalier  of  the  legion  of  honor,  conferred 
by  the  French  government. 

Courses  of  Lectures  in  German. 

The  faculty  of  medicine  of  the  Vienna  Uni- 
versitv  arranges  courses  of  lectures  in  German 
every  year,  in  order  to  enable  doctors  to  con- 
tinue and  complete  their  studies,  and  to  give 
them  an  opportunity  of  training  in  special 
branches.  Four  times  a year — in  February, 
June,  September  and- November — International 
finishing  courses,  lasting  two  weeks  each,  are 
arranged,  dealing  with  the  progress  in  the  dif- 
ferent special  branches. 

The  syllabus  of  these  courses  of  lectures 
and  the  conditions  for  attending  them  can  be 
obtained  from  the  secretary,  Dr.  Kronfeld. 
Wien  IX.,  Porzellangasse  22  or  from  the 
“Kursbureau”  of  the  Vienna  faculty  of  medi- 
cine, Wien  VIII.,  Schlosselgasse  22.  Appli- 
cants by  letter  are  I’equested  to  enclose  an  in- 
ternational stamp-coupon  for  reply.  Doctors 
are  also  given  every  information  concerning 
board  and  lodging. 

New  Hospital  for  Crippled  Children  in 

Minneapolis. 

It  is  expected  that  construction  will  start 
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this  fall  on  the  new  William  Henry  Eustis 
Hospital  for  Crippled  Children,  which  is  to 
be  built  on  the  campus  of  the  University  of 
Minnesota.  The  funds  for  the  new  hospital, 
amounting  to  nearly  $600,000,  have  been  pro- 
vided entirely  by  Mr.  Eustis,  a former  mayor 
of  Minneapolis,  who  has  established  a trust 
fund  for  the  maintenance  of  the  hospital.  The 
out-patient  department  will  be  financed  by 
State  funds  already  appropriated  for  the  pur- 
pose. 

Dr.  Algernon  S.  Hurt,  Jr., 

Richmond,  of  the  class  of  ’26,  Medical  Col- 
lege of  Virginia,  is  a fellow  in  the  Mayo 
Foundation,  majoring  in  pediatrics. 

Dr.  Wilkins  J.  Ozlin, 

Dundas,  Va.,  is  home  again  after  spending 
about  eighteen  months  at  Catawba  Sana- 
torium, Va. 

Dr.  F.  O.  Plunkett, 

Lynchburg,  Va.,  is  spending  some  time  in 
Chicago,  where  he  is  taking  post-graduate 
work  in  obstetrics. 

Doctors  and  Dentists  Hold  Joint  Meeting. 

The  Richmond  Academy  of  Medicine  and 
the  Richmond  Dental  Society  held  a joint 
meeting  in  this  city,  November  8th,  which  was 
largely  attended.  The  addresses  of  the  eve- 
ning were  made  by  Dr.  Perc}r  Howe,  of  Boston, 
Mass.,  President  of  the  American  Dental  Asso- 
ciation and  director  of  the  Research  Division 
of  the  Harvard  Dental  School,  his  subject  being 
“Influence  of  Diet  on  the  Teeth  and  Their  Sup- 
porting Tissues  in  Health  and  Disease”,  and 
by  Dr.  Thomas  P.  Sprunt,  of  the  Medical  De- 
partment of  Johns  Hopkins  Hospital,  whose 
subject  was  “Medical  Aspects  of  Infections 
Arising  in  the  Mouth.” 

American  Board  of  Otolaryngology. 

An  examination  was  held  in  Detroit  on  Sep- 
tember 12th,  during  the  session  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology. There  were  one  hundred  and  two  appli- 
cants for  examination,  with  .107  per  cent  fail- 
ures. An  examination  was  held  in  Memphis 
on  November  14th,  preceding  the  session  of  the 
Southern  Medical  Association,  with  .127  per 
cent  failures.  In  the  course  of  the  past  year, 
three  hundred  and  sixtv-nine  applicants  have 
been  examined. 

In  1928,  examinations  will  be  held  in 
Minneapolis,  on  June  11th,  at  the  session  of 
the  American  Medical  Association,  and  in  St. 
Louis,  on  October  15th,  during  the  meeting  of 


the  American  Academy  of  Ophthalmology  and 
Ot  o 1 a ry  ngolog}^ . 

Prospective  applicants  for  certificates  should 
address  the  Secretary,  Dr.  W.  P.  Wherry,  1500 
Medical  Arts  Building,  Omaha,  for  proper  ap- 
plication blanks. 

Visit  Planned  to  European  Medical  Centers. 

The  American  College  of  Physical  Therapy, 
the  International  League  against  Epilepsy,  and 
the  American  Psychiatric  Association  have  ar- 
ranged visits  to  the  European  centers  for  next 
Spring.  The  purpose  of  these  visits  is  to  ob- 
tain by  personal  contact  a comprehensive  idea 
of  what  is  taking  place  across  the  water  and 
these  Societies  cordially  extend  to  the  entire 
medical  profession  an  invitation  to  participate. 

Perhaps  the  largest  party  to  go  abroad  will 
be  the  American  College  of  Physical  Therapy. 
This  group  will  sail  from  New  York  on  May 
26,  1928.  The  epileptologists  and  psychia- 
trists will  precede  them,  sailing  on  March  17. 

While  in  Europe  psychiatrists  will  visit  sev- 
eral of  the  leading  clinics,  including  the  fa- 
mous “Bethel  Colony  of  Epileptics,”  in  Biele- 
feld, Germany.  At  various  stages  of  their  jour- 
ney clinical  discussions  will  be  held.  At  these 
meetings  leading  specialists  in  psychiatry  will 
address  them. 

The  high  point  of  the  Physical  Therapy  tour 
will  be  the  visit  to  Prof.  Rollier’s  famous  hos- 
pital in  Levsin,  Switzerland.  This  is  the  most 
famous  clinic  of  its  kind  in  the  world,  and 
where  Dr.  Rollier  conducted  his  first  experi- 
ments with  heliotherapy. 

Dr.  R.  D.  Caldwell, 

Lynchburg,  Va.,  is  taking  special  work  in 
pathology  at  the  Mayo  Clinic,  Rochester,  Minn. 

Dr.  David  P.  Evans, 

Of  the  class  of  ’26.  University  of  Virginia, 
Department  of  Medicine,  upon  completing  his 
internship  in  medicine  and  pediatrics  at  the 
New  York  Post-Graduate  Hospital,  New  York 
City,  in  the  summer,  accepted  the  position  of 
resident  pediatrician  in  the  Jersey  City  Hos- 
pital, Jersey  City,  N.  J.,  in  which  place  he 
now  is. 

Handicap  of  the  Hard-of-Hearing  Child. 

In  one  city  school  fifty-seven  hard-of-hear- 
ing children  repeated  sixtv-six  classes,  while 
fifty-seven  with  normal  hearing,  picked  at  ran- 
dom, repeated  only  eighteen  classes.  In  another 
city  there  were  three  and  one-half  times  as 
many  hard-of-hearing  as  of  normal  hearing 
children  who  repeated  grades.  This  report, 
based  upon  a two-year  study,  was  given  by  a 
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special  commission  on  education  for  the  hard- 
of-hearing-  at  the  Annual  Meeting  of  the 
American  Federation  of  Organizations  for  the 
Hard-of-Hearing,  held  at  Chautauqua.  N.  Y., 
in  June,  1927.  The  commission  recommends 
that  special  lip-reading  classes  be  formed  for 
children  with  defective  hearing.  To  prevent 
such  children  from  acquiring  the  peculiar  voice 
and  enunciation  of  the  totally  deaf,  they  should 
be  returned  to  the  regular  classes  after  enough 
facility  to  follow  classroom  instruction  has 
been  acquired. 

Dr.  Nat  H.  Copenhaver, 

Bristol,  Ya.-Tenn..  as  vice-president,  has 
succeeded  the  late  Dr.  Sparrell  Gale  as  active 
head  of  the  Roanoke  College  Alumni  Associa- 
tion until  its  annual  meeting. 

Br.  Ben  H.  Gray, 

Richmond,  was  elected  a member  of  the 
board  of  directors  of  the  Country  Club  of 
Virginia,  at  its  meeting  last  month. 

Budapest  Congress. 

The  Fifth  International  Medical  Congress 
for  Industrial  Accidents  and  Occupational 
Diseases  is  to  be  held  in  Budapest  during 
September,  1928.  Dr.  Tibor  de  Verebely, 
Professor  at  the  University,  is  president  of 
the  executive  committee. 

The  National  Committee  for  the  United 
States  has  been  created  and  consists  of  the 
following:  Dr.  Volney  S.  Cheney.  Chicago:  Dr. 
R.  IV.  Corwin,  Pueblo;  Dr.  Eugene  L.  Fisk, 
New  York:  Dr.  Otto  P.  Geier,  Cincinnati;  Dr. 
Leonard  Greenburg,  New  Haven;  Dr.  George 
M.  Kober,  Washington,  D.  C.;  Dr.  W.  J. 
McConnell,  Philadelphia;  Dr.  Lloyd  Noland, 
Birmingham;  Dr.  Francis  D.  Patterson.  Phila- 
delphia: Dr.  George  M.  Price,  New  York:  Dr. 
Frank  L.  Rector,  Chicago:  Dr.  Wm.  A.  Saw- 
yer, Rochester;  Dr.  Henry  F.  Smyth,  Phila- 
delphia; Dr.  C.  E.  A.  Winslow,  New  Haven; 
and  Dr.  Emery  R.  Hayhurst,  Columbus.  Chair- 
man. A number  of  addresses  have  already 
been  scheduled  bv  various  prominent  Euro- 
peans. 

Addresses  and  lectures  are  wanted  from 
American  physicians,  dentists,  and  other 
specialists  in  the  field.  Such  are  requested  to 
get  in  touch  with  the  Chairman  for  the  Na- 
tional Committee  for  the  L'nited  States,  Dr. 
Emery  R.  Hayhurst,  Hamilton  Hall.  Ohio 
State  University,  Columbus.  Ohio.  General 
invitation  is  also  extended  to  attend  the  Cong- 
ress which  will  be  arranged  so  as  to  coordinate 
with  the  ""Deutscher  Naturforscher  Tag”  to  be 


held  in  Hamburg,  and  the  ‘“Orthopadenkon- 
gress”  to  be  held  at  Prague  during  the  month 
of  September,  1928. 

Honor  Dr.  E.  G.  Williams. 

The  Virginia  Education  Association,  meet- 
ing in  Richmond,  in  November,  voted  to  name 
the  State  Preventorium  now  being  erected  at 
the  University  of  Virginia,  The  Ennion  G. 
Williams  Preventorium,  in  honor  of  Virginia’s 
State  Health  Commissioner  since  1908.  The 
building  is  located  at  the  University  of  Vir- 
ginia and  is  being  erected  by  voluntary  sub- 
scriptions from  the  teachers  as  part  of  the 
University's  medical  extension  program.  It 
will  provide  accommodations  for  teachers  who 
by  treatment  might  be  saved  from  serious  ill- 
nesses. 

Dr.  Joseph  Horgan, 

Of  the  class  of  ’26.  University  of  Virginia, 
upon  completion  of  his  internship  at  Bridge- 
port Hospital,  Bridgeport,  Conn.,  located  in 
Washington,  D.  C..  where  he  is  associated  with 
his  brother  Dr.  Edmund  Horgan  in  the  prac- 
tice of  surgery. 

Scarlet  Fever  Control. 

In  a recent  symposium  on  the  control  of  scar- 
let fever,  it  was  brought  out  that  while  the 
incidence  of  the  disease  had  not  been  materially 
lessened  during  the  last  forty  years,  its  severity 
had  markedly  decreased  so  that  scarlet  fever 
now  causes  fewer  deaths  than  either  measles 
or  whooping  cough. 

Dr.  F.  A.  Sinclair, 

Newport  News,  Va..  lias  been  elected  presi- 
dent of  the  Tidewater  Fox  Hunters’  Associa- 
tion for  the  coming  year. 

The  Civil  Legion, 

A National  organization  composed  of  those 
who  in  non-uniformed  activities  rendered  pa- 
triotic service  to  the  National  cause  during 
the  World  War,  recently  held  its  second  an- 
nual convention  and  elected  officers.  The  fol- 
lowing- doctors  are  among  the  members  of  the 
Virginia  State  Executive  Committee:  Drs.  N. 
Thomas  Ennett  and  Joseph  A.  White,  Rich- 
mond; Dr.  O.  R.  Fletcher,  Sanford;  Dr.  Mar- 
tin D.  Delaney,  Alexandria;  Dr.  W.  D.  Wool- 
wine,  Pearisburg:  Dr.  J.  J.  Hagood,  Clover; 
Dr.  William  F.  Drewry,  Petersburg;  Dr.  L. 
O.  Grumpier.  Danville;  and  Dr.  George  W. 
Brown,  Williamsburg. 

National  headquarters  are  at  163  West  Wash- 
ington Street.  Chicago,  Illinois. 
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The  Seaboard  Air  Line  Railway  Surgeons  As- 
sociation, 

At  its  meeting  recently  held  in  Miami,  Fla., 
elected  Dr.  B.  J.  Witherspoon,  of  Charlotte, 
N.  C-,  president.  Dr.  W.  C.  Powell,  Peters- 
burg, Va.,  was  elected  one  of  the  vice-presi- 
dents. Dr.  Joseph  M.  Burke,  Norfolk,  Va.,  is 
chief  surgeon  of  this  road. 

Negro  Boy  Scouts. 

Mr.  Stanley  A.  Harris,  a nephew  of  Joel 
Chandler  Harris,  has  recently  been  appointed 
by  the  National  Boy  Scout  Organization  as  di- 
rector of  interracial  relations.  His  chief  duty 
will  be  to  spread  the  Boy  Scout  movement 
among  colored  boys.  Mr.  Harris  has  been 
connected  with  the  Boy  Scouts  organization 
since  its  beginning.  Last  summer  he  conducted 
a.  course  for  Scout  leaders  at  the  Hampton 
Summer  School,  for  which  about  thirty  men 
registered,  and  it  is  hoped  that  the  course  can 
be  made  a yearly  feature  of  the  school. 

Dr.  Lawrence  T.  Royster, 

Professor  of  Pediatrics  at  the  University  of 
Virginia,  addressed  the  Richmond  League  of 
Women  Voters,  December  the  8th,  on  child 
welfare  work  in  Virginia. 

Dr.  J.  T.  Walker 

Recently  returned  to  his  home  in  Gordons- 
ville,  Va.,  after  a visit  of  some  length  at 
Maben,  West  Virginia. 

Dr.  W.  L.  Devany, 

Dendron,  Va.,  is  home  again  after  an  ex- 
tended visit  to  the  Western  States. 

Dr.  C.  F.  Manges, 

Class  of  ’25,  Medical  College  of  Virginia, 
who  has  been  practicing  for  a time  in  Chris- 
tiansburg,  Va.,  has  just  located  at  Blacksburg, 
Va.,  where  he  will  be  engaged  in  general  prac- 
tice. 

Canadian  Juvenile  Immigration. 

The  British  and  Canadian  Governments 
have  agreed  to  a joint  expenditure  of  £1,000,- 
000  over  a period  of  ten  years,  in  the  form  of 
recoverable  advances,  to  assist  British  youths 
to  become  farmers  on  their  own  account  in 
Canada.  To  be  eligible,  the  boys  must  have 
received  assisted  passage,  be  between  fourteen 
and  twenty  years  of  age  on  arrival  in  the  Do- 
minion, have  passed  through  the  provincial 
training  centers,  acquired  the  necessary  train- 
ing and  experience  by  working  for  wages  on 
a farm,  and  saved  approximately  $500.  Boys 
thus  qualifying,  on  reaching  twenty-one  years 
of  age  may  be  loaned  an  amount  not  exceeding 
$2,500  for  the  purchase  of  a farm,  stock,  and 


equipment.  The  Dominion  Government  will 
administer  this  scheme,  which  will  come  into 
effect  next  Ajn’il. 

During  a recent  year  farmers  and  house- 
holders made  application  for  nearly  14,000 
British  boys  and  girls,  while  the  number  be- 
tween the  age  of  fourteen  and  seventeen 
brought  to  Canada  through  Government  grants 
for  passage  was  less  than  2,000.  This  indicates 
how  far  the  demand  exceeds  the  upply. 
Laboratorians  in  Bacteriology  and  Roent- 
genology Needed  for  Government  Hos- 
pitals. 

The  U.  S.  Civil  Service  Commission,  Wash- 
ington, D.  C-,  announces  that  hospitals  of  the 
JT.  S.  Public  Health  Service  and  the  Veterans’ 
Bureau  throughout  the  country  are  in  urgent 
need  of  laboratorians  in  bacteriology  and 
roentgenology.  Applications  for  the  positions 
will  be  rated  as  received  until  January  7,  1928. 
Applicants  will  not  be  required  to  report  for 
examination,  but  will  be  rated  on  their  educa- 
tion, training  and  experience,  as  shown  by 
sworn  statements  and  corroborative  evidence. 
In  securing  details,  ask  for  application  blanks 
for  Form  2374. 

Health  and  Sunlight  in  England. 

The  “summer  peak”  of  infant  deaths  has 
disappeared  from  the  annual  charts  of  infant 
mortality  in  England,  and  summer  has  become 
the  safest  part  of  the  year  for  babies,  accord- 
ing to  Dr.  Saleebv,  chairman  of  the  Sunlight 
League,  speaking  at  a meeting  during  the  Na- 
tional Baby  Week  recently  held  in  London.  It 
is  now  the  dark  first  quarter  of  the  year  which 
is  the  most  dangerous  time  for  infants,  but  Dr. 
Saleeby  expects  improvement  there  through 
the  operation  of  the  new  smoke  abatement  act 
which  came  into  force  last  July,  and  which  he 
believes  will  add  an  appreciable  percentage  of 
ultra-violet  light  to  the  cities. 

The  Seaboard  Medical  Assocation  of  Vir- 
ginia and  North  Carolina 
Is  holding  its  annual  meeting  in  Norfolk, 
Va.,  as  we  go  to  press.  Dr.  B.  R.  Kennon, 
Norfolk,  is  president,  and  Dr.  Clarence  Porter 
Jones,  Newport  News,  is  secretary.  Indica- 
tions from  the  program  are  that  this  will  be 
an  interesting  meeting  as  are  all  of  the  sessions 
of  the  association. 

Dr.  Anita  Lotti, 

Of  the  class  of  ’25,  University  of  Virginia, 
after  an  internship  in  Washington,  D.  C.,  has 
located  in  Charlottesville,  Va.,  with  offices  at 
415  First  Street,  Northeast. 
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The  Southside  Community  Hospital, 

Located  at  Farmville,  Va.,  was  opened  No- 
vember the  9th.  The  hospital  cost  $250,000 
and  was  made  possible  by  the  large  gift  from 
the  Commonwealth  Fund  of  New  York.  The 
center  portion  of  the  hospital  is  two  stories  in 
height,  with  two  wings  of  one  story  each.  It 
is  modern  in  every  respect  and  has  fifty  beds 
and  a staff  of  six  graduate  nurses  and  several 
nurse  attendants  in  addition  to  the  necessary 
office  force.  Mr.  Harry  Smith,  chairman  of 
the  board  of  directors  of  the  Comonwealth 
Fund,  in  a talk  at  the  opening  exercises,  stated 
that  the  Fund  proposes  to  offer  a limited  num- 
ber of  fellowships  to  local  physicians  for  post- 
graduate study  and  plans  annual  institutes  and 
educational  clinics. 

That  Blue  Slip  Again! 

In  this  issue  of  the  Monthly,  will  be  found 
a blue  slip  which  we  hope  is  a loud  enough 
color  to  speak  for  itself.  Members  who  have 
paid  their  1928  dues  to  the  Society  need  pay 
no  attention  to  it.  If  the  rest  of  our  mem- 
bers will  heed  its  warning,  it  will  prevent  them 
receiving  many  unwelcome  letters  and  will 
save  the  Society’s  office  an  immense  amount  of 
detail  work. 

Please  give  us  your  co-operation  in  this. 

Dr.  and  Mrs.  Tom  A.  Williams, 

Formerly  of  Washington,  D.  C.,  now  of 
Miami,  Fla.,  have  returned  from  a summer 
spent  in  Florence.  Italy.  On  their  way  from 
New  York,  they  visited  a number  of  the  larger 
eastern  cities. 

Additions  to  Winchester  Memorial  Hospital 
Completed. 

On  November  10th.  an  informal  reception 
was  held  at  the  new  Memorial  Hospital  in 
Winchester,  Va.,  that  the  public  might  inspect 
the  plant  which  has  been  greatly  enlarged. 
The  improvements  cost  nearly  $200,000  and  it 
is  claimed  that  the  Winchester  Memorial  is 
now  the  fifth  largest  hospital  of  its  kind  in 
the  State.  The  new  three-storv  addition  has 
increased  its  capacity  from  seventy  to  one  hun- 
dred and  thirty  patients.  This  hospital  is  now 
modern  in  every  respect. 

Commission  on  Juvenile  Delinquency  in 

France. 

A decree  issued  by  the  President  of  France 
on  June  8,  1927,  provides  for  the  establish- 
ment of  a National  Commission  on  Juvenile 
Delinquency,  to  be  attached  to  the  Ministry  of 


Justice.  The  commission  will  consist  of  twenty- 
five  members  appointed  by  the  Minister  of  Jus- 
tice, vacancies  occurring  later  to  be  filled  by 
the  commission  itself.  It  is  to  study  questions 
of  legislation  and  of  the  administration  of  in- 
stitutions caring  for  delinquent  children.  It 
will  also  serve  as  a link  between  those  institu- 
tions, co-ordinating  their  work  and  suggesting 
improvements. 

Wanted: 

Physician  in  good  standing  to  take  charge 
of  general  practice  for  two  months  beginning 
January  8th.  Good  salary.  Address  E.,  care 
Virginia  Medical  Monthly,  104p2  West 
Grace  Street,  Richmond,  Va.  (Aclv.) 

For  Sale: 

X-Ray  Tube  Stand  and  High  Frequency 
Outfit  in  excellent  condition.  Diathermy* 
Ouclin,  Tesla  currents;  Cautery  and  Diagnos- 
tic Lights  obtainable  conveniently.  Address 
“Tesla”,  care  Virginia  Medical  Monthly. 
(Aclv.) 

Obituary 

Dr.  Robert  Glasgow, 

For  a number  of  years  president  of  the 
State  Board  of  Medical  Examiners,  died  at 
his  home  in  Lexington,  Va.,  November  19, 
after  an  illness  of  several  months.  He  was 
born  at  Fincastle,  Va.,  June,  1857,  and  at- 
tended Washington  and  Lee  University.  He 
studied  medicine  at  the  University  of  Virginia, 
from  which  he  graduated  in  1878  and  took 
post-graduate  courses  in  New  York  City 
later.  He  located  in  Lexington  in  1887  and 
joined  the  Medical  Society  of  Virginia  that 
year.  Dr.  Glasgow  was  one  of  the  best  known 
and  most  beloved  physicians  of  his  section- 
was  school  physician  at  Washington  and  Lee. 
and  for  a number  of  years  health  officer  of' 
Lexington.  He  was  twice  married.  His  second 
wife  and  several  children  survive  him. 

Dr.  Thomas  Carl  Walker, 

Asheboro,  N.  C.,  died  October  8th  at  a hos- 
pital in  High  Point,  N.  C-,  of  injuries  received 
when  he  was  struck  by  an  automobile.  Dr- 
Walker,  who  was  fifty-six  years  of  age,  studied', 
medicine  at  the  Medical  College  of  Virginia,, 
Richmond,  from  which  he  graduated  in  1895- 
Mr.  Samuel  William  Fairchild. 

We  announce  with  regret  the  passing  of  Mr- 
Samuel  William  Fairchild  of  the  firm  of  Fair- 
child  Brothers  and  Foster,  New  York,  N.  Y., 
on  Sunday,  November  13. 
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THE  LIFE  OF  LORD  LISTER. 

By  EDMUND  J.  HORGAN,  M.  D.,  F.  A.  C.  S„  Washington,  D.  C. 

It  is  an  interesting  coincidence  that  Louis 
Pasteur  and  Joseph  Lister  were  born  within 
the  same  decade;  one  in  1820,  the  other  in 
1827.  A new  era  of  surgery  dawned  upon 
the  world  during  their  lives  and  these  two 
men  played  an  important  part  in  it,  enlighten- 
ing us  by  their  investigations  and  contribu- 
tions to  the  solution  of  a problem  which  had 
baffled  surgeons  since  the  beginning  of  the 
practice  of  this  art. 

The  researches  of  Pasteur  are  proof  that  all 
scientific  investigation,  if  carefully  done  and 
accurately  recorded,  has  an  inestimable  value. 
Little  did  any  one  think  when  Pasteur  made 
his  contribution  explaining  the  process  of  fer- 
mentation that  in  his  work  lay  hidden  the 
secret  by  which  there  would  be  divulged  to 
the  world  the  mode  of  contamination,  infec- 
tion and  suppuration  of  living  tissues  by  bac- 
teria. This  latter  privilege  was  Lister’s  but 
it  was  his  because  he  had  prepared  himself 
by  previous  scientific  investigation.  Pasteur 
was  a true  scientist,  Lister  a practical  worker 
and  an  investigator. 

Lister  maintained  an  investigative  state  of 
mind  throughout  his  professional  career.  This 
has  brought  us  many  benefits.  As  a dresser, 
a surgical  assistant,  and  a surgeon  he  had  ob- 
served too  many  times  the  sad  termination  by 
death  of  a patient  who  had  a compound  frac- 
ture or  a lacerated  wound.  He  knew  that  an 
incision  made  by  a surgeon  in  order  to  per- 
form an  operation  was  nearly  always  followed 
by  suppuration,  erysipelas,  or  hospital  gan- 
grene and  in  a majority  of  these  cases  death 
would  occur.  He  had  also  observed  that  when 
the  skin  was  not  broken  a simple  or  a com- 
minuted fracture  would  unite  promptly  and  a 
contusion  of  the  soft  tissues  would  heal  readily ; 
that  they  would  not  suppurate  and  that  the 
danger  was  slight.  These  facts  were  known 
to  all  surgeons  of  that  period  and  for  this 
reason  the  scope  of  the  field  of  surgery  was 
limited.  It  was  only  in  a few  of  the  larger 
hospitals  and  teaching  institutions  where  the 


specialty  in  surgery  was  practiced.  Most  of 
the  surgery  of  that  day  was  done  by  those 
who  were  also  engaged  in  the  general  prac- 
tice of  medicine.  Surgery  was  confined  to  the 
treatment  of  dislocations,  fractures,  traumatic 
wounds  and  those  conditions  which  urgently 
required  operation  by  the  surgeon.  On  ac- 
count of  the  disastrous  results  which  were 
known  to  follow  incision,  only  those  operations; 
which  were  absolutely  necessary  were  per- 
formed. 

Joseph  Lister  was  born  on  the  5th  of  April,. 
1827,  at  Upton  in  Essex.  He  was  the  son  of 
Joseph  Jackson  and  Isabella  Harris  Lister,  of 
the  Society  of  Friends.  His  birthplace  was 
a lovely  old  Queen  Anne  house  with  beautiful 
gardens,  surrounded  by  fields  which  have  since 
been  built  upon  and  are  now  a part  of  Lon' 
don. 

Little  is  known  of  Lister’s  ancestors  beyond 
a few  generations  although  many  Listers 
lived  in  Yorkshire.  His  parental  great-grand- 
father, Joseph  Lister,  son  of  Thomas  Lister, 
a maltster  and  farmer,  left  Bingley  in  York- 
shire about  1720,  going  to  London  where  he 
established  himself  as  a tobacconist.  His 
grandfather,  John  Lister,  was  apprenticed  to 
a watchmaker,  and  followed  that  trade  for  a 
time  but  gave  it  up  to  take  over  the  business 
of  his  father-in-law,  Stephen  Jackson,  a wine 
merchant.  Lord  Lister’s  father,  Joseph  Jack- 
son  Lister,  was  apprenticed  to  the  wine  busi- 
ness and  at  the  age  of  twenty-two  was  able 
to  take  charge  of  it  during  his  father’s  ab- 
sence. It  was  a prosperous  concern  and  still 
flourishes.  Lister’s  maternal  grandfather, 
Anthony  Harris,  a Quaker  and  a master  ma- 
rine of  Mary  port,  married  Isabella  Bull,  of 
Dublin,  Ireland.  Harris  was  drowned  at  sea, 
leaving  his  wife  with  six  children.  She  took 
over  the  superintendency  of  Ackworth,  a 
Friends’  school  near  Pontefract,  and  it  was 
there  that  Joseph  Jackson  Lister  met  one  of 
her  daughters,  Isabella,  to  whom  he  became 
engaged  and  later  married.  On  one  of  his 
visits  to  Ackworth,  Joseph  Jackson  Lister 
went  to  Bingley  in  Yorkshire,  which  he  re- 
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ferred  to  as  “the  point  where  in  tracing  back 
the  line  of  our  ancestors  our  information 
terminates.”  In  a letter  written  to  his  father 
from  there  he  said,  “How  soon  oblivion  cov- 
ers the  memory  of  the  race  that  has  ceased 
to  live,  and  except  a few  who  have  been  made 
renowned  by  intellect,  by  action  or  by  station 
all  trace  is  lost  that  they  had  ever  been,  even 
to  their  immediate  descendants,  so  I find  it 
here.”  Little  did  he  realize  when  he  wrote 
these  lines  that  he  would  one  day  have  a son 
who  would  leave  his  name  indelibly  written 
in  the  history  of  surgery. 

The  Society  of  Friends  to  which  the  Listers 
and  Harrises  belonged  was  made-up  of  frugal, 
sincere  people.  They  did  not  participate  in 
sports  such  as  shooting  or  hunting,  nor  did 
they  dance,  play  music  or  attend  the  theatres. 
Their  special  costume  was  plain  and  did  not 
conform  to  the  prevailing  fashion  of  the  day. 
As  their  lives  were  simple  and  their  attention 
to  business  strict,  many  of  them  became 
wealthy.  Their  leisure  moments  were  given 
to  reflection,  reading  and  the  studying  of 
languages.  Some  few  devoted  their  time  to 
science. 

To  give  you  an  idea  of  how  strict  and  studi- 
ous they  were  John  Lister,  when  aged  fifty- 
nine,  wrote  to  his  son,  Joseph  Jackson  Lister, 
then  aged  ten,  “On  inquiring  after  thee  from 
J.  Vully  the  usher,  I hear  that  he  has  to  com- 
plain of  thy  being  so  very  long  in  writing 
about  ten  lines  of  copy,  and  with  learning  a 
little  spelling,  that  two  and  one-half  hours  ai'e 
often  taken  up  therewith,  which  am  satisfied 
thou  mightest  easily  accomplish  in  one  hour, 
so  that  thou  hast  but  little  time  for  the  Latin, 
this  has  made  me  sorry.”  He  ended  his  rather 
long  letter  with  this  postscript : “I  think  I 
have  not  been  half  an  hour  writing  this  though 
often  interrupted  and  hope  a word  to  the  wise 
will  be  sufficient.  ‘We  intended  to  have  sent 
thee  a plumb  cake,  had  we  heard  a better  re- 
port account  but  shall  now  leave  it  till  an- 
other time.”  Lord  Lister’s  father,  the  boy  to 
whom  this  letter  wras  written,  left  school  at 
the  age  of  fourteen  to  enter  business  but  found 
time  to  devote  to  optics  and  in  the  pursuit  of 
this  subject  his  discoveries  and  contributions 
gained  for  him  the  Fellowship  of  the  Royal 
Society  in  1832,  and  a world  wide  reputation. 

His  son,  Joseph  Lister,  was  reared  in  an 
environment  that  taught  him  to  be  sincere,  in- 
dustrious, and  studious.  As  a bov  he  attended 
private  schools  and  his  diligence  was  rewarded 


by  his  high  standing  amongst  the  pupils.  At 
Grove  House,  Tottenham,  he  was  given  in- 
struction in  the  ordinary  courses  of  such  pri- 
vate schools  which  included  the  natural  sciences, 
modern  languages  and  the  classics.  The  pupils 
were  required  to  write  essa}Ts  in  order  to  train 
them  in  grammatical  construction  and  compo- 
sition. More  than  thirty  of  Lister’s  composi- 
tions are  preserved  and  were  written  when  he 
was  between  fourteen  and  sixteen.  In  this  col- 
lection there  are  four  on  “The  Human  Struc- 
ture— Osteology”  and  one  on  ‘‘The  Similarity 
of  Structure  between  a Monkey  and  a Man." 
illustrated  by  Lister’s  drawings. 

How  industrious  3roung  Lister  was  and  how 
little  time  he  devoted  to  play  may  be  judged 
by  a letter  wn-itten  at  the  age  of  fourteen  to  his 
father  while  he  was  home  on  one  of  his  holi- 
days. 

“As  this  is  the  last  day  I shall  be  here  for 
some  time,  I thought  I must  just  write  a short 
note  to  thee  to  tell  thee  how7  I spent  my  time 
when  Mamma  was  out,  and  also  after  she 
came  home.  When  Mamma  was  out  I was  by 
myself  and  had  nothing  to  do  but  draw  skele- 
tons, so  I finished  the  cranium  and  named  the 
bones  of  it,  and  also  drew  and  painted  the 
bones  of  the  front  and  back  of  the  hand,  and 
named  them.  Mamma  come  home  on  seventh 
day,  at  about  2 o’clock,  and  in  the  evening, 
with  John’s  help.  I managed  to  put  up  a whole 
skeleton,  that  of  a frog,  and  it  looks  just  as 
if  it  was  going  to  take  a leap,  and  I stole  one 
of  Mary’s  pieces  of  wood  out  of  one  of  the 
drawers  of  the  cabinet  in  the  museum,  to  stick 
it  down  upon,  and  put  it  on  the  top  of  the 
cabinet  with  a small  bell  glass  over  it,  and 
it  looks  rather  nice.” 

This  letter  also  shows  that  at  the  age  of 
fourteen  he  was  developing  the  traits  which 
made  him  the  painstaking  surgeon  and  in- 
vestigator which  led  to  his  discoveries  and 
fame. 

As  Quakers  refused  to  take  an  oath  or  sub- 
scribe to  the  thirty-nine  articles,  they  were 
barred  from  the  old  Universities.  When  Lis- 
ter left  Grove  House  he  matriculated,  in  1844. 
at  the  age  of  seventeen,  at  University  College. 
London,  a non-sectarian  institution.  Three 
years  were  passed  in  taking  the  subjects  lead- 
ing to  the  degree  of  B.  A.,  which  his  father 
considered  necessary  in  preparation  for  the 
study  of  medicine. 

After  an  attack  of  small-pox  and  a nervous 
breakdown,  he  was  required  to  take  a long 
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vacation  but  in  1848  he  was  well  enough  to 
enter  upon  the  study  of  medicine.  He  began 
the  study  of  surgery  shortly  after  the  discov- 
ery of  anaesthetics  and  as  a freshman  saw 
Robert  Liston  perform  his  first  operation  on 
a patient  under  ether  anaesthesia  at  Univer- 
sity College. 

Lister’s  work  was  in  earnest  and  in  the  ex- 
aminations of  the  students  of  the  schools  of 
London  he  took  honors  which  placed  Univer- 
sity College  second.  In  1852  he  had  acquired 
the  degree  of  M.  B.,  and  the  Fellowship  of  the 
Royal  College  of  Surgeons. 

About  this  time  Lister  was  interested  in 
ophthalmology  and  his  interest  led  him  to  in- 
vestigate the  contractile  tissue  of  the  iris.  He 
was  able  to  show  for  the  first  time  the  exist- 
ence of  two  distinct  muscles  in  the  iris,  the 
dilator  and  the  contractor,  for  enlarging  and 
diminishing  the  pupil.  This  work  was  pub- 
lished and  shortly  afterwards  he  published  a 
paper  on  the  involuntary  muscles  of  the  skin. 
His  first  work  in  experimental  surgery  was 
done  in  1853  upon  the  mesentery  of  the  mouse 
and  proved  that  there  was  no  rhythmic  con- 
traction of  the  lacteal  vessels  and  that  no  solid 
particles  wTere  absorbed  and  carried  by  them. 

After  completing  his  studies  at  the  Univer- 
sity of  London  in  1853  he  decided  to  obtain 
a training  in  surgery.  Upon  the  advice  of 
William  Sharpey,  physiologist,  who  had 
studied  in  Edinburgh  and  in  Paris,  he  decided 
to  go  to  Syme  in  Edinburgh  for  a month,  and 
then  go  to  the  schools  in  Continental  Europe. 
Mr.  Syme  received  him  upon  his  arrival  in 
Edinburgh  and  at  once  offered  him  the  oppor- 
tunity of  assisting  with  private  operations  and 
put  him  to  work  at  the  hospital.  After  a 
month  in  Edinburgh,  he  decided  to  remain  all 
winter  and  later  his  time  for  remaining  in  the 
North  was  lengthened  to  twenty-four  years. 
During  his  first  winter  he  was  given  the  house 
surgencv  under  Syme.  He  served  for  a long 
period  in  this  position  and  had  twelve  dress- 
ers under  him.  His  position  was  really  that 
of  surgeon  with  Mr.  Syme  as  consulting  sur- 
geon and  Lister  had  the  opportunity  of  per- 
forming most  of  the  operations.  Later  he  was 
appointed  assistant  surgeon  at  the  infirmary 
and  became  one  of  the  “extra-mural”  teachers 
of  surgery.  On  April  21.  18.55,  he  was  elected 
a Fellow  of  the  Royal  College  of  Surgeons  of 
Edinburgh.  In  the  summer  of  this  same  year 
he  became  engaged  to  Agnes  Syme,  the  eldest 
daughter  of  his  devoted  teacher  and  friend. 


It  was  at  this  time  that  he  gave  up  his  connec- 
tion wfith  the  Society  of  Friends  and  became 
a member  of  the  Episcopalian  Church.  The 
marriage  took  place  at  Millbank,  the  home  of 
Syme,  on  April  23,  1856.  One  month  was 
spent  by  the  young  couple  at  the  English 
Lakes  and  at  Upton  and  three  months  on  a 
tour  of  the  continent.  On  this  trip  Lister 
visited  most  of  the  celebrated  medical  schools 
and  met  the  well-known  teachers  of  the  day. 

In  September,  1855,  his  records  show’  the 
beginning  of  experiments  on  the  web  of  the 
frog’s  foot  in  his  study  on  “Early  Stages  of 
Inflammation.”  This  was  a most  important 
investigation  and  prepared  him  for  the  study 
of  infection  which  he  was  to  take  up  later. 

Lister’s  next  investigation  w7as  upon  the 
coagulation  of  the  blood.  He  disproved  some 
of  the  older  theories  and  he  showed  that  there 
was  imparted  to  the  blood  by  the  corpuscles 
“a  disposition  to  coagulate.”  This  was  fol- 
lowed by  a paper  on  “Spontaneous  Gangrene.” 
His  papers  had  been  wfidely  read,  one  had 
been  translated  into  the  German,  and  he  had 
become  well-known,  so  much  so  that  wrhen  Dr. 
Lowrie,  the  Professor  of  Surgery  in  the  Uni- 
versity of  Glasgow,  could  no  longer  practice, 
Lister  w7as  considered  a likely  candidate.  The 
professorship  wTas  offered  him  and  on  March 
9,  1860,  the  formal  “induction”  took  place.  It 
gave  him  an  opportunity  for  teaching  and  re- 
search but  he  wTas  without  a hospital  service. 
After  fifeen  months  he  received  the  appoint- 
ment as  surgeon  to  the  Royal  Infirmary  but 
it  w?as  not  until  November,  1861.  that  he  per- 
formed his  first  operation  in  Glasgow.  He 
wTas  not  idle  while  waiting  for  the  surgency. 
He  had  prepared  the  article  on  “Amputation" 
for  “Holme’s  System  of  Surgery”  and  he  had 
devised  a tourniquet  for  controlling  the  flow 
of  blood  through  the  abdominal  aorta,  especi- 
ally in  connection  with  amputation  of  the 
lower  extremities. 

In  June,  1864,  the  chair  of  professor  of  sys- 
tematic surgery  in  the  University  of  Edin- 
burgh became  vacant  by  the  death  of  James 
Miller:  Lister  became  a candidate  for  the  po- 
sition but  did  not  receive  the  appointment. 
This  was  a disappointment  as  Lister  preferred 
the  life  at  Edinburgh  and  the  association  with 
Syme  to  the  condition  at  Glasgow  and  neither 
he  nor  his  wife  were  happy  there. 

About  this  time  the  seriousness  of  wound 
infection  was  receiving  considerable  attention. 
Statistical  studies  had  been  made  to  compare 
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the  results  in  various  parts  of  Europe  and 
America  and  all  were  disappointing.  No 
method  had  been  employed  to  prevent  this 
dreaded  “wound  infection”,  the  cause  of  which 
was  not  known.  Antiseptics  were  known  and 
used,  but  all,  except  chlorinated  soda,  with 
little  success.  This  substance  had  been  used 
by  Semmelweis.  His  work  had  only  been  pub- 
lished in  1861  and  was  not  well-known.  Of 
those  who  knew  of  his  work  very  few  accepted 
it.  Carbolic  acid  had  been  discovered  in  183-1 
by  Runge,  and  it  was  not  until  1863  when 
Jules  Lamaire  Avrote  a book  about  it  that  it 
attracted  much  attention.  He  accepted  the 
“germ  theory”  as  the  explanation  of  putrefac- 
tion and  he  used  carbolic  acid  in  various  forms 
in  the  treatment  of  many  medical  and  surgical 
diseases.  Lister  knew  nothing  of  this  work 
until  his  attention  was  called  to  it  in  1867. 
after  his  papers  “On  the  Antiseptic  Principle 
in  the  Practice  of  Surgery”  had  appeared. 

In  1865,  Dr.  Thomas  Anderson,  Professor 
of  Chemistry,  called  Lister’s  attention  to  the 
work  and  writing  of  Louis  Pasteur  which  dealt 
with  fermentation  and  putrefaction.  He  im- 
mediately saw  the  important  bearing  this 
might  have  upon  the  problem  of  suppuration 
and  wound  infection.  He  learned  from  Pas- 
teur’s work  that  putrefaction  was  similar  to 
the  process  of  fermentation,  that  it  was 
brought  about  by  the  growth  and  activity  of 
microscopic  organisms  similar  to  those  caus- 
ing fermentation.  This  was  a startling  reA-ela- 
tion,  for,  if  it  were  true,  the  mystery  of  wound 
infection  would  be  cleared  up.  Lister  consid- 
ered the  air  as  a source  of  infection,  but  in  the 
treatment  of  a wound  he  recognized  the  need 
of  destroying  the  germs  already  in  the  wound 
and  that  it  was  equally  important  to  purify 
his  hands  and  instruments  and  any  other  ma- 
terial likely  to  come  in  contact  with  the  wound. 

It  occurred  to  Lister  “that  decomposition  in 
the  injured  part  might  be  avoided  without  ex- 
cluding the  air,  by  applying  as  a dressing 
some  material  capable  of  destroying  the  life 
of  the  floating  particles.  He  considered  car- 
bolic acid  to  be  the  most  practical  for  his  clini- 
cal experiments.  Dr.  Thomas  Anderson.  Pro- 
fessor of  Chemistry,  gaA^e  him  some  crude  car- 
bolic acid  and  with  it  he  carried  out  his  ex- 
perimental treatment  of  compound  fractures. 

In  the  spring  of  1866  he  had  occasion  to 
treat  compound  fractures  and  establish  his 
principle.  It  was  gratifying  for  him  to  real- 
ize. in  the  way  of  healing  of  wounds,  what  he 


had  anticipated.  Cases  which  had  previously 
suppurated  or  developed  hospital  gangrene 
healed  prompt^.  His  method  was  to  cleanse 
thoroughly  the  surface  of  the  broken  limb. 
Then  he  would  squeeze  out  all  clots  that  could 
be  loosened  from  the  wound.  With  a piece  of 
lint  soaked  in  undiluted  carbolic  acid  the 
wound  would  be  carefully  swabbed.  Another 
piece  of  lint  soaked  in  the  carbolic  acid  was 
used  to  cover  the  wound  and  over  this  a piece 
of  black  tin  was  placed  to  prevent  the  evapora- 
tion of  the  acid.  His  object  was  to  have  a 
dressing  which  would  prevent  the  growth  of 
microbes  and  at  the  same  time  be  non-irritat- 
ing. The  first  dressing  did  not  fulfill  all  these 
x-equirements  because  the  acid  produced 
sloughing.  A mixture  of  carbolic  acid  and 
linseed  oil  was  tried  but  did  not  proA*e  to  be 
satisfactory.  He  then  made  a dressing  of  or- 
dinary putty  but  in  the  linseed  oil  which  he 
used  to  mix  with  the  carbonate  of  lime  he 
mixed  carbolic  acid  in  the  proportions  of  one  to 
four.  After  a sufficient  number  of  cases  had 
been  treated  the  method  of  treatment  was  pub- 
lished in  Lancet  in  the  spring  of  1867,  the  title 
being.  “On  a New  Method  of  Treating  Com- 
pound Fracture,  Abscess,  Etc.,  with  Observa- 
tion  on  the  Condition  of  Suppuration.”  He 
very  shortly  published  another  paper  “On  the 
Antiseptic  Principle  in  the  Practice  of  Sur- 
gery.” The  publication  of  these  contributions 
immediately  caused  much  comment  and  con- 
troversy, the  storm  of  protest  being  led  by  Sir 
James  V.  Simpson.  It  was  difficult,  it  seems, 
for  most  of  the  surgeons  of  that  day  to  make 
a distinction  between  a “carbolic  acid  treat- 
ment of  a wound”  and  a “neAv  antiseptic  prin- 
ciple that  had  been  established.”  The  prin 
ciple : 

Killing  all  microbes  AA-hich  were  in  the 
wound. 

Killing  all  microbes  which  were  on  surface 
near  the  wound. 

Apply  a di’essing  which  would  prevent  the 
growth  of  microbes  in  the  exudate  from  the 
wound. 

Washing  surgeons’  hands  with  antiseptic 
solution. 

Washing  all  instruments  with  antiseptic 
solution. 

Washing  all  utensils  with  antiseptic  solu- 
tion. 

Up  to  this  time  the  long  ligatures  with  end* 
hanging  out  of  the  wound  were  still  in  use. 
These  ends  were  left  hanging  out  so  the  knot 
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could  be  pulled  out  of  the  wound  when  the 
tissues  to  which  it  was  tied  sloughed.  Lister 
found  that  with  the  antiseptic  method  the 
ligature  could  be  cut  short  and  buried.  Later 
he  introduced  catgut  as  a substitute  for  silk 
and  linen.  He  found  by  his  experimentation 
that  the  catgut  was  absorbed  but  that  it  was 
replaced  by  a fibrous  tissue  so  that  in  ligating 
an  artery  the  obliteration  of  the  vessel  would 
remain  after  the  absorption  of  the  catgut. 
This  was  proven  by  experiments  upon  a calf 
while  at  Upton  during  a Christmas  holiday. 

Lister’s  next  thought  was  the  performing  of 
operations  under  antiseptic  conditions.  To 
accomplish  this  he  developed  a cai’bolic  acid 
sprayer  to  destroy  the  bacteria  in  the  atmos- 
phere in  the  neighborhood  of  the  operative 
field.  At  first  he  used  a hand  spray  which  was 
operated  by  several  assistants  during  the 
operation.  This  was  called  the  “donkey  en- 
gine”. Later  he  perfected  one  that  was  oper- 
ated by  steam.  In  addition  to  this  precaution 
the  skin  of  the  patient,  the  surgeon’s  hands,  all 
instruments  and  utensils  were  washed  with  the 
carbolic  acid  antiseptic  solution. 

It  was  about  this  time  that  one  of  his  sis- 
ters was  found  to  have  a malignancy.  Lister 
realized  the  danger  of  the  disease  and  also  the 
danger  of  operating  under  the  conditions 
Avhich  then  existed.  Having  the  greatest  faith 
in  his  own  method  and  confidence  in  his  ability 
he  decided  to  operate  upon  her  himself.  It 
was  a great  ordeal  for  him  but  the  operation 
was  satisfactorily  performed.  The  recovery 
of  his  sister  was  rapid  and  the  source  of  much 
gratification,  for  not  only  was  the  method  of 
operating  new  but  also  the  operation  itself. 

Lister  found  that  the  antiseptic  mixture  of 
carbolic  acid  caused  irritation  of  the  wound, 
so  after  treating  a wound  or  performing  an 
operation  he  applied  what  he  called  a protec- 
tive. Many  substances  were  used  and  many 
hours  spent  in  experimenting  for  a suitable 
covering.  Finally  he  developed  and  decided 
upon  the  use  of  oiled  silk  covered  with  copal 
varnish  and  coated  with  dextrine  and  starch. 
This  “protective”  was  a dressing  placed  in 
contact  with  the  wound  to  “exclude  the  anti- 
septic”. Once  the  wound  was  thoroughly 
treated  with  the  antiseptic  he  advised  that  it 
“be  let  alone”.  The  complete  dressing  con- 
sisted of  “an  antiseptic  to  exclude  putrefac- 
tion, with  a protective  to  exclude  the  antisep- 
tic.” 


fill 

Drainage  of  wounds  was  commonly  em- 
ployed but  the  material  for  drainage  was  lint. 
Chassaignac,  in  1859,  had  used  rubber  tubes 
for  drainage  of  abscesses.  Lister  introduced 
them  for  the  drainage  of  recent  wounds  in 
1871.  While  in  Scotland  this  year,  Queen 
Victoria  developed  and  axillary  abscess.  Lis- 
ter was  called  by  his  friend,  Sir  William  Jen- 
ner,  to  incise  it.  He  at  first  used  a piece  of 
lint  for  drainage,  but  he  found  upon  removing 
it  the  next  day,  that  it  had  plugged  the  wound, 
so  he  used  a rubber  tube  and  obtained  adequate 
drainage. 

Following  this  he  again  took  up  the  study 
of  the  ligature.  His  first  method  of  preparing 
the  catgut  was  by  soaking  it  in  a strong  solu- 
tion of  carbolic  acid.  This  method  was  not 
quite  satisfactory  and  it  was  difficult  to  find 
one  that  was.  The  subject  continued  to  inter- 
est him  throughout  his  life  and  it  was  not 
until  1906  that  he  perfected  his  final  process 
of  treating  the  gut  with  chromic  sulphate  and 
corrosive  sublimate. 

In  the  spring  of  1869  Mr.  Svme  had  a para- 
lytic stroke.  In  the  summer  he  resigned  the 
chair  and,  on  August  18th,  Lister  received 
news  of  his  election  to  the  professorship.  The 
move  to  Edinburgh  was  in  October  of  that 
year  and  he  remained  until  the  fall  of  1877. 
While  Professor  of  Surgery  at  Edinburgh, 
he  conducted  many  investigations  on  wounds 
and  infections,  repeated  many  of  Pasteur’s 
experiments  in  the  growing  of  bacteria,  and 
published  a number  of  papers.  This  was  in 
addition  to  his  teaching,  operating  and  con- 
sulting. 

Lister’s  work  was  not  received  well  by  the 
surgeons  of  the  British  Isles.  In  France  it 
was  only  followed  by  a few  and  the  first  pub- 
lished account  was  in  1876.  This  was  by  Dr. 
.List  Lucas-Championiere.  The  first  German 
surgeon  to  adopt  the  method  was  Thiersch  of 
Leipzig.  He  was  followed  by  Volkmann  and 
von  Bergmann.  In  1876  he  visited  the  conti- 
nental clinics  and  saw  his  principle  being 
carried  out  in  most  of  the  large  hospitals  in 
Germany  but  not  elsewhere.  In  America  the 
work  of  Lister  was  not  well-known  and  did 
not  receive  much  attention  or  arouse  much  in- 
terest until  the  principle  was  explained  by 
Lister  in  his  address  at  the  Medical  Congress 
at  Philadelphia  in  1876. 

On  February  10,  1877,  Sir  Wm.  Ferguson, 
Professor  of  Clinical  Surgery  at  King’s  Col- 
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lege,  London,  died.  Lister  became  a candidate 
for  this  appointment  but  it  was  given  to  Mr. 
John  Wood.  However,  an  additional  chair  of 
Clinical  Surgery  was  created  and  Lister  was 
elected  on  June  18th. 

Lister  had  been  lured  to  London  by  visions 
of  a professorship  in  one  of  the  large  medical 
schools,  the  opportunity  to  teach  his  methods 
in  the  city  of  London  to  a great  number  of 
students  and  also  be  a consulting  surgeon. 
However,  his  return  to  London  was  to  a small 
class  and  to  a small  surgical  service.  He  be- 
gan about  this  time  to  reap  the  rewards  of  his 
contributions  to  surgery.  Many  invitations 
and  requests  to  address  the  leading  scientific 
societies  in  England  and  continental  Europe 
were  received.  This  gave  him  an  opportunity 
to  appear  before  the  most  prominent  scientist' 
of  the  day.  Honors  were  showered  upon  him. 
Lister  had  been  Surgeon-in-Ordinary  to  the 
Queen  of  Scotland.  Soon  after  he  came  to 
England  he  was  appointed  Surgeon-in-Ordi- 
nary  to  Her  Majesty.  In  1883  he  was  made 
a Baronet. 

In  1890  he  delivered  an  address  at  the  Ber- 
lin Congress  which  followed  the  address  by 
Virchow  and  was  followed  by  the  address  of 
Koch.  The  presence  of  Ihese  three  men  made 
this  a great  occasion  and  it  was  at  this  Con- 
gress that  he  met  the  Professor  Baccelli,  who 
informed  him  that  his  effigy  was  to  appear  on 
the  tympanum  of  the  Policlinic  Umberto  I at 
Rome.  In  1892  lister  attended  the  Pasteur 
Jubilee  at  the  Sorbonne  in  Paris. 

The  retiring  age  for  the  professors  at  King’s 
College  is  sixty-five  and  in  1892  Lister’s  term 
of  service  automatically  ceased. 

In  1893  Lister  and  his  wife  went  to  the 
Italian  Riviera  for  a holiday.  While  there. 
Lady  Lister  developed  acute  pneumonia  from 
which  she  died  in  a few  days.  His  last  days 
without  his  wife  and  without  his  work  were 
rather  sad  and  uncolorful,  but  he  had  many 
late  honors  conferred  upon  him  and  many  of 
his  friends  kept  in  close  touch  with  him.  In 
1897  he  was  elevated  to  the  peerage  by  Queen 
Victoria.  Almost  to  the  end  he  was  interested 
in  the  scientific  progress  of  surgery  and  would 
freely  discuss  it  with  those  who  came  to  see 
him. 

In  the  latter  part  of  1909  his  sight  and  hear- 
ing became  much  impaired — he  could  not  read 
nor  write.  He  dictated  many  letters  and  liked 
to  have  books  and  papers  read  aloud  to  him. 


Towards  the  end  of  the  year  he  was  confined 
almost  entirely  to  his  bed,  but  occasionally 
could  sit  in  a chair.  During  the  next  two  years 
there  is  little  to  record  of  his  life  and  on 
February  10,  1912,  he  died. 

We  see  in  Lister’s  passing  the  closing  of  a 
truly  epoch-making  era,  and  with  it  the  dawn 
of  modern  surgery.  It  was  he  who  brought 
to  a focus  the  knowledge  gained  by  his  pre- 
decessors and  contemporaries  concerning  mi- 
crobic  activity,  and  then  from  his  researches 
evolved  principles  which  were  courageously 
applied  in  his  own  operating  rooms  and  proven 
true.  His  acumen,  with  his  untiring  search 
for  the  truth,  has  left  to  us  an  heritage  of  great 
value. 

1801  Eye  Street , Northwest. 

SOME  FEATURES  OF  CANCER  OF  THE 
COLON  AND  RECTUM.* 

By  J.  SHELTON  HORSLEY.  M.  D„  Richmond.  Va. 

There  are  certain  general  principles  that  ap- 
pear to  underlie  cancer  of  the  gastro-intesti- 
nal  tract, — or  of  any  region.  The  direct  cause 
of  cancer  is  not  known,  but  the  direct  cause 
of  the  bacteriological  diseases  cannot  be  said 
to  be  known.  Tuberculosis,  for  instance,  is 
due  to  the  bacillus  of  tuberculosis,  but  we  are 
ignorant  of  what  produces  this  bacillus.  It 
does  not  seem  probable  that  cancer  is  due  pri- 
marily to  bacteria,  though  doubtless  bacteria 
may  play  a part  in  its  development,  just  as 
many  irritating  agents  do.  It  has  been  well 
established,  for  example,  that  painting  the  ears 
of  certain  rabbits  or  mice  with  coal  tar,  if 
repeated  sufficiently,  will  initiate  a neoplasm 
that  has  all  the  clinical  signs  and  symptoms 
of  malignancy  and  will  metastasize.  After  the 
irritation  has  induced  the  cancer,  no  further 
treatments  with  tar  are  necessary.  Tar  acts 
as  an  irritant.  In  the  same  way  sores  about 
the  mouth,  particularly  irritation  from  smok- 
ing, or  frequent  trauma  from  jagged  teeth,  in- 
duce malignant  cell  growth;  even  though  in- 
jury to  well  stabilized  tissue,  as  the  palms  of 
the  hands  or  soles  of  the  feet,  does  not  result 
in  cancer.  In  like  manner,  one  of  the  promi- 
nent causes  of  cancer  of  the  colon  or  rectum 
is  papillary  or  adenomatous  growth.  It  is 
well  known  that  papillomas  or  warts  are  caused 
by  irritants  and  a benign  papilloma  of  the 
colon  is  often  a stage  between  the  original  ir- 
ritant and  the  malignant  growth.  It  seems 
doubtful  if  any  cancer  originates  directly  as 

*Read  before  a meeting  of  the  Norfolk  and  Western.  Railway 
Surgeons’  Association,  Virginia  Beach,  September  28,  1927. 
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a primary  lesion  without  the  intervention  of 
a benign  growth  or  an  inflammatory  or  irritat- 
ing lesion. 

Certain  individuals  have  more  inhibitive 
power  against  the  overgrowth  of  cells  than 
others.  When  this  occurs  the  ulcer  or  papil- 
loma will  probably  continue  benign,  and  it  is 
this  inhibitive  power  that  makes  the  hereditary 
feature  Maud  Slye  has  so  brilliantly  demon- 
strated in  mice.  In  human  beings  it  may  be 
either  present  or  lacking.  If  it  is  lacking, 
the  individual  will  probably  develop  cancer 
not  because  of  inheriting  malignancy,  but  be- 
cause of  inheriting  a deficiency  in  inhibitory 
control  of  cell  over-growth. 


Fig.  1. — Drawing  of  carcinoma  of  sigmoid  removed  from  patient, 
Mrs.  M.  H.  DeH.,  aged  53.  The  family  history  was  nega- 
tive for  cancer.  Symptoms  began  only  three  months  be- 
fore admission,  with  gas,  severe  pain,  and  passing  mucus 
and  blood  after  taking  castor  oil.  The  patient  entered 
the  hospital  with  symptoms  of  obstruction.  She  had  lost  35 
pounds  in  weight.  Operation  April  18,  1923,  was  resection 
of  sigmoid.  After  a somewhat  stormy  convalescence  she  re- 
covered. When  last  heard  from  two  years  and  four  months 
after  operation  there  was  no  evidence  of  recurrence. 

Cancer  of  the  stomach  claims  more  victims 
by  far  than  cancer  of  any  other  organ  of  the 
body.  The  last  statistics  from  the  registra- 
tion area  show  that  in  approximately  100,- 
000  deaths  from  cancer  in  1924,  about  one- 
third  were  from  cancer  of  the  stomach.  This 
is  doubtless  because  cancer  of  the  stomach  may 


sometimes  appear  without  previous  symptoms 
of  consequence  and  when  attention  is  called 
to  it  the  disease  is  already  far  advanced.  Then, 
too,  there  are  other  cases  of  cancer  of  the  stom- 
ach that  develop  from  peptic  ulcer  of  the  stom- 
ach. When  a large  peptic  ulcer  is  treated  medi  - 
cally, the  jdiysician  has  a very  grave  respon- 
sibility because  of  the  possibility  of  malignancy 
developing  from  gastric  peptic  ulcer,  whereas 
when  peptic  ulcer  is  in  the  duodenum  there 
is  but  little  chance  of  malignancy  developing. 

Cancer  of  the  colon  or  rectum,  while  not  so 
frequent  as  cancer  of  the  stomach,  usually 
gives  earlier  symptoms  and  the  diagnosis  is 
consequently  prompter. 

Cancer  of  the  colon  or  rectum  occasionally 
occurs  in  young  adults,  but  it  is  more  fre- 
quently found  in  those  over  thirty -five  years 
of  age.  There  are  no  classical  symptoms. 
Sometimes  there  is  blood  in  the  feces.  It 
may  develop  as  a mass  around  the  cecum 
that  is  supposed  to  be  inflammatory  exudate 
from  an  appendix;  occasionally  when  the  ab- 
domen is  thin  the  cancer  is  first  indicated  b}r 
a movable  almost  painless  lump  somewhere  in 
the  region  of  the  colon.  Often  the  first  sign 
is  intestinal  obstruction.  Frequently  cancer 
develops  from  a benign  adenoma  or  papilloma 
in  the  colon  or  rectum.  In  the  rectum,  early 
hemorrhage  or  discomfort  is  so  frequently  at- 
tributed to  hemorrhoids  that  digital  examina- 
tion may  not  be  made.  A thorough  digital  ex- 
amination of  the  rectum  will  go  a long  way  to 
clearing  up  a diagnosis  of  a rectal  lesion,  and 
it  is  even  more  important  than  examination 
with  the  proctoscope,  though  visual  inspection 
should  not  be  neglected. 

When  cancer  of  the  colon  is  suspected,  a 
roentgenologic  examination  should  be  made, 
preferably  with  a barium  enema.  If  the 
growth  is  in  the  rectum  and  can  be  reached 
with  the.  finger,  there  is  no  occasion  for  a 
roentgenologic  examination,  which  in  the 
colon,  however,  is  important.  If  the  barium 
is  given  through  the  mouth,  there  may  be  an 
accumulation  on  the  oral  side  of  the  cancer 
which  will  produce  obstruction;  whereas  this 
contingency  is  avoided  by  using  a barium 
enema.  The  discovery  of  a mass  along  the 
region  of  the  colon  and  the  passage  of  blood 
in  the  bowel  movement  should  always  receive 
serious  consideration,  especially  when  the  pa- 
tient is  in  the  “tropic  of  cancer”.  The  Wasser- 
mann  reaction  should  be  obtained,  because  not 
infrequently  a gumma  appears  in  the  sigmoid 
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and  upper  rectum.  It  is,  of  course,  possible 
to  have  cancer  in  the  presence  of  syphilis,  but 
with  a large  mass  in  the  sigmoid  and  a four- 
plus  Wassermann,  there  may  logically  be  the 
presumption  of  a syphilitic  gumma.  If  the 
growth  can  be  seen  through  a proctoscope  and 
there  is  doubt  about  its  character,  a small  mar- 
gin of  it  may  be  snipped  off  with  scissors  or, 
better  still,  with  the  electric  cautery,  and  ex- 
amined by  frozen  section.  The  gumma  of 
syphilis  is  more  likely  to  be  massive  and  in- 
filtrating, with  the  patient  in  otherwise  fairly 


Fig.  2. — Drawing  of  carcinoma  of  sigmoid  removed  from  Mr. 
C.  A.  McG.,  aged  50.  The  family  history  was  positive  for 
cancer.  The  symptoms  began  nine  months  before  admis- 
sion to  hospital,  with  nausea,  loss  of  appetite  and  loose 
stools.  There  was  no  noticeable  loss  of  weight.  The  opera- 
tion, on  July  11,  1925,  was  resection  of  the  terminal  sigmoid 
with  end-to-end  union.  When  last  heard  from,  one  year 
and  nine  months  after  operation,  he  was  in  good  health 
with  no  recurrence  of  the  cancer. 

good  condition, — whereas  with  an  extensive 
cancerous  growth  the  patient’s  constitution 
would  usually  be  more  affected. 

Cancers  of  the  colon,  particularly  of  the 
cecum  and  right  colon,  seem  prone  to  cause  a 
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marked  anemia  even  when  there  is  no  bleed- 
ing. 

These  features  serve  to  make  a correct  diag- 
nosis in  the  majority  of  cases,  though  there  are 
special  cases  that  are  even  still  more  puzzling, 
particularly  when  the  growth  is  out  of  reach 
of  the  proctoscope  or  the  sigmoidoscope. 

Having  determined  the  diagnosis,  the  only 
treatment  that  offers  a prospect  of  cure  is 
operation.  To  be  sure,  X-ray  and  radium  are 
very  helpful  in  the  treatment,  and  often  cause 
a marked  recession  of  the  growth  and  render 
an  apparently  inoperable  cancer  of  the  sig- 
moid or  rectum  operable.  These  agencies 
should  by  no  means  be  neglected,  but  on  the 
other  hand  it  is  unwise  to  trust  to  radium  or 
X-ray  alone  in  a cancer  of  the  colon  or  rectum 
that  can  be  removed  by  operation  with  a rea- 
sonable prospect  of  cure.  I have  had  two 
cases  of  cancer  of  the  rectum  in  which  the 
beneficial  result  of  radiologic  treatment  has 
been  manifest.  In  one  (Mrs.  F.  M.),  the  pa- 
tient had  had  cancer  for  three  years  before 
coming  to  operation  for  obstruction  of  the 
bowel.  There  had  been  masses  palpable 
through  the  thin  abdominal  wall  that  seemed 
to  be  metastases.  She  was  treated  intensively 
by  X-ray  by  Dr.  Fred  Hodges  for  about  one 
year  before  she  came  to  me,  but  eventually 
obstruction  occurred.  On  September  29,  1924. 
I operated  upon  her  for  obstruction  and  found 
no  evidence  of  the  masses  that  were  previously 
felt.  The  cancerous  growth  was  limited  to  the 
rectum,  although  the  symptoms  had  been 
present  for  three  years.  Evidently  the 
roentgenologic  treatment  had  caused  the  metas- 
tases to  disappear.  A radical  operation  was 
done,  making  an  artificial  anus  in  the  colon 
and  extirpating  the  rectum.  The  patient  was 
comfortable  for  about  one  year,  but  eventually 
died  from  recurrence. 

Another  case,  (Mr.  O.  E.  E.),  was  oper- 
ated upon  at  a large  Northern  hospital  in 
July,  1924.  The  cancer  of  the  rectum  was 
extensive  and  appeared  inoperable.  An  arti- 
ficial anus  was  made  in  the  left  side,  and 
radium  emanations  were  implanted  into  the 
growth  in  the  rectum.  Three  and  a half 
months  later  the  patient  came  to  me  and  I 
operated,  removing  the  rectum  from  below. 
The  growth  had  evidently  receded  because  of 
the  implantations  of  the  radium.  Part  of  the 
prostate  and  most  of  the  seminal  vesicles  were 
removed  in  an  extensive  extirpation.  This  was 
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about  three  years  ago,  and  at  present  the  pa- 
tient is  free  from  recurrence  and  doing  his 
daily  work.  Such  a case  could  not  have  been 
operated  upon  without  the  previous  radiologic 
treatment. 


quickly  as  cancer  of  the  stomach,  and  conse- 
quently operation  may  be  done  with  much 
more  hope  of  cure,  even  in  fairly  advanced 
cases.  This  is  illustrated  by  a patient  (Mrs. 
S.),  who  had  noticed  a palpable  mass  which 


Fig.  3. — Drawing  of  carcinoma  of  rectum  removed  from  Mr. 
J.  D.,  age  60.  Family  history  was  negative  for  cancer. 
Thirty  years  ago  patient  had  had  a fistula-in-ano  which 
was  operated  upon.  Three  years  ago  an  ulcer  appeared  in 
the  rectum,  for  which  he  was  treated.  The  size  increased 
He  had  been  given  radiojogic  treatment.  There  was  in- 
tense pain,  and  a discharge  of  small  amount  of  blood.  The 
growth  in  the  rectum  and  around  the  anus  was  extensive. 
He  was  operated  upon  by  the  combined  method  on  February 
5,  1927,  and  the  operation  was  followed  by  transfusion  of 
blood.  Four  days  after  operation  he  became  unconscious 
with  very  rapid  pulse  and  symptoms  somewhat  resembling 
meningitis,  and  died  two  days  later.  Necropsy  showed  no 
infection  in  the  superficial  abdominal  wound  and  no 
peritonitis,  but  a deep  abscess  and  foul  pus  in  the  depth 
of  the  abdominal  wound  in  the  preperitoneal  tissue. 


On  the  other  hand  there  are  a few  case 
where  radium  does  not  bene 'it  and  where  the 
discomfort  from  its  intense  action  is  very 
marked. 

Cancer  of  the  colon  does  not  metastasize  so 


gave  symptoms  for  about  a year  before  she 
consulted  me.  It  must  have  been  present  for 
some  time  before  this.  On  operation  the  trans- 
verse colon,  which  contained  a cancer,  was  ex- 
cised. She  made  a satisfactory  recovery,  and 
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when  last  heard  from,  two  years  after  opera- 
tion, was  free  from  recurrence. 

The  operation  to  be  done  depends  to  some 
extent  upon  the  location  of  the  cancer  and  also 
upon  the  type  of  the  growth  and  of  the  in- 
dividual. A very  cellular,  rapidly-growing 


easy  access  to  the  vessels  of  the  mesentery. 
Implantation  of  the  stump  of  the  ileum  into 
the  stump  of  the  remaining  part  of  the  colon 
is  a satisfactory  procedure.  Often  insertion 
of  a small  catheter  in  an  oblique  enterostomy 
about  four  or  five  inches  from  the  anastomosis 


Fig:.  4.  Drawing  of  carcinoma  of  rectum  removed  from  Mr. 
L.  N.  L.,  age  65.  The  family  history  was  negative  for 
cancer.  The  patient  first  noticed  a protrusion  from  the 
rectum  two  years  before  admission.  This  increased,  and 
there  was  occasional  streaking  of  fecal  matter  with  blood, 
marked  constipation  and  ribbon-like  stools.  There  was 
some  loss  of  weight.  Operation  by  combined  abdominal 
and  perineal  excision  was  done  on  April  28,  1926.  There 
was  some  shock  and  the  patient  was  transfused.  He  made 
a satisfactory  recovery,  and  when  last  heard  from  several 
months  after  operation  he  was  in  good  condition  with  no 
sign  of  recurrence. 

carcinoma  is  not  often  found  within  the  colon 
and  rectum,  but  when  it  does  occur,  recurrence 
after  any  operation  would  be  highly  probable. 

In  excision  the  cecum  or  ascending  colon 
should  be  thoroughly  mobilized  by  incising  the 
outer  layer  of  its  mesentery,  so  rendering 


promotes  comfort  and  adds  to  the  safety. 

In  cancer  of  the  transverse  colon,  care  must 
be  taken  about  the  nutrition  of  the  bowel  wall. 
In  this  region  union  is  difficult  to  obtain,  be- 
cause of  the  well  known  tendency  of  the  mar- 
gins of  the  anastomosed  segments  opposite  the 
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mesentery  to  undergo  necrosis.  When  either 
an  end-to-end  or  a side-to-side  method  is  used, 
the  technic  of  Kerr  should  be  followed  as  far 
as  possible  so  as  to  prevent  infection.  Here 
the  bowel  is  clamped  at  the  proposed  site  of 
resection  and  divided  with  the  electric  cautery. 
A basting  stitch  buries  each  stump,  and  they 
are  then  brought  together  and  sutured.  After 
the  suturing,  the  basting  stitches  are  removed. 
When  there  is  much  doubt  about  the  nutrition 
of  the  involved  bowel,  or  particularly  if  the 
patient  is  fat,  it  would  be  best  to  close  the 
stumps  by  tying  the  two  ends  of  each  basting 
stitch  together,  folding  in  the  stumps  still 
further  by  another  suture,  and  then  do  a lateral 
anastomosis. 

In  resecting  a cancer  of  the  sigmoid,  the 
end-to-end  method  according  to  the  technic  of 
Kerr  can  be  used  provided  there  is  not  too 
much  fat.  If  fat  is  abundant  a lateral  anasto- 
mosis should  be  employed. 

In  cancer  of  the  rectum,  except  in  the  mild- 
est tyes,  I have  abandoned  any  type  of  opera- 
tion except  radical  extirpation.  Here  there  is 
somewhat  more  access  to  the  lymphatics  than 
in  cancer  of  the  rest  of  the  large  intestine,  and 
when  there  is  a recurrence  after  an  incomplete 
operation  the  condition  is  usually  hopeless. 
Then,  too,  an  operation  in  which  the  sphinc- 
teric  apparatus  is  permanently  injured  results 
in  even  more  annoyance  to  the  patient  if  the 
natural  site  of  the  anus  is  left  than  if  a satis- 
factory artificial  abdominal  colostomy  is  done. 

After  opening  the  abdomen  a little  to  the 
left  of  the  midline,  the  liver  and  all  the  con- 
tents of  the  abdomen  are  explored  with  the 
hand.  If  the  liver  appears  to  have  nodules 
or  if  the  metastases  in  the  lymph  nodes  are  ex- 
tensive, no  operation  is  done  unless  there  are 
obstructive  symptoms,  when  a colostomy  is 
performed.  If  the  growth  has  infiltrated  well 
into  the  base  of  the  bladder  and  is  fixed,  it 
is  of  course  unwise  to  attempt  any  radical  pro- 
cedure but  radiologic  treatment  may  help,  as 
has  been  mentioned.  If  it  proves  to  be  oper- 
able, the  outer  laver  of  the  mesentery  of  the 
sigmoid  is  incised  and  the  incision  is  carried 
around  the  rectum  toward  the  base  of  the  blad- 
der in  the  male  or  towai’d  the  uterus  in  the 
female.  The  inferior  mesenteric  artery  is 
doubly  clamped  and  divided.  The  tissues  are 
stripped  up,  beginning  behind  and  going  down 
toward  the  coccyx,  keeping  close  to  the  hol- 
low of  the  sacrum.  The  bowel  is  divided  and 


the  stumps  are  closed  according  to  the  technic 
of  Kerr.  The  upper  stump  is  brought  out 
through  a short  incision  about  two  inches  to 
the  left  of  the  main  incision  and  is  fastened 
to  the  fascia  and  skin  with  a few  interrupted 
sutures  of  catgut  or  linen.  It  is  left  closed  for 
several  days.  The  lower  end  is  shoved  into 
the  pelvis  and  the  peritoneum  is  sutured  over 
it.  The  abdominal  wound  is  closed.  The  pa- 
tient is  placed  in  the  dorsal  position  and  the 
bowel  is  excised  from  below,  after  closing  the 
anus  with  a purse-string  suture.  All  of  this 
is  done  at  one  sitting.  In  these  days  when 
intravenous  injections  of  glucose  in  Ringer’s 
solution  can  be  carried  out  during  the  opera- 
tion, shock  can  usually  be  avoided;  and  if 
necessary  transfusion  of  blood  can  be  done 
later.  With  methods  for  preventing  shock 
there  seems  to  be  less  excuse  for  making  a 
two-stage  operation,  which  is  not  only  trying 
upon  the  patient  but  may  permit  infection 
and  spread  of  the  cancerous  growth. 

This  operation  has  in  my  hands  been  quite 
satisfactory.  The  patients  soon  learn  to  con- 
trol the  artificial  anus  with  but  little  discom- 
fort. 


A TABLOID  DIP  INTO  HISTORY.* 

By  FRANK  HANCOCK.  M.  D..  Norfolk,  Va. 

“That  history  maketh  a young  man  to  be  old 
without  either  wrinkles  or  grey  hairs;  privileg- 
ing him  with  the  experience  of  age  without 
either  the  infirmities  or  inconveniences  thereof. 
Yea,  it  not  only  maketh  things  past  present,  but 
enableth  one  to  make  a rational  conjecture  of 
things  to  come.  For  this  world  affordeth  no 
new  accidents,  but  in  the  same  sense  wherein 
we  call  it  a new  moon,  which  is  the  old  one  in 
another  shape;  and  yet  no  other  than  that 
hath  been  formerly.  Old  actions  return  again, 
furbished  over  with  some  new  and  different 
circumstances.”  ( Fuller) . 

It  is  interesting,  if  not  singular,  as  the  col- 
lective studies  of  historians,  archaeologists  and 
philologists  have  revealed  that  the  myths, 
superstitions,  laws,  folkways,  of  all  primitive 
people  were  essentially  the  same,  Scandinavian 
and  Polynesian,  Celtic,  or  Roman. 

Perhaps  it  was  inevitable  considering  the 
joint  origin,  and  the  further  fact  that  these 
tribes  only  separated  after  they  had  acquired 
a commonality  of  ideas, 

Specialization  and  culture  came  afterward, 

*Read  before  the  Norfolk  County  Medical  Society,  at  Nor- 
folk, Va. 
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resulting  in  different  races,  customs  and  lan- 
gauges.  Primitive  man  did  not  differ  mate- 
rially from  pre-historic  man,  a savage  sunk  in 
animalism.  The  natural  was  to  him  the  super- 
natural ; so  he  worshipped  trees,  stars,  winds 
and  rivers,  dogs,  apes  and  oxen.  He  faced  the 
wild  animal  world  with  his  arrow  heads,  which 
were  exactly  the  same  shape  wherever  found, — 
in  the  river  depths  of  Palestine,  Egypt,  Siberia, 
England  or  Alaska. 

But  disease  baffled  him.  He  thought  it  an 
evil  spirit  and,  as  such,  was  to  be  cajoled, 
placated  by  burnt  offerings,  and  sacrifices. 

The  germ  of  that  idea  is  with  us  still.  We 
propitiate  offended  diety  and  appeal  to  kindly 
spirits  to  intercede  for  us  in  Heaven. 

Later  this  primitive  man  believed  that  his 
human  enemy  possessed  supernatural  powers, 
and  that  he  must  ward  these  off  with  appro- 
priate spells  and  sorcery  similar  to  those  em- 
ployed by  his  enemy. 

N ightmares,  with  their  terrifying  phantasms 
led  him  to  believe  in  the  existence  of  a spirit 
world  of  animals,  and  men,  apart  from  his 
daily  life,  of  a soul  separate  from  his  body. 
Some  of  these  spirits  were  offended  and  sought 
to  injure  him. 

Adways  there  have  been  certain  keen  intel- 
ligences who  have  benefited  by  these  supersti- 
tions ; hence,  the  witch  doctor  and  fetish  work- 
ers practicing  magical  therapeusis,  empirics, 
and  suggestion. 

This  early  man's  knowledge  was  limited,  but 
not  contemptible.  A number  of  our  important 
remedies  date  back  to  these  times.  In  his  medi- 
cine pouch  he  carried  talons  of  beasts  of  prey, 
tarsal  bones,  snail’s  shells,  a drum  and  rattle 
to  make  a bewildering  noise.  He  also  carried 
in  these  aboriginal  days,  purgatives,  emetics 
and  ATermifuges.  They  did  more.  Certain 
tribes,  the  Ashantis,  for  instance,  practiced 
inoculation  against  small-pox,  rubbing  the  con- 
tents of  a pustule  into  a skin  abrasion.  This 
was  likewise  done  by  the  Hindus,  Chinese  and 
Persians.  They  cupped,  blood-let,  and  tre- 
phined. There,  with  their  stone  implements, 
the  Hebrews  in  the  desert  circumcised  their 
children. 

These  primitive  people  transfixed  the  edges 
of  wounds  with  thorns,  and  drained  abscesses 
with  bamboo — ten,  twenty,  thirty  thousand 
years  ago.  Certain  ants  were  induced  to  seize 
both  sides  of  a wound  with  their  sharp  head 
nippers,  in  Brazil.  Their  bodies  were  then 


cut  away;  one  ant  after  another  being  used  in 
this  way  until  the  wound  was  closed.  Was 
such  ingenuity  a thing  to  be  ashamed  of,  or 
tc  be  laughed  at  as  crude  or  crass,  or  as  done 
by  mountebanks  ? 

The  hieratic  writings  of  the  Egyptian 
Papyrus — the  Ebers-papyrus — revealed  an  ex- 
tensive materia  medica. — opium,  coca,  cinchona, 
eucalyptus,  sarsaparilla,  acacia,  capaiba,  guaiac. 
galup,  podophyllin.  They  also  used  powdered 
insects,  snakes  and  worms,  as  therapeutic  re- 
sources. 

Our  own  Indians  treated  rheumatism  with 
arbutus,  gave  lobelia  for  colds,  used  golden 
seal  and  Avild  sage  tea.  They  treated  scurvy 
Avith  fresh  infusions  of  the  barks  and  leaves 
of  trees. 

Ritual  emesis  and  catharsis  were  used  by  the 
North  American  Indians  just  as  they  Avere  by 
the  Babylonians. 

Surgery  remained  essentially  primitive  up  to 
the  time  of  anesthesia  and  antiseptics.  Our 
ancestors  used  fish  teeth,  or  sharpened  flints, 
to  let  blood  or  open  abscesses. 

Trephining  goes  back  into  pre -historic  times. 
It  appears  to  haA7e  been  about  the  first  opera- 
tion ever  done  by  man  upon  man.  Headaches, 
mental  disturbances  and  trauma  were  treated 
in  this  way7. 

Cupping  was  done  by7  means  of  animal’s 
horns.  It  is  thought  that  the  hemorrhage  from 
Avounds,  and  the  periodic  recurrence  of  men- 
struation, suggested  to  them  the  adA7antages  of 
blood  letting  in  disease,  and  hence  the  practice. 

The  ancient  Hindus  performed  almost  every 
major  operation  except  the  ligation  of  arteries, 
operations  that  were  preceded  by7  intoxicants 
and  narcotics. 

The  use  of  a soporific  potion  as  a substitute 
for  anesthesia  goes  back  to  remote  antiquity — 
poppy,  Indian  hemp,  mandragora.  Rachel 
sought  the  latter  for  Leah,  perhaps  to  ease  the 
pangs  of  child-birth.  In  the  fourteenth  cen- 
tury a mixture  of  these  ingredients  was  pre- 
pared for  surgical  anesthesia  by  Hugh,  of 
Lucca,  and  his  son,  Theoderic. 

Alcohol  should  be  added  to  this  list  given  us 
by  the  Arabians. 

Mankind  came  marching  into  history,  pro- 
viding himself  Avith  an  artificial  paradise, 
through  narcotics  and  intoxicants  (alcohol, 
opium,  and  hashish).  He  also  knew  of  tea, 
coffee  and  tobacco. 

Mesopotamia  was  the  nurse,  if  not  the  cradle 
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of  all  culture.  The  seeds  of  it  were  sown  by 
that  great  race,  the  Sumerians,  some  sixty  cen- 
turies ago.  They  invented  cuneiform  writing. 
They  were  conquered  by  the  Semitic  Baby- 
lonians and  Assyrians,  who  further  developed 
morals  and  learning.  Then  the  torch  of  civili- 
zation passed  to  the  Indo-Germans. 

Quick  silver  was  used  by  these  Indians  for 
syphilis,  but  mostly  after  the  Mohammedan 
era.  It  was  called  “The  King  of  Metals.” 

The  earliest  known  pictures  of  surgical  op- 
erations were  discovered  by  Max  Muller,  near 
Memphis,  on  the  door-post  of  a tomb.  The 
Egyptians  did  not  open  the  body,  but  these 
pictures  gave  clear  representations  of  cir- 
cumcision, operations  on  the  neck,  etc. 

The  first  physician  to  arise  out  of  the  mists 
of  antiquity,  Imhotep,  4500  B.  C.,  was  wor- 
shipped at  Memphis  as  a God. 

Among  the  contributions  of  the  Egyptians  to 
medicine  were  simple  clothes  and  cleanly 
habits, — with  which  their  climate  had  some- 
thing to  do. 

In  this  fertile  spot  neolithic  man  first  raised 
hbnself  above  his  kindred  races  of  the  Medi- 
terranean basin.  By  the  accidental  discovery 
of  copper,  Egypt  “forged  the  instruments  that 
pulled  civilization  out  of  the  slough  of  the 
Stone  Age.”  Many  of  man’s  most  distinctive 
and  highly  cherished  beliefs  have  their  origin 
here.  Records  preserved  in  stone  show  the  pic- 
ture of  man’s  search  after  justice  and  the 
recognition  of  the  rights  of  the  individual.  It 
was  there  that  “The  faith  that  looks  through 
death”  was  developed.  But  it  was  not  here  that 
religion  and  medicine  became  dissociated. 

Osteo-arthritis  was  the  most  prevalent  of 
diseases  among  the  Egyptians,  as  pictures 
show.  Evidences  of  tuberculosis,  rickets  and 
syphilis  were  lacking. 

In  the  contemporary  Mesopotamian  civiliza- 
tion, science  reached  a higher  level  than  in  the 
valley  of  the  Nile.  Early  observers  were  im- 
pressed with  the  size,  importance,  and  richness 
of  the  blood  supply  of  the  liver.  They  spoke 
of  the  liver  as  we  do  of  the  heart,  believed  it 
to  be  the  seat  of  life,  and  of  the  soul. 

The  influence  of  the  heavenly  planets  upon 
man’s  destiny  was  the  contribution  to  medicine 
or  the  Assyrians  and  Babylonians, — that  the 
stars  fought  in  their  courses  for  and  against 
him.  Also,  they  and  the  Hebrews  believed  in 
divination.  The  elders  of  Moab  and  Media 
came  to  Baalman  with  the  rewards  of  divina- 
tion in  their  hands.  Joseph’s  cup  of  divina- 


tion was  found  in  Benjaman’s  sack.  The  King 
of  Babylon  stood  at  the  parting  of  the  ways 
and  looked  at  the  liver  and  prognosed  the  re- 
sults of  a forth-coming  war.  The  liver  was 
the  mirror  in  which  God’s  mind  was  reflected 
in  those  times.  It  was  the  sole  organ  of  divi- 
nation for  hundreds  of  years. 

Ilepatoscopy  was  also  practiced  by  the 
Etruscans,  Greeks  and  Romans,  but  it  early 
degenerated  into  meaninglessness. 

It  does  not  appear  from  the  Bible  that  the 
Hebrew's  were  impressed  with  astrology,  nor 
the  Greeks  particularly,  as  far  as  medicine  was 
concerned.  However,  we  have  some  words  of 
astral  significance  from  the  Greeks — disaster, 
for  instance. 

The  Hammurabi  code — 2000  B.  C. — was  sup- 
posed to  have  been  received  from  the  Sun-God 
by  the  King  (as  Moses  received  the  law  from 
the  God  of  the  Hebrews). 

This  extraordinary  document  is  a black 
diorite  block  eight  (8)  feet  in  length,  with 
2,540  lines  of  writing,  of  which  1,114  remain 
surmounted  by  the  figure  of  a king  receiving 
the  law  from  their  God. 

Greek  Medicine. 

Greek  medicine  appears  on  the  horizon  of 
history,  carrying  what  there  was  of  service 
and  of  science  from  the  older  Mesopotamian 
and  Egyptian.  The  remains  of  Oriental  litera- 
ture were  linked  with  the  matchless  collection 
of  writings  of  Hippocrates.  In  it  is  the  beauty 
and  entire  freedom  of  Llellenic  thought. 

That  was  the  germ  of  all  future  development, 
foreshadowing  of  future  tendencies.  Thus 
oriental  thought  reached  its  apotheosis  in 
Greek  philosophy  and  art. 

It  was  a part  of  those  mighty  startling  in- 
fluences that  led  in  to  the  Golden  Age  of  Greek 
culture — such  prodigality  of  intellect  as  the 
world  has  never  seen.  The  Christians  in  their 
too  great  zeal  later  erected  a Bastile  where  all 
thought  was  confined.  In  this  great  era  of  the 
Greeks,  science  achieved  its  independence  from 
religion,  tradition  and  dogma. 

No  hierarchy  had  yet  arisen  to  rule  and 
govern  the  spiritual  and  thinking  life  of  man- 
kind as  life  was  then  lived  by  the  Ionic  and 
Doric  Greeks. 

There  was  some  hegemony  upon  the  part  of 
the  Delphic  oracle  in  the  Hellenic  world,  but 
it  was  not  enough  to  stifle  science.  The  Persian 
King  hoped  to  secure  from  this  Delphic  priest- 
hood the  political  service,  spiritual  authority 
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rendered  him  in  the  conquered  countries  of 
Egypt  and  Judea,  but  Plataea  and  Salamis  pre- 
vented this,  and  Hellas  was  not  submerged  in 
religious  dogmatism.  The  Greeks  secured 
much  knowledge  from  the  older  eastern  natives 
of  their  drugs  and  methods.  This  raw  mate- 
rial of  experience  was  elaborated  and  indi- 
x\ dualized  by  them. 

Greek  medicine  then  rose  above  mere  formal 
dogma,  and  empiricism  creating  a synthetic 
organism  of  medical  science. 

It  was  at  Crotona  that  Pythogoras  founded 
a school  whose  influence  has  come  down  the 
centuries  stimulating  knowledge  and  accelerat- 
ing thought.  One  of  the  distinguished  mem- 
bers of  this  Crotonian  school,  Alcmoean.  first 
traced  the  spinal  nerves  to  the  brain  and  recog- 
nized that  organ  as  the  seat  of  the  mind. 

No  study  of  the  Greek  school  of  medicine 
could  be  competent  that  did  not  include 
Empedocles,  who  introduced  the  theory  of  the 
four  elements,  fire,  air,  earth  and  water. 

Upon  this  later  was  engrafted  the  doctrine 
of  the  humors  which  dominated  medicine  from 
the  days  of  Hippocrates  almost  to  our  own. 
Empedocles  foreshadowed  Darwin’s  theory  of 
evolution  in  at  least  a fantastic  representation 
of  “The  Survival  of  the  Fittest.” 

Magical  powers  were  ascribed  to  Empedocles. 
He  recalled  Pantheia  to  life  after  her  trance 
of  30  days.  Democritos  pre- visioned  the  auto- 
mic  theory.  These  wrere  wild  speculations,  it 
is  true,  but  based  upon  an  amazing  intuition. 

At  this  time,  six  hundred  (600)  years  B.  C., 
the  Greeks  had  a well-defined  public  health 
service.  Democedes,  whose  remarkable  story 
as  told  by  Herodotus,  was  perhaps  the  first 
medical  man  to  receive  a regular  salary  from 
the  City  of  Athens  for  public  work. 

Asklepios,  patron  saint  of  medicine,  wras  for 
more  than  a 1,000  years  “consoler  and  healer  of 
men.”  It  is  his  figure  with  the  serpents  that 
appears  on  all  our  seals  and  charters.  The 
natural  dread  and  awe  of  humans  for  the 
snake  made  it  a symbol  of  supernatural  power 
early  in  man’s  career.  At  one  time  three  or 
four  hundred  temples  were  dedicated  to 
Asklepios. 

The  first  regularly  organized  physicians 
were  the  Asclepiades,  Avho  rose  to  power  and 
dignity  in  the  century  before  Hippocrates. 
They  had  a strict  organization,  expressing  it- 
self in  certain  ordinances  and  formalities. 

Medical  ethics  began  there,  on  the  assump- 


tion that  the  Asclepiades  were  originally  a band 
of  brothers  claiming  descent  from  the  divine 
father  of  medicine.  Thev  guarded  their  art  as 
a family  inheritance.  Lender  certain  circum- 
stances strangers  were  admitted  to  this  spirit- 
ual union  of  physicians,  where  they  learned  the 
venerable  traditions,  the  purity  of  transmitted 
teachings. 

They  carefully  wrote  histories  of  patients. 
Charlatans  worried  them,  especially  a group 
called  gymnasts  whose  practices  were  not  dis- 
similar from  the  practices  of  certain  sects  prac- 
ticing today. 

Pythagoras  was  the  greatest  of  the  philoso- 
phers who  exercised  influence  upon  medicine. 
Greek  medical  literature  may  be  said  to  have 
started  with  him. 

I wish  to  speak  of  Hippocrates  and  his  writ- 
ings. He  w'as  horn  in  Cos,  460  B.  C.,iand  died 
about  375  B.  C.  “Admired  by  all,  understood 
by  fewr,  imitated  by  many,  equalled  by  none, 
he  will  remain  the  master  of  medicine  for  all 
time.”  He  did  not  believe  with  the  priests, 
practicing  medicine  at  that  time,  that  disease 
was  of  celestial  origin.  “No  god  ever  befouled 
a human  body,”  he  said.  Through  all  of  his 
writings  a humanism  runs.  He  believed  with 
Prodicus  that  “that  which  benefits  human  life 
is  God.”  Some  of  his  hypotheses  were  fantastic, 
based  as  they  wTere  on  the  dissection  of  animals. 

Plato  held  Hippocrates  in  high  esteem,  and 
appreciated  his  idealized  ethics,  and  his  far- 
seeing  view's. 

His  writings  were  edited  in  the  third  cen- 
tury B.  C.,  and  collectively  they  were  called 
Corpus  Hippocraticum.  This  wTas  done  bv 
Alexandrian  scholars  under  orders  of  the  book- 
loving  Ptolemv. 

Some  of  these  writings  are  of  course 
apocryphal,  in  the  sense  that  they  were  not  all 
written  by  him.  Whatever  he  wrote,  there  is 
no  question  of  his  historicity,  no  doubt  that  he 
diverted  medical  investigation  from  devious 
speculation  to  the  straight  road  of  unbiassed 
observation,  and  gave  to  his  profession  a sense 
of  dignity  and  independence  it  had  never  had 
before. 

Plato  and  Zenophen  gave  ditferent  impres- 
sions of  Socrates,  just  as  did  the  successors  of 
Hippocrates,  but  they  were  all  imbued  with  his 
genius. 

His  conception  of  the  medical  vocation,  and 
his  method  of  medical  thought  were  as  true 
then  as  now.  We  cannot  narrowly  define  the 
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knowledge  and  art  of  his  school,  but  the  monu- 
mental figure  of  this  great  man  will  remain 
forever  upon  the  heights  of  medical  thought. 

The  fundamental  differences  between  medi- 
cine as  practiced  by  Hippocrates  and  those  be- 
fore his  day  is  impressively  plain  and  makes 
him  an  obviously  immortal  figure,  who  will 
survive  the  vicissitudes  of  time. 

He  found,  upon  his  coming,  a guild  of 
Asclepiades.  He  left  his  profession  free  of  all 
priestly  entanglements  and  transcendentalism. 

He  distinguished  essentials  from  accessories. 
"He  not  only  looked  but  he  saw.  His  tendency 
was  ideal,  but  his  perception  was  real.” 

The  first  great  medical  school  of  antiquity 
was  the  Alexandrian  school  about  300  B.  C. 
There  were  laboratories,  clinics,  libraries.  Here 
the  study  of  the  structure  of  the  human  body 
marked  its  full  development,  till  then  barred 
everywhere  by  religious  bodies. 

The  Ptolomies  gave  full  permission  for  the 
dissection  of  the  human  body,  and  perhaps 
vivisection. 

The  two  great  members  of  this  school  were 
Herophilus,  and  Erasistratus.  Herophilus 
gave  us  the  Calamus  Scriptorius  and  the  duo- 
denum. Erasistratus  almost  described  the  cir- 
culation. 'He  broke  definitely  with  humeral 
pathology. 

They  described  the  valves  of  the  heart;  rec- 
ognized the  significance  of  nerves,  which  had 
been  confounded  with  tendons,  described  the 
great  varieties,  sensory  and  motor. 

Galen,  the  greatest  name  after  Hippocrates, 
v.  as  born  in  Pergamon  130  A.  D.,  and  died  201 
A.  I).  Observer,  experimenter,  philosopher,  he 
practiced  psycho-analysis.  Called  to  see  a 
great  lady  suffering  with  intractable  insomnia, 
he  quizzed  her  closely  and  decided  that  her 
malady  was  due  to  her  love  for  a certain  dancer, 
Palydes,  because  he  discovered  that  her  pulse 
(piickened  when  this  dancer’s  name  was  men- 
tioned. Galen  could  only  dissect  apes  and 
pig*-'  Times  had  changed  since  the  days  of 
Herophilus.  'Hie  broad  minded  Ptolomies  had 
been  succeeded  by  the  promiscuously  religious. 

He  was  within  an  ace  of  discovering  the  cir- 
culation of  the  blood.  It  is  difficult  to  under- 
stand how  he  missed  it. 

He  showed  that  the  arteries  contained  blood 
and  not  air,  as  had  been  taught  by  Erasistratus, 
and  Praxagoras.  He  knew  that  the  heart 
valves  determined  the  direction  of  the  blood 
that  entered  and  left  the  organ,  but  he  failed 


to  understand  that  the  heart  and  not  the  liver, 
was  the  pump.  He  spoke  of  veins  as  “a  conduit 
full  of  blood  with  a multitude  of  canals,  large 
and  small,  running  from  it,  distributing  blood 
to  all  parts  of  the  body.”  That  lacked  very 
little  of  Harvey’s  later  description  of  the  cir- 
culation. 

He  had  a commanding  talent  ; vTas  a master 
builder  in  the  realm  of  thought.  Still  he  did 
not  have  Hippocrates*  originality  or  freedom 
of  thought. 

Galen  compared  these  blood  conduits  with 
irrigating  canals  and  gardens.  He  went  be- 
yond Aristotle.  He  knew  that  a function  of 
the  blood  was  to  maintain  heat  and  that  the 
smoky  matter  derived  from  this  combustion 
was  discharged  by  expiration. 

Galen  demonstrated  the  function  of  the 
laryngeal  nerves,  motor  and  sensory  functions 
of  the  spinal  nerve  roots.  He  had  great  faith 
in  drugs  and  collected  plants  from  all  parts  of 
the  known  wrorld. 

For  fifteen  centuries  he  dominated  medical 
thought  as  Aristotle  did  in  the  schools.  He 
was  the  medical  pope. 

Leonardo  da  Vinci  also,  as  shown  in  his  illus- 
trated anatomy,  the  first  of  such  illustrations, 
was  just  short  of  a full  conception  of  the  cir- 
dilation.  Certainly  his  knowledge  of  muscles 
surpassed  that  of  any  of  the  anatomists  up  to 
the  time  of  Vesalius. 

Medievai,  Medicine — ok  the  Era  of  Coma. 

As  Rome  rose  to'  authority,  medicine  lan- 
guished for  some  600  years.  It  was  only  the 
immigrant  Greek  physicians,  attracted  by  the 
growing  wealth  of  Rome,  that  rescued  it  from 
hopeless  theurgy.  At  this  time  the  profession 
was  pitifully  inadequate.  It  returned  to  its 
liaison  with  religion,  from  which  Hippocrates 
had  so  long  before  delivered  it. 

Desolation  had  come  to  medicine  as  to  all 
civilization.  The  threads  were  broken  that 
had  connected  it  with  the  glory  of  Greece  and 
Rome. 

All  that  splendid  legacy  bequeathed  to  us  by 
the  masters  had  departed.  Nothing  remained 
of  Athens  and  Alexandria.  Man  became  again 
encysted  in  ignorance  and  blind  superstition 
“in  a muddy  vesture  of  decay.”  The  stream  of 
scientific  medicine  was  lost  in  the  morass  of 
these  years.  The  barbarians  shattered  the 
Roman  empire  to  its  foundations  in  the  fifth 
century  A.  D.  In  the  sixth  century  a great 
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plague  further  demoralized  the  remains  of  this 
once  great  people. 

There  is  no  question,  as  remarked  by  Osier, 
that  the  philosophy  of  the  Christian  religion 
contributed  greatly  to  the  decline  of  scientific 
investigation.  St.  Paul  counted  “all  things 
dung  put  to  win  Christ.” 

“In  seeking  a heavenly  home  mankind  lost 
his  bearings  upon  earth.”  Only  a mystic  could 
understand  this  situation  with  full  sympathy. 
Christianity  did  bring  new  motives,  new  in 
terest  and  new  values,  into  life,  but  science  was 
not  among  them.  Terti Ilian  said,  “Investiga- 
tion since  the  Gospel  is  no  longer  necessary.” 

Jerome  wrote.  “Does  you  skin  roughen  with- 
out a bath?  Who  is  once  washed  in  the  blood 
of  Christ  needs  not  wash  again.” 

Of  course,  no  criticism  or  reflection  is  in- 
tended here  upon  the  Founder  of  Christianity. 
For  him  are  . only  our  love  and  our  tears. 

However,  the  literary  matter  of  the  pagan 
past  did  not  completely  fade  from  the  con- 
sciousness of  mankind.  The  course  of  the 
liver  of  medicine  was  tortuous  and  meandering, 
but  it  was  never  completely  checked. 

There  was  the  famous  medical  school  at 
Salernum,  near  Naples. 

In  Byzantium,  from  the  third  century  to  the 
fall  of  Constantinople,  there  was  a continuous 
effort  by  medical  men  to  prevent  a total  eclipse 
of  their  profession.  Oribisirus,  friend  of  the 
Emperor  Julian,  was  the  most  notable  of  these 
Byzantines. 

He  was  born  at  Purgamon,  as  was  Galen,  and 
was  so  close  a follower  of  his  townsman  that 
he  was  called  “Galenas  ape.” 

These  Arabians  were  appreciative  of  all  that 
was  best  of  the  Greco-Roman  civilization,  par- 
ticularly the  science  of  it.  They  arduously 
cultivated  medicine. 

Razes  and  Avicenna  were  their  great  contri- 
butions to  the  pi’ofession.  The  latter  had  per- 
haps one  of  the  finest  intelligences  ever  vouch- 
safed to  man.  He  took  all  knowledge  for  his 
province.  He  was  fond  of  wine  and  women 
and  came  to  his  end  in  some  dissipation  in  his 
f.8th  year. 

Avicenna  wrote  voluminously,  translating 
the  work  of  Galen  and  Hippocrates  into 
Arabic.  All  of  his  philosophy  could  not  make 
him  moral  nor  all  his  physic  teach  him  to  pre- 
serve his  health.  His  works  have  been  lost. 
Arabic  medicine  was  then  essentially  Greek. 
Their  greatest  advances  were  in  the  domain  of 


chemistry.  The  Arabs  had  well  organized 
hospitals,  hospitals  that  were  at  once  the  glory 
of  their  civilization.  Their  science,  which  ex- 
ceeded anything  in  Europe,  became  transmitted 
to  this  occidental  world,  through  the  Crusaders. 

Mundinus  was  the  first  modern  student  of 
anatomy.  He  was  a product  of  the  universities 
that  flourished  in  the  thirteenth  century,  par- 
ticular^- the  students’  guild  at  Bologna.  These 
guilds  were  the  preludes  to  the  universities  of 
that  century,  which  sought  to  meet  the  educa- 
tional needs  of  the  age. 

In  the  vear  1319  there  is  the  record  of  a legal 
procedure  against  medical  students  for  body 
snatching,  the  first  record  for  this  gruesome 
practice.  Mundinus’  anatomy  was  a text-book 
for  200  years. 

The  quaint  illustration  shows  us  the  med- 
ieval method  of  teaching  anatomy, — the  lec- 
turer sitting  on  a chair  reading  from  Galen, 
while  a barber  surgeon  opens  the  cavities  of 
the  body. 

Arnold,  of  Yillinova,  wrote  prodigiously  on 
medical  subjects,  was  in  constant  trouble  with 
the  church,  and  was  finally  condemned  as 
heretical. 

Peter,  of  Abaro,  was  the  first  of  a long  line 
of  distinguished  physicians  connected  with  the 
great  school  of  Padua.  He  sought  to  reconcile 
philosophy  and  medicine,  came  into  conflict 
with  the  church,  was  several  times  before  the 
Inquisition,  and  escaped  the  stake  only  by  a 
timely  death. 

Pope  John  XXI  was  interested  in  medicine, 
wrote  a number  of  treatises,  and  referred  in 
one  to  “iliac  passion,”  presumably  appendicitis. 

Roger  Bacon,  born  out  of  time.  Avas  the 
first  man  since  the  Greeks,  to  understand  the 
importance  of  experimental  science.  He  had  a 
keen  appreciation  of  what  it  meant  to  human 
knowledge.  He  AA-as  one  of  the  first  to  point 
the  way  to  original  research,  as  opposed  to  the 
acceptance  of  authority.  Any  student  of  his- 
tory will  acknoAvledge  the  debt  we  owe  to  this 
man,  because  it  is  overAvhelmingly  evident  that 
acceptance  of  authority  upon  our  part  wras  the 
particular  languorous  thing  that  prevented  our 
advancing,  as  we  would  have,  had  we  been 
earlier  stirred  by  Roger  Bacon’s  ferment. 

Astrology,  an  aggresshre  culture,  Avas  prac- 
ticed universally  in  these  middle  ages, — Baby- 
lonia, Greece  and  the  Roman  Empire, — coun- 
tenanced by  the  courts,  taught  at  Ihe  univer- 
sities. Roger  Bacon  himself  belieAed  in  the 
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influence  of  planets,  stars  and  comets  on  gen- 
eration, disease,  and  death. 

Medicine  in  the  Middle  Ages  represents  a 
restatement  from  century  to  century  of  the 
facts  and  theories  of  the  Greeks,  modified  here 
and  there  by  Arabian  practice.  The  schools 
were  still  bound  in  slavish  submission  to  Galen 
and  Hippocrates.  There  was  no  advance  in 
our  knowledge  of  the  functions  and  structures 
of  the  human  body.  The  Arabians  lit  a bril- 
liant torch  (Osier)  from  Grecian  lamps  and 
from  the  eighth  to  the  eleventh  centuries  the 
profession  reached  a dignity  and  importance 
to  which  it  is  hard  to  find  a parallel  in  history. 

In  the  fifteenth,  to  the  sixteenth  and  seven- 
teenth centuries  there  was  a general  renaissance 
of  the  world  of  thought.  Theology  had  been 
the  queen  of  all  the  sciences.  Learning  was 
now  to  be  the  guide  to  the  conduct  qf  life. 

Medicine,  reflecting  this  period  as  it  had  all 
other  periods,  joined  in  the  revolt  against  med- 
ievalism. 

Authority  was  shattered,  and  the  foundation 
for  the  study  of  the  functions  of  the  human 
body  was  laid.  With  these  advances  are  as- 
sociated the  names  of  Paracelsus,  Vesalius  and 
Harvey.  The  first  of  these  made  war  upon  the 
dogmatism  of  the  schools,  and  encouraged  the 
study  of  practical  chemistry.  There  has  prob- 
ably never  been  a physician  subject  to  such 
unmeasured  abuse  and  villification.  His  body, 
said  Fuller,  was  a sea  where  the  tide  of  drunk- 
enness ebbed  and  flowed.  He  was  a mystic, 
something  of  a charlatan,  but  he  stood  out  at 
all  times  for  independent  study  and  the  right 
of  private  judgment.  He  discovered  zinc,  the 
various  compounds  of  mercury,  and  flowers  of 
sulphur.  Also,  he  introduced  tincture  of 
opium,  having  probably  learned  of  it  in  the 
East. 

Vesalius,  of  Brussels,  grasped  as  no  modern 
before  him  had  done,  the  capital  truth  that,  to 
know  the  human  body,  one  must  know  its  parts, 
its  fabric, — one  of  the  most  achieving  minds  of 
the  human  race. 

The  Alexandrians  created  human  anatomy, 
but  he  for  the  first  time  in  history  explained 
the  entire  structure  of  the  human  body.  His 
great  anatomical  work  was  the  “Fabrica” — 
fabric  of  the  human  body.  There  is  described 
anatomy  as  we  know  it.  The  world  has  never 
seen  what  this  manuscript  contained  since  the 
great  Pergamenian  had  sent  his  Manual  of 


Anatomy  among  his  friends.  The  Fabrica  ap- 
peared in  1543. 

However,  Vesalius  had  no  idea  of  a general 
circulation  beyond  what  Galen  had  taught. 
(It  was  Servitus  who  described  the  lesser  cir- 
culation). 

The  publication  of  the  Fabrica  shook  the 
medical  world  to  its  foundations.  He  had 
dared  to  differ  with  Galen,  Prince  of  Phy- 
sicians. 

He  is  said  to  have  been  brought  before  the 
Inquisition,  but  was  saved  by  the  intercession 
of  Charles  V,  whose  physician  he  was.  Con 
demned  to  visit  the  Holy  Land,  he  died  of  a 
fever  in  1564. 

Vesalius  had  made  the  school  at  Padua  the 
anatomical  center  of  Europe.  He  was  suc- 
ceeded there  by  Fallopius,  who  in  turn  was 
followed  by  Fabricius,  who  demonstrated  the 
valves  in  the  veins. 

Harvey  had  seen  and  assisted  in  these  demon- 
strations at  Padua  about  1600.  He  afterward s- 
said  it  was  the  'position  of  the  valves  of  these 
veins,  that  induced  him  to  think  of  the  circu- 
lation. 

Trained  in  this  great  school,  William  Harvey 
returned  to  England  and  soon  thereafter  laid 
down  in  clear  and  unequivocal  terms  the  cir- 
culation of  the  blood.  It  was  the  foundation 
of  physiology. 

The  old  notion  had  been  that  the  heart  in 
its  motion  attracted  blood  into  the  ventricles. 
He  demonstrated  by  experiments,  to  the  con- 
trary, that  the  ventricular  contractions  ex- 
pelled blood,  and  only  received  it  during  its 
repose.  He  then  demonstrated  that  the  diastole 
of  the  arteries  corresponded  with  the  systole 
of  the  ventricles  and  that  the  arterial  pulse 
followed  the  force,  frequency,  and  rhythm,  of 
the  ventricle,  and  is  dependent  upon  it. 

It  had  not  been  known  before  that  the  pulsa- 
tion in  the  arteries  was  nothing  else  than  the 
impulse  of  the  blood  within  them. 

He  knew  that  the  auricles  were  the  first  to 
move,  and  the  last  to  die.  Hence,  for  the  first 
time,  then,  it  was  stated  that  the  heart  was  the 
organ  for  the  propulsion  of  blood,  the  very 
thing  Galen  could  not  see. 

Harvey  did  not  know  how  the  arteries  and 
veins  communicated  with  each  other.  Galen 
spoke  of  anastomosis.  Harvey  preferred  the 
idea  of  filtration. 

Galen,  Aristotle,  and  others  Knew  that  the 
blood  moved. 
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Harvey  lectured  to  students  at  St.  Bartho- 
lomew’s Hospital  on  the  circulation  fifteen 
years  before  the  work  was  published — De  Motu 
Cordes,  1628. 

He  met  with  a storm  of  opposition.  “Circu- 
lator” was  the  term  opprobriously  applied  to 
him.  Charles  I rallied  to  his  support  and  made 
him  Court  Physician,  as  other  Kings  and  Em- 
perors had  done  in  the  past  for  great  doctors 
who  were  being  persecuted. 

Other  important  discoveries  followed  shortly 
after  this: — The  pancreatic  duct,  Wharton’s 
duct,  antrum  of  Highmore,  Glisson’s  capsule, 
circle  of  Willis,  Haversian  canals,  and  Cow- 
per’s  glands.  Brunner  discovered  the  duodenal 
glands;  de  Graaf  the  Graafian  follicles;  Peyer 
described  the  lymphoid  follicles  of  the  small 
intestines;  Stenson  the  parotid  duct, 

Swammerdam  discerned  the  red  blood  cor- 
puscles. He  established  the  medico-legal  fact 
that  foetal  lungs  will  float  after  respiration. 

Then  came  Leeuwenhoek,  maker  of  micro- 
scopes, and  founder  of  microscopy.  He  had  a 
collection  of  247  microscopes  and  419  lenses 
which  he  ground  himself.  He  was  the  first  to 
describe  spermatozoa,  the  structure  of  the  crys- 
talline lens,  and  the  striped  character  of 
voluntary  muscle.  He  saw  micro-organisms 
in  the  teeth  for  the  first  time,  and  demon- 
strated what  Malpighi  had  already  seen,  the 
capillary  anastomosis  between  veins  and  ar- 
teries. 

Thus  was  supplied  the  missing  link  in 
Harvey’s  discovery  of  the  circulation. 

Malpighi  originated  histology.  His  work 
upon  the  liver,  spleen,  and  kidney  was  done 
with  patient  fidelity,  and  his  name  is  preserved 
in  the  structures  of  those  organs. 

Ambrose  Pare  (1510-1590)  made  amputation 
■what  it  is  today  by  his  reintroduction  of  the 
ligature,  the  use  of  which  had  been  in  abey- 
ance since  the  time  of  Celsus — 25  B.  C.  to  50 
A.  D.  He  was  the  original  asepsist,  as  Garri- 
son remarks.  He  first  suggested  syphilis  as 
the  cause  of  aneurism,  and  made  podalic  vers- 
ion a practicable  procedure.  He  is  said  to  have 
been  garrulous  and  gossipy  and  to  have  “had 
the  vanity  of  self-reference,  which  accompanies 
great  as  well  as  small  reputations.” 

Thomas  Willis  first  described  the  hexagonal 
network  of  arteries  at  the  base  of  the  brain, 
which  bears  his  name.  He  gave  the  first  ac- 
count of  epidemic  typhoid  fever,  and  described 
and  named  puerperal  fever. 


This  was  a great  era.  this  seventeenth  cen- 
tury. Lt  was  the  age  of  Shakespeare,  and 
Milton,  of  Vilasquey,  and  Rembrandt,  Bock. 
Moliere  and  Newton,  Bacon  and  Spinoza. 

With  better  legal  regulations  and  restric- 
tions, the  social  position  of  the  physician  im- 
proved. He  arose  to  some  dignity.  But  the 
surgeon  was  still  under  the  ban.  In  the  army 
he  still  shaved  the  officers,  and  was  generally 
classed  with  barbers,  bath-keepers,  executioners 
and  mountebanks.  This  was  in  England.  In 
France,  the  surgeon  enjoyed  some  prestige 
owing  to  the  fact  that  Felix,  surgeon  to  Louis 
IV.  relieved  that  monarch  of  a fistula-in-ano  by 
operation. 

The  gradual  rise  of  the  surgeons  from  their 
lowly  plain  to  the  seats  of  the  mighty  is  some- 
thing that  these  erudite  ones  can  take  up  later. 
It  is  an  interesting  story. 

Grocers  were  the  original  druggists  and  con- 
tinued to  dispense  drugs  even  after  James  I in 
1606  incorporated  the  druggists. 

These  druggists  finally  shedded  their  grocer 
associates,  as  the  surgeons  had  done  the  bar- 
bers. Then  and  there  began  the  age-long  con- 
troversy between  physicians  and  druggists  as  to 
the  dispensing  of  drugs  by  the  latter. 

Medical  Arts  Building. 


THEN  AND  NOW.* 

By  ZEE  V.  SHERRILL,  M.  D„  Marion,  Va. 

At  the  very  beginning  of  this  imperfect 
paper,  which  would  have  been  an  utter  impos- 
sibility if  I had  not  quoted  freely  from  different 
authors,  permit  me  to  say  that  I am  greatly 
embarrassed  when  I attempt  to  express  my 
high  appreciation  of  the  honor  you  have  so 
kindly  and  generously  bestowTed  upon  me.  You 
have  permitted  me  to  preside  over  this  very 
worthy  group  of  medical  men,  and  passed  by 
my  many  errors  in  silence. 

In  all  candor,  no  better  medical  society  exists 
today  in  the  State  of  Virginia,  or  elsewhere, 
than  the  Southwestern  Virginia  Medical 
Society.  Whether  I am  President  of  this 
Society  out  of  respect  to  age,  or  from  being 
among  the  first  in  its  organization,  or  from 
whatever  cause,  my  appreciation  is  none  the 
less. 

In  casting  about  for  a subject  for  an  address, 
or  paper,  for  this  occasion,  I have,  indeed,  been 
“up  a tree,”  as  it  were.  I finally  concluded  to 

♦Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Bristol,  Va.,  September  22-23,  1927. 
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leave  the  name  until  the  operation  had  been 
performed,  and  if  it  is  still-born  no  name  will 
be  expected. 

Reminiscence  is  said  to  be  an  evidence  of  age, 
and  if,  therefore,  I should  refer  to  medical 
matters  of  the  past,  you  will  naturally  and 
justly  conclude  that  I belong  to  the  class  of 
the  “Old  School  Physician.” 

I began  in  a small  way  to  give  out  powders 
and  home-made  pills  in  the  summer  of  1887, 
iwo  years  after  the  birth  of  our  State  Board  of 
Medical  Examiners.  In  order  to  do  this,  with- 
out interference,  I located  temporarily  in  Ten- 
nessee, where  no  such  restrictions  at  that  time 
existed.  Transportation  forty  years  ago  was 
conducted  by  horse-drawn  vehicles,  or  on  horse- 
back; the  latter  was  more  practical  and  more 
economical  on  account  of  the  bad  roads.  A 
rubber  tired  buggy  was  considered  an  expen- 
sive luxury,  and  especially  if  drawn  by  a span 
of  horses;  the  latter  method  of  travel  was 
seldom  employed  except  by  the  city  physician. 
Occasionally  in  Richmond  one  could  see  the 
two-horse  carriage  with  the  colored  driver  in 
livery,  and  the  dignified  old  doctor,  dressed  in 
the  conventional  black  broadcloth  suit  with 
high  top  silk  hat,  seated  in  the  closed  apart- 
ment to  the  rear  of  the  driver. 

Formerly — 40  years  ago — a messenger  or 
runner,  was  sent  for  the  doctor, — no  telephones 
were  in  common  use,  especially  in  the  smaller 
towns  or  the  country  districts.  The  messenger 
usually  came  on  horse-back  and  remained  with 
the  doctor  until  he  was  ready  to  return  with 
him  to  visit  the  patient.  Not  infrequently  the 
doctor  would  remain  with  his  patient  over- 
right,  going  home  the  next  day,  and  sometimes, 
if  the  patient  were  verjT  ill,  would  stay  with 
him  several  daj^s.  Since  there  were  no  grad- 
uate nurses,  the  care  of  the  patient  depended 
upon  the  goodness  and  kindness  of  the  neigh- 
bors, or  relatives,  and  often  the  doctor  played 
the  role  of  nurse.  Several  years  later  the 
trained  nurse  came  into  her  own,  and  her  serv- 
ices were,  indeed,  a benefaction  and  a blessing 
to  the  patient,  as  well  as  to  the  community  and 
to  the  doctor.  The  doctor  in  the  olden  time 
was  an  ever-welcome  visitor  in  the  home.  He 
shared  with  the  family  the  very  best  they  could 
afford. 

At  this  time  (1887)  there  was  not  a hospital 
within  the  entire  boundaries  of  this  Medical 
Society,  including  the  Clinch  Valley  Society 
as  well,  or  within  the  entire  Southwest  Vir- 


ginia— embracing  nineteen  counties.  Thirty- 
two  years  ago  the  old  Roanoke  Hospital  was 
established,  the  first  hospital  in  this  entire  sec- 
tion except  the  Southwest  Virginia  State  Hos- 
pital for  the  insane,  which  was  established 
forty  years  ago  at  Marion.  Patients  in  need 
of  an  operation  were  transported  all  the  way 
to  Richmond  and  admitted  to  the  Retreat  for 
the  Sick,  or  the  City  Home  Hospital.  St. 
Luke’s  Hospital  was  opened  during  1887.  The 
Lynchburg  General  Hospital  has  been  estab- 
lished since  1885,  and  the  Marshall  Lodge  Hos- 
pital was  opened  for  patients  in  1886.  Other 
Virginia  cities  having  hospital  facilities  40 
years  ago  were  Alexandria — Alexandria  Hos- 
pital, established  1872;  Norfolk — Hospital  St. 
Vincent,  established  1856;  Norfolk  City  Home 
Hospital,  established  1820;  the  Norfolk  Pro- 
testant Hospital  was  opened  39  years  ago.  The 
Petersburg  Hospital  was  established  in  1886. 
These  hospitals  constituted  all  the  hospitals  in 
the  State  of  Virginia  except  those  established 
by  the  State  for  the  care  of  the  insane,  and  by 
the  U.  S.  Army  and  Navy,— the  former  at  Fort 
Meyer  and  Fortress  Monroe,  and  the  latter  at 
Norfolk, — the  IJ.  S.  Marine  Hospital  and  the 
U.  S.  Naval. 

There  are  today  in  the  19  counties  of  South- 
west  Virginia,  25  hospitals  with  a capacity  of 
1,058  beds,  besides  the  Hospital  for  the  Insane 
ai  Marion  with  1,000  beds,  and  the  Catawba 
Sanitarium,  at  Catawba,  with  325  beds,  and 
Mt.  Regis,  at  Salem,  with  65  beds.  Virginia 
has  today,  besides  the  hospitals  referred  to  in 
the  19  counties,  52  other  hospitals  and  sani- 
tariums, besides  3 other  State  Hospitals  for  the 
Insane.  These  52  hospitals  will  accommodate 
4,076,  and  the  remaining  State  Hospitals, — 
Eastern — 1,000;  Western — 1,500;  and  Central 
--2,000. 

No  State  provision  was  made  for  the  care  of 
our  tuberculosis  patients  until  1909,  when  the 
Catawba  Sanitarium  was  established;  neither 
was  there  any  private  institution  prior  to  this 
date  for  their  care  and  segregation.  The  Blue 
Ridge  Sanitarium  was  opened  for  patients  only 
7 years  ago,  and  Piedmont  Sanitarium  for 
colored  patients  9 years  ago.  The  State  sani- 
tariums for  tuberculous  patients  will  accom- 
modate 631  patients,  counting  the  colored  at 
Burkeville  (146).  Richmond  and  Danville 
each  have  municipal  hospitals  for  their  cases 
of  tuberculosis;  these  accommodate  92  and  35 
patients  respectively.  Little  was  known  of  the 
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prevention  of  disease;  the  germ  theory  was  a 
subject  of  scorn  and  derision  for  the  most  part. 
The  tuberculous  patient  lived  at  home  with  his 
family,  sleeping  and  eating  with  them,  and  it 
was  not  an  uncommon  occurence  for  whole 
families  to  be  wiped  out  with  this  dread  dis- 
ease. 

It  was  not  until  1894  that  diphtheritic  anti- 
toxin was  manufactured  and  it  was  several 
years  after  this  before  its  use  became  anything 
like  general.  In  the  days  before  diphtheritic 
antitoxin,  it  was  not  unusual  for  several  chil- 
dren in  the  same  family  to  die  from  diphtheria 
during  an  epidemic.  In  New  York  city,  in 
1921,  before  the  use  of  toxin-antitoxin,  there 
were  more  than  15,000  cases  of  diphtheria ; in 
1926  there  wrere  only  5,793  cases,  a reduction  of 
nearly  75  per  cent.  Up  to  July  1st,  this  year. 
75,000  children  in  Virginia  had  been  given 
toxin-antitoxin , more  preventive  treatment 
than  had  been  given  in  any  one  year  prior  to 
this. 

Typhoid  fever  is  coming  to  be  a rare  disease 
since  the  more  general  use  of  typhoid  vaccine; 
years  ago  it  wiped  out  whole  families. 

Malaria,  according  to  Bass,  will  be  elimi- 
nated within  another  decade  or  two. 

Cholera  on  American  soil  is  a disease  of  past 
years. 

Small-pox  is  an  unusual  disease  at  present, 
and  usually  of  a mild  type,  on  account  of  the 
almost  universal  employment  of  vaccination. 

Research  work  is  in  progress.  Last  year  the 
Dean  of  the  Medical  Department  of  the 
University  of  Pennsylvania  (a  great  medical 
school,  the  oldest  in  this  country,  established 
m 1765)  estimated  that  $1,000,000  would  be 
utilized  for  research  work  alone  during  the 
year.  The  new  medical  unit  soon  to  be  erected 
at  the  University  of  Virginia,  to  cost  one  and 
one-half  millions,  will  indeed  be  a step  for- 
ward. The  millions  for  the  Medical  Depart- 
ment of  Duke  University  will  be  felt  and  ap- 
preciated by  the  medical  profession  of  the  en- 
tire South. 

In  the  early  part  of  the  19th  Century  there 
were  only  three  medical  schools  in  the  United 
States,  and  only  two  hospitals.  There  are  to- 
day in  the  United  States  and  her  possessions 
7.194  hospitals  with  beds  for  888,339  patients. 
There  are  more  than  4,000  laboratories  and 
over  4,000  Roetgen  ray  departments.  (J.  A. 
M.  A.,  March.,  1927). 

Forty  years  ago  I knew  of  only  one  ortho- 


pedic surgeon  within  350  or  400  miles — he 
lived  in  Washington,  D.  C. ; I refer  to  Dr.  A.  R. 
Shands,  formerly  of  Prince  Edward  Co.,  Va. 
Now  our  great  Universities,  the  great  City  Hos- 
pitals, Free  Dispensaries,  the  special  Childrens’ 
Hospitals,  and  Convalescent  Homes  have  col- 
lected, segregated  and  rehabilitated  cripples 
bjr  the  thousands.  Only  a few  years  ago  ortho- 
pedic surgery  was  confined  to  the  larger  cities; 
now,  orthopedics,  as  a speciality,  is  practiced 
throughout  the  land.  Every  State  in  the  Union 
should  provide  hospitals  to  help  take  care  of 
our  half  million  cripples;  some  of  them  have 
not  done  so.  AVe  are  indebted  to  the  Scottish 
Rite  Masons,  the  Shriners,  Rotarians,  Iviwan- 
ians  and  other  organizations  for  the  interest 
they  have  manifested  in  this  speciality,  and 
for  helping  direct  our  attention  and  increasing 
our  interest  in  these  unfortunate  cases.  We 
have  now  numbers  of  good  orthopedic  surgeons 
in  several  parts  of  our  Commonwealth,  of 
whom  we  are  justly  proud. 

In  1920,  Sir  William  Osier  said  the  average 
working  life  of  the  English-speaking  people 
had  doubled  in  three  centuries;  most  of  this 
gain,  however,  has  been  made  within  the  last 
half  century. 

The  development  of  Preventive  Medicine  has 
been  one  of  the  outstanding  features  during  the 
last  40  years.  Dr.  A.  J.  Crowell,  speaking  of 
Preventive  Medicine,  says,  “it  is  the  watchword 
of  the  hour  and  offers  the  profession  its  great- 
est opportunity  for  usefulness.”  “An  indivi- 
dual may  discover  the  cause  of  disease;  but  it 
is  by  the  combined  effort  of  the  profession  that 
its  ravages  may  be  prevented.”  “As  a result 
of  organization,  co-operation  and  concentra- 
tion of  ideas  and  effort,  the  medical  profession 
stands  today  single  and  alone  among  the  pro- 
fessions, in  that  it  is  the  only  one  whose  daily 
efforts  are  expended  in  an  endeavor  to  destroy 
the  very  reason  for  its  existence.” 

Periodic  physical  examinations  are  being 
urged  by  the  physician  of  today  in  order  that 
disease  may  be  arrested  before  it  has  developed 
and  the  human  body  impaired.  Health  Boards 
have  been  established,  hospitals  have  been  con- 
structed and  maintained,  Public  Health  nurses 
employed,  and  hygiene  taught  in  our  public 
schools  at  the  instigation  of  the  physician.  The 
Public  Health  Service  of  our  Government  has 
taken  a leading  part  in  sanitary  education,  in 
its  endeavor  to  combat  disease.  Large  indus- 
trial plants  employ  doctors  and  nurses  for  their 
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employees  and  have  found  that  it  pays  in  the 
amount  of  productive  labor.  Life  Insurance 
Companies  hold  health  clinics  and  distribute 
health  literature.  A few  of  them  have  sani- 
toriums  for  the  treatment  of  their  policy  hold- 
ers. Not  a few  individuals  retain  their  phy- 
sicians to  look  after  their  health  the  year  round. 

Recently  some  of  our  cities  have  even  es- 
tablished Mental  Clinics. 

Formerly  the  graduate  in  medicine  was 
turned  loose  on  the  public  with  little  training 
in  the  Healing  Art,  and  often  wrought  havoc 
with  the  patient;  now  they  are  required  to  con- 
tinue their  training  as  Internes.  Formerly— 
40  years  ago  and  less  than  40  years — -they  were 
graduated  within  two  years  of  two, sessions  of 
five  or  six  months  each.  At  present,  and  for 
several  yeats  past,  modern  medical  education 
demands  scientific  knowledge  as  a foundation, 
and  all  first-class  medical  colleges  require  two 
years  of  special  college  work  in  addition  to  a 
complete  four-year  high  school  course  before 
admission.  The  fact  is  that  at  present  most 
of  our  physicians  are  graduates  from  first-class 
literary  colleges  before  they  begin  the  study  of 
medicine.  The  modern  physician  is  the  best 
educated  man  found  in  an}r  of  the  professions 
today.  About  30  of  our  States  require  at  least 
one  year  internship  in  a hospital  after  gradua- 
tion before  the  rigid  State  examinations  may 
be  taken,  in  order  to  obtain  a license  to  prac- 
tice his  profession — a wise  precaution,  indeed. 
The  demand  for  the  well  trained  physician  is 
now  much  greater  than  the  supply.  Many  com- 
munities are  actually  without  the  services  of  a 
modern  physician  and  the  need  is  imperative. 
The  financial  remuneration  received  by  the 
physician  may  be  less  than  many  of  the  voca- 
tions, but  the  extreme  satisfaction  and  the 
actual  opportunity  for  aiding  mankind  is  a 
remuneration  far  greater  than  money.  The 
physician  must  be  a true  student  all  his  life, 
since  medical  knowledge  is  continually  advanc- 
ing. New  scientific  facts  are  rapidly  being  dis- 
covered, and  the  application  of  these  facts  are 
finding  their  places  in  the  medical  world. 
Many  and  important  changes,  therefore,  have 
occurred  in  medical  matters  for  the  betterment 
of  human  welfare,  but  we  are  in  need  of  further 
reform.  At  present  the  people  of  these  United 
States  are  spending  every  year  $320,000,000 
for  patent  medicines,  which  is  perfectly  good 
money  thrown  away. 

Maternal  mortality  rates  in  this  country  are 
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today  among  the  highest  in  the  civilized  world; 
only  a slight  decrease  in  these  rates  has  oc- 
curred since  the  beginning  of  the  present  cen- 
tury. A comparison  shows  the  United  States 
ranks  among  those  having  the  highest  maternal 
death  rates — as  New  Zealand  and  Chile.  Coun- 
tries having  less  than  half  of  the  maternal 
death  rates  of  the  United  States  are  Denmark, 
Finland,  Italy,  Japan,  the  Netherlands,  Nor- 
way, Sweden  and  others.  Two-fifths  of  the 
deaths  of  this  class  of  patients  are  due  to  sep- 
ticemia, or  lack  of  surgical  cleanliness.  Fif- 
teen to  twenty  thousand  women  die  in  this 
country  annually  directly  from  the  effects  of 
pregnancy,  and  fifty  per  cent  of  the  remainder 
suffer  in  varying  degrees  from  its  effects.  Dr. 
L.  A.  Calkins,  in  the  Virginia  Medical  Monthly , 
says  500  mothers  and  5,000  babies  in  Virginia 
lose  their  lives  each  year  in  the  act  of  parturi- 
tion. A step  forward  would  be  effective  super- 
vision of  these  cases  by  health  officers,  and 
puerpural  diseases  should  be  made  a reportable 
disease  just  as  other  contagious  or  infectious 
diseases.  The  result  of  such  action  in  Norway 
has  been  a reduction  of  four-fifths  of  these 
cases,  and  similarly  striking  results  have  been 
obtained  in  England,  Wales  and  the  Nether- 
lands. 

Beginning  with  1907.  Twenty  years  ago, 
$3,000  were  realized  from  the  sale  of  Christmas 
seals  distributed  by  the  State  and  National 
Government  and  local  Tuberculosis  Associa- 
tions for  the  prevention  and  treatment  of  tuber- 
culosis. In  1925,  $4,900,000  were  realized  from 
this  sale.  Deaths  from  tuberculosis  have  been 
reduced  since  1907  from  200  per  100,000  popu- 
lation to  90  out  of  every  100,000 — 110  per  cent 
reduction.  In  the  past  25  years  1,300,000  more 
persons  would  have  lost  their  lives  from  this 
disease,  had  the  death  rate  of  the  year  1900 
prevailed.  This  is,  indeed,  encouraging,  but 
there  remains  a long  waiting  list  of  persons 
affected  with  tuberculosis  for  admission  to  our 
State  institutions  for  lack  of  adequate  room. 

I have  referred  to  some  of  the  statistics  of 
our  hospitals  already,  but  allow  me  to  make 
another  reference.  The  figures  give  some  idea 
of  the  tremendous  and  important  place  now  oc- 
cupied by  hospitals  in  medical  education  in  this 
country. 

Hospitals  are  destined  to  render  greater  serv- 
ice as  they  assume  their  educational  function 
and  when  they  become  more  fully  permeated 
with  the  spirit  of  investigation  and  research — 
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and  are  better  equipped  and  better  endowed. 
Then  hospitals  will  render  more  efficient  serv- 
ice to  the  public,  not  only  providing  care  for 
the  sick,  but  in  educating  the  people  of  their 
communities  in  regard  to  scientific  and  attested 
facts  in  medicine. 

The  welfare  of  future  generations  will  de- 
pend upon  the  health  of  the  adult  of  today. 
The  report  of  the  Surgeon  General  of  the  U.  S. 
Army  on  defects  found  in  the  drafted  men 
shows  about  one-half  of  the  young  adult  male 
population  to  have  physical  and  mental  de- 
fects worthy  of  note,  and  one-fourth  have  im- 
pairments sufficiently  severe  to  disqualify  them 
for  military  service.  According  to  this  same 
report,  the  chief  causes  of  rejection  for  this 
service  are  the  results  of  physical  injuries  and 
defects— diseases  of  the  heart,  tuberculosis  and 
mental  diseases.  Our  school  children  are  50 
per  cent  defective;  in  varying  degrees,  most  of 
these  defects  are  remedial. 

The  Life  Extension  Institute  also  reports 
‘‘that  over  50  per  cent  of  adult  males  studied 
by  them  have  moderate  to  advanced  physical 
impairment,  needing  not  only  hygienic  guid- 
ance but  also  medical,  surgical,  or  dental  treat- 
ment. ” In  this  group  are  the  large  number  of 
so-called  ‘‘silent  diseases,”  which  produce  vary- 
ing and  deplorable  degrees  of  disability.  At 
this  enlightened  period  of  our  existence,  at  least 
15  per  cent  of  the  population  have  serious  con- 
ditions demanding  attention.  An  important 
contribution  to  present-day  health  work  would 
be  the  correction  of  dental  and  mouth  defects, 
most  of  which  can  be  corrected  in  childhood, 
and  the  efforts  of  the  medical  and  dental  pro- 
fessions and  the  co-operation  of  school  author- 
ities, with  financial  support  from  the  Countv 
or  State,  would  be  a long  stride  in  the  right 
direction. 

Dr.  W.  F.  Draper,  Asst.  Surgeon  General  of 
the  Public  Health  Service,  in  an  address  be- 
fore the  American  Medical  Association  at  its 
last  meeting,  said,  “it  is  my  impression  that  the 
old  family  physician  knew  far  more  about  his 
families  and  their  members,  regarding  their 
physical  condition  and  mental  comfort  than  is 
the  case  nowadays.  Undoubtedly,  an  enlight- 
ened return  to  this  more  intimate  relationship 
would  be  better  for  the  public  and  also,  I think, 
for  the  physician. 

“Is  there  any  good  reason  why  the  discovery 
of  defects  in  the  children  of  families  in  which 
the  physician  attends  the  adult  members,  should 


be  left  to  the  school  medical  examination,  if 
there  happens  to  be  one  ? Should  not  the  family 
physician  have  detected  and  treated  these  in 
their  incipiencv?  Must  their  dietary  diseases, 
their  hernias,  their  tuberculosis,  their  mental 
maladjustments  go  unrecognized  until  the  pa- 
tient himself,  or  his  relatives,  or  employers,  or 
society  in  general  complains  of  them?  The 
alarming  extent  to  which  defects  and  diseases 
go  unrecognized  until  it  is  too  late  to  accom- 
plish anything  more  than  palliation,  is  suffi- 
cient evidence  that  somebody  has  failed.  It  is 
easy  to  blame  it  on  the  ignorance  or  careless- 
ness of  the  individual  (and  often  this  is  justly 
true),  but  I believe  that  much  of  this  wastage 
could  fairly  be  laid  at  the  door  of  the  physician 
who  has  neglected  abundant  opportunities  for 
service,  and  also  for  legitimate  and  compen- 
sable medical  practice.” 


GLAUCOMA.* 

By  WILLIAM  THORNWALL  DAVIS,  M.  D.,  Washington,  D.  0. 

Case  1.  White,  male;  57  years  of  age.  Seen 
May  10,  1927. 

The  patient  complained  of  epiphora  Iteft 
eye,  beginning  on  March  29,  1927.  Im- 
mediately after  this  he  noticed  dimming  of 
vision  in  this  eye  accompanied  with  a feeling 
of  fullness  in  the  globe;  occasionally  there  was 
a sensation  as  of  a foreign  body  in  the  eye. 
The  thought  that  he  might  have  serious  trou- 
ble with  the  eye  depressed  him  very  much. 
The  examination  was  as  follows: 

V.O.D.  20/40  WS.  + 1.75  = 20/30  + 4. 

V.O.S.  20/100,  no  glass  improved. 

T.O.D.  34;  T.O.S.  24;  (Schiotz). 

Visual  form  fields  normal.  Left  blind  spot 
slightly  enlarged.  There  Avas  no  scotomata. 
The  slit  lamp  showed  cornea,  aqueous  and  lens 
normal  in  both  eyes.  One  drop  of  euphthal- 
min  caused  the  left  pupil  to  dilate  ad  maxi- 
mum. Ophthalmoscopic  examination  showed 
the  left  retina  and  disc  to  be  edematous  and 
hazy,  with  engorged  retinal  veins;  a well 
defined,  low  grade,  neuroretinitis  or  posterior 
uveitis.  He  was  placed  in  hospital  for  study 
and  treatment.  The  latter  consisted  of  mer- 
curial inunction  g 1 daily;  hot  packs  once 
daily;  restricted  diet;  plenty  of  water;  full 
catharsis;  in  other  words,  rapid  elimination. 
The  local  treatment  consisted  of  hot  applica- 
tions three  times  daily,  with  pilocarpin  solu- 
tion gr.  ss.  to  g 1.  t.i.d.  in  each  eye. 

*Read  in  Roanoke,  Virginia,  September  19,  1927,  at  the  Staff 
Meeting  of  Gill  Memorial  Eye,  Ear  and  Throat  Hospital. 
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On  May  17th,  the  vision  in  the  right  eye 
was  20/15  and  the  left  eye  20/20  with  correc- 
tion. T.O.D.  23;  T.O.S.  21. 

On  July  2,  1927.  T.O.D.  23;  T.O.S.  26. 
Blind  Spots  normal.  Scarcely  any  difference 
to  be  noted  in  the  two  fundi;  retinal  veins  in 
the  left  eye  remained  slightly  engorged. 

On  July  14,  V.O.D.  WS.  -f  0.75  = 20/15; 
V.O.S.  WC.  — 0.50  X 135  = 20/15;  T O.D. 
31 ; T.O.S.  20. 

The  salient  points  in  the  medical  examina- 
tion were  as  follows: 

Tonsillectomy  at  forty-nine  years  of  age  on 
account  of  neuritis.  At  fifty  years  he  had 
acute  frontal  sinusitis,  which  was  treated  and 
cured.  He  works  hard,  eats  plentifully,  takes 
some  alcohol.  He  takes  insufficient  exercise. 
His  weight  is  226  pounds  which  is  some  forty 
pounds  overweight.  Diverticulitis,  appendi- 
citis, and  gall-bladder  disease  were  suspected, 
but  could  not  be  proved.  The  other  examina- 
tions, blood,  urine,  etc.,  were  negative. 

We  have  then  a man  of  fifty-seven  years,  a 
hard  worker,  over  nourished,  overweight,  too 
little  exercise  and  too  much  alcohol;  (any 
alcohol  under  the  above  conditions  would  be 
too  much).  He  develops  a low  grade  posterior 
uveitis  of  the  left  eye,  which  rapidly  clears 
under  eliminative  treatment.  There  is,  how- 
ever, a well  defined  increase  in  the  intraocular 
tension,  first  demonstrable  in  one  eye  and  then 
in  the  other.  How7  long  this  has  been  going 
on  is  doubtful.  We  may  assume  it  has  not 
been  long  since  there  are  no  field  changes;  this 
assumption  may  be  erroneous  as  the  next  case 
would  indicate. 

Case  2.  White;  male;  fifty-two  years  of 
age;  unmarried;  druggist. 

First  observed  September,  1915,  complaining 
of  aching  of  eyes  and  tenderness  of  the  globes. 

Family  History:  Mother  was  semi-invalicl 
for  thirty  years  as  a result  of  polyarthritis. 

Previous  History:  Operated  twice  for  vari- 
cocele. He  had  never  been  robust.  Within 
past  two  years  he  had  three  attacks  of  nausea 
together  with  obscuration  of  vision,  lasting 
about  an  hour  and  passing  off  without  further 
incident. 

Present  Condition  : The  patient  complains 
that  on  using  the  eyes  or  when  he  is  fatigued, 
there  is  throbbing  of  the  temples  and  pain  in 
the  eyes  together  with  nausea.  On  sleeping 
these  symptoms  disappear.  He  is  physically 
a poor  specimen  and  intensely  neurotic. 

Examination  of  the  eyes  shows  the  left  disc 


cupped  1 D.  and  paler  than  the  right.  T.O.D. 
30  mm.  Hg.;  T.O.S.  —52  (Schiotz)  V —20/15 
and  J.  1.  each  with  proper  correction.  Blind 
spots  normal.  No  scotoma.  Physical  exami- 
nation by  Dr.  Thayer  is  reported  as  negative 
except  slight  pyorrhea  and  cardiac  enlarge- 
ment of  mild  degree. 

Treatment:  Hygienic  and  dietary;  eserin 
salicylate  gr.  1/20  to  § three  times  daily  and 
pilocarpin  nitrat  gr.  1/10  to  § three  times 
daily,  alternating. 

In  March,  1917,  the  vision  was  20/30  and 
J.  1.  in  each  eye  with  correction.  T.O.D.  21 ; 
T.O.S.  — 29.  The  patient  was  comfortable. 
There  were  fugacious  symptoms  which  may 
have  been  real  or  fancied.  He  was  given  eser- 
in gr.  1/10  and  pilocarpin  gr.  1/5  three  times 
daily,  alternating. 

In  January,  1920,  the  left  disc  was  found 
to  be  of  increased  paleness  over  the  first  ex- 
amination. October,  1920,  T.O.D.  — 22;  T.O.S. 
— 30;  V.  20/15  ea.  Dr.  Barker  reported  in- 
cipient hyperthyroidism  and  Dr.  Hiram 
Woods  a suspicion  of  glaucoma  simplex. 

The  eserin  was  omitted  as  it  blurred  his 
vision.  He  was  given  pilocarpin  gr.  2 to  f} 
three  times  daily;  following  this  the  discom- 
fort of  the  eyes  increased  and  in  December 
lie  was  put  on  eserin  gr.  % to  § twice  daily, 
in  addition  to  the  pilocarpin. 

In  December,  1920,  two  small  scotomata 
made  their  appearance  in  the  left  visual  field. 
He  complained  of  seeing  black  spots  before 
the  eyes  and  of  attacks  of  scintillating  scotoma. 
In  February,  1921,  no  scotomata  could  be 
demonstrated;  tension  and  appearance  of  the 
eyes  and  fundi  were  without  change. 

At  the  present  writing  the  conditions  as  out- 
lined remain  the  same.  It  is  difficult  to  dis- 
engage his  neurotic  symptoms  from  those  that 
are  real,  hence  only  the  objective  symptoms  are 
of  value. 

Is  the  diagnosis  of  glaucoma  simplex  justi- 
fied? It  would  seem  that  it  is,  based  on  the 
increased  intraocular  tension,  the  presence  of 
the  scotomata  and  the  reduction  of  the  visual 
fields.  The  intraocular  tension,  the  appear- 
ance of  the  discs,  the  symptoms  and  the  visual 
acuity  have  remained  practically  unchanged 
for  six  years.  Further  progress  of  this  case 
is  interesting. 

In  February,  1922,  T.O.D.  25;  T.O.S.  46. 
He  is  now  on  pilocarpin  gr.  2 to  ^ for  right 
eye  and  gr.  3 to  % for  left  eye.  The  tension 
remaining  up  an,d  it  being  impossible  to  use 
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stronger  miotics  on  account  of  the  blurring  and 
discomfort  caused  thereby;  an  iridectomy  was 
done  on  the  left  eye  in  December,  1922.  Iri- 
dectomy was  chosen  as  an  incipient  cataract 
was  developing  in  this  eye. 

February,  1923,  T.  O.  D.  30;  T.O.S.  20.  In 
October,  1924,  there  Avas  a sudden  edema  of 
both  maculae  with  paramacular  exudate.  In- 
fected tonsils  were  found  and  removed.  The 
prostate  showed  well  developed  infection  and 
was  energetically  treated.  The  macular  dis- 
ease promptly  subsided  following  these  meas- 
ures and  the  use  of  sweats,  mercury  and 
iodides. 

In  May,  1925,  T.O.D.  31;  T.O.S.  25;  V.O.D. 
20/15;  V.O.S.  20/40.  In  July,  1926,  T.O.D. 
36;  T.O.S.  34.  He  is  noAv  on  pilocarpin  gr. 
5 and  eserin  gr.  2 to  February,  1927.  T.O.D. 
29;  T.O.S.  25.  In  March,  1927,  the  right  eye 
was  trephined. 

June  21,  1927,  the  following  notes  Avere 
made.  V.  20/30  and  J.  1 each  eye,  with  cor- 
i-ection.  O.D.  disc  cupped  2.50  D.,  the  cup 
does  not  im'olve  the  edge  of  the  disc  and  the 
vessels  are  not  pushed  against  the  nasal  Avail. 
The  cup  does  not  look  like  a glaucomatous 
cupping.  There  is  little  or  no  atrophy.  O.S. 
disc  cupped  1.50  D.,  cup  is  large  and  im-olves 
the  temporal  edge  of  the  disc.  The  A-essels 
are  not  displaced  to  the  nasal  Avail.  T.O.D. 
11;  T.O.S.  29. 

Case  3.  White;  female;  age  forty-five  years. 
Was  refracted  in  November,  1923.  Eyes  were 
normal  at  this  time,  and  showed  moderate 
hypermetropic  astigmatism.  In  March,  1926. 
she  presented  herself  complaining  of  pain  and 
blurring  of  the  right  eye.  The  pupil  was 
moderately  dilated  and  oval  with  the  long  axis 
A-ertical.  There  was  moderate  ciliary  conges- 
tion and  numerous  spots  of  cyclitic  exudate  on 
the  back  of  the  cornea.  The  aqueous  was  hazy 
with  numerous  granules  floating  in  it  as  shown 
by  the  slit  lamp.  The  retinal  vessels  and  disc 
showed  moderate  congestion.  Tension  right 
eye  46  mm.  Hg.  (Schiotz)  ; left  eye  25.  On 
dilating  the  right  pupil  with  euphthalmin,  the 
tension  went  to  43.  She  was  hospitalized;  in- 
fected tonsils  remoA-ed  at  once.  The  treatment 
in  hospital  was  as  follows:  Hot  packs  once 
daily;  leeches  to  the  right  temple;  sodium  sali- 
cylate gr.  30  t.i.d.  inunction  with  mercurial 
ointment  jj  1 daily;  hot  fomentations  and 
pilicarpin  nitrat  solution  gr.  2 to  5 1,  three 
times  daily  in  the  right  eye. 

The  interesting  aspect  of  this  case  of  uveitis 


with  increased  tension  now  follows:  Within 
three  Aveeks  the  uveitis  completely  cleared. 
The  slit  lamp  showed  no  changes;  the  ophthal- 
moscope revealed  only  a cupping  of  the  right 
disc  of  3 diopters  together  with  slight  pale- 
ness. Tension  remained  between  27  and  35. 
The  visual  fields  shoAved  contraction  with  a 
paracentral  scotoma. 

Thus  at  this  stage  the  case  presented  only 
symptoms  of  a glaucoma  simplex.  The  most 
careful  study  with  the  lamp  and  the  ophthal- 
moscope showed  no  evidence  of  the  preceding 
uveitis.  Had  this  case  been  seen  at  this  stage 
even  a careful  history  would  not  have  revealed 
the  presence  of  the  uveitis  in  all  probability. 
It  would  haAre  been  diagnosed  as  a case  of  glau- 
coma simplex  by  most  of  us,  I am  sure.  The 
tension,  fields  and  vision  returned  to  normal 
and  the  paracentral  scotoma  disappeared.  The 
cupping  of  the  disc  remained.  She  was  seen  a 
short  time  ago  for  refraction  and  the  eye  has 
remained  normal. 

There  is  one  aspect  of  the  etiology  of  this 
puzzling  disease  that  may  be  of  interest  to 
discuss.  First,  let  us  consider  the  cases  re- 
ported. In  case  one,  there  were  no  suspicions 
of  glaucoma,  but  there  was  a posterior  uveitis 
of  the  left  eye.  most  probably,  of  toxic  origin. 
The  tension  of  the  right  eye  was  increased : 
later,  after  the  uveitis  had  about  cleared,  the 
tension  of  the  left  eye  was  found  to  be  in- 
creased. There  were  no  other  symptoms  of 
glaucoma;  the  visual  fields  were  normal,  there 
Avere  no  scotomata  and  the  blind  spots  were 
normal.  There  Avas  no  reduction  of  visual 
acuity. 

We  might  say  this  patient  is  in  the  preglau- 
coma stage.  We  can  scarcely  recommend 
operative  procedure  on  increased  tension  alone. 
What  then  is  the  cause  of  the  increased  ten- 
sion in  this  case?  May  Ave  not  assume  that 
due  to  his  improper  mode  of  life  he  developed 
a low  grade  toxic  uveitis  and  that  this  inflam- 
mation of  the  UA’ea  so  altered  the  secretion  of 
the  nutrient  fluids  of  the  eve  that  the  condition 
called  glaucoma  has  arisen?  Or  may  not  this 
low  grade  inflammation  which  may  have  been 
going  on  for  a long,  long  time  brought  about 
a change  in  the  drainage  apparatus  at  the  iris 
angle  so  that  proper  and  prompt  removal  of 
the  nutrient  fluids  of  the  globe  cannot  take 
place ; or  may  not  both  conditions  have  arisen  ? 

Case  2 offers  several  points  of  interest,  par- 
ticularly in  connection  with  case  1.  In  case 
2,  we  haA-e  an  intensely  neurotic  patient,  so 
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much  so  that  it  has  been  found  necessary  to 
eliminate  from  consideration  all  the  subjec- 
tive symptoms.  If  we  omit  the  subjective 
symptoms,  he  carried  for  seven  years  an  in- 
creased intraocular  tension  with  little  or  no 
damage  to  the  eyes.  According  to  reports 
upon  his  physical  condition  by  Thayer,  Barker 
and  Parker  he  showed  a psychoneurotic  state 
with  nosophobia  and  vasomotor  disturbances. 
Slight  thyreopathy.  Genital  hypoplasia.  In 
the  latter  examination  by  Parker,  cerebral 
arteriosclerosis  was  suggested.  I am  inclined 
to  think  there  must  be  some  organic  cerebral 
disease,  as  the  psychoneurosis  has  become  much 
worse.  In  fact,  this  patient  is  now  really  a 
melancholic. 

He  evidently  had  foci  of  chronic  infections, 
the  tonsils,  teeth  and  prostate,  that  would 
easily  account  for  chronic  vascular  disease. 
Those  toxic  conditions  did  acutely  affect  the 
eyes  when  the  chorioretinitis  centralis  took 
place.  How  long  was  the  tension  increased  be- 
fore this  patient  came  under  observation  in 
1915?  He  was  under  observation  for  seven 
years  with  increased  tension  of  considerable 
degree  and  very  slight  changes  in  the  discs: 
even  noAv  in  one  disc  there  is  no  cup  that  in- 
volves the  edge  of  the  disc,  and  very  little  or 
no  atrophy.  If  increased  intraocular  pressure 
were  responsible  for  all  the  symptoms  of  glau- 
coma it  would  seem  in  this  case  that  most  cer- 
tainly  earlier  chnnges  in  the  visual  fields 
might  be  expected.  But  in  the  last  fields  taken 
they  were  scarcely  disturbed  in  the  normal 
contour,  and  this  after  twelve  years  at  least 
(possibly  longer)  of  increased  tension.  The 
necessity  for  operation  rose  when  the  mioties 
no  longer  controlled  the  tension  with  the  pupil 
contracted  to  the  minimum  commensurate  with 
efficient  vision. 

Why  does  this  case  run  so  many  years  with 
increased  tension  of  marked  degree,  and  some 
other  cases  with  scarcely  any,  or  possibly  no 
demonstrable  increased  tension,  have  great 
field  changes  and  rapidly  deteriorating  vision  ? 
Evidently  there  must  be  a factor  other  than 
increased  intraocular  tension.  May  it  not  be 
that  this  factor  is  interference  with  the  nutri- 
tion, due  to  alterations  in  the  aqueous?  This 
alteration  may  be  much  or  little  and  different 
in  degree  and  so  affect  one  portion  of  the 
globe  more  than  another,  thus  in  one  case 
causing  interference  with  the  drainage,  hence 
increased  tension.  In  another  case  the  changes 


may  be  mostly  in  the  posterior  segment  as  a 
result  of  the  malnutrition,  in  which  case  the 
damage  will  be  mostly  in  this  region,  and  field 
and  disc  changes  will  occur. 

It  will  be  very  interesting  to  follow  case  1 
and  to  observe  its  course  as  compared  with 
case  2.  I think  it  probable  that  case  2,  had 
at  one  time  low  grade  uveitis,  and  that  this 
might  have  been  discovered  had  a slit  lamp 
been  available  at  the  time. 

In  case  3,  we  have  a typical  acute  uveitis 
from  a focal  infection.  This  was  followed  by 
what  appeared  to  be  a typical  glaucoma  sim- 
plex. It  is  my  belief  that  what  we  observed 
in  this  case,  occurring  over  a period  of  several 
weeks,  is  what  takes  place  in  some  cases  dur- 
ing a period  of  many  years ; as  in  the  first  two 
cases  for  example  The  nutritive  damage  in 
case  3 was  not  of  sufficient  intensity  to  cause 
lasting  injury. 

As  a result  of  chronic  inflammatory  pro- 
cesses, we  know  very  minute,  but  very  import- 
ant changes  take  place  in  the  secretory  epithe- 
lium; in  the  kidney  in  chronic  nephritis,  for 
example.  After  a certain  time  the  secretory 
epithelium  begins  to  fail  in  the  function  of 
elimination.  That  is,  the  fluid  excreted  is 
changed.  May  we  assume  that  this  same  con- 
dition may  obtain  in  the  secretory  epithelium 
of  the  ciliary  body  and  that  the  aqueous  is 
a changed  aqueous?  Hence  the  nutrition  of 
the  avascular  structures  of  the  globe  suffers 
and  the  symptom  complex  called  glaucoma 
makes  its  appearance. 

It  is  not  easy  to  accept  the  dictum  that  aU 
the  symptoms  of  glaucoma  arise  from  the  in- 
creased tension.  We  know  that  relief  of  ten- 
sion by  a proper  trephining  operation  which 
maintains  filtration  does  not  always  stop  the 
ravages  of  this  terrible  disease;  particularly 
is  this  true  in  advanced  cases  with  great  re- 
duction in  the  visual  fields.  What  then  is  the 
cause  of  the  continued  atrophy  of  the  retinal 
fibres  causing  greater  contraction  of  the  visual 
fields,  greater  cupping  of  the  disc  and  finally 
blindness?  It  is  not  due  to  increased  pressure 
on  the  retinal  elements  and  the  disc,  because 
this  hypertension  has  been  eliminated.  It  may 
be  that  the  increased  tension  having  once 
started  the  process  is  continuous  even  after  the 
increased  tension  is  reduced,  but  this  does  not 
sound  probable.  What  then  is  the  cause  of 
the  continuation  of  glaucoma?  Can  we  not 
assume  it  is  the  malnutritive  process  in  the 
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secretory  epithelium;  the  epithelium  of  the 
ciliary  processes  in  particular? 

Difficult  as  it  is,  we  should  study  in  the 
laboratory  the  early  and  minute  changes  tak- 
ing place  in  the  secretory  epithelium  and  allied 
structures  in  the  eye  in  order  that  we  may 
know  their  histo-pathology  with  the  same 
thoroughness  that  we  know  such  changes  in 
the  kidney. 

Ophthalmic  pathology  is  yet  young  and 
there  is  a great  deal  to  he  learned.  Inflamma- 
tion of  the  uveal  tract  has  been  studied  only 
in  its  grosser  aspects;  we  do  not  as  yet  know 
the  earliest  changes  occurring  in  this  structure 
as  a result  of  chronic  low  grade  inflammation. 
We  are  not  yet  satisfied  as  to  the  nature  of 
the  secretion  (aqueous)  of  this  structure.  It 
is  a mooted  question  as  to  the  glandular  for- 
mation of  the  ciliary  processes.  However,  the 
aqueous  is  there  and  it  must  furnish  nourish- 
ment in  part,  at  least,  for  the  avascular  struc- 
tures of  the  globe. 

Lauber,  of  Vienna,  remarked  in  a lecture  on 
this  subject  fifteen  years  ago,  that  some  other 
factor  than  increased  intraocular  tension  was 
the  cause  of  the  cupping  of  the  disc,  and  Fuchs 
speaks  of  the  development  of  lacunae  posterior 
to  the  lamina  cribrosa.  Many  of  us  have  seen 
cases  with  the  classical  glaucoma  symptoms 
without  demonstrable  increase  of  the  intraocu- 
lar tension.  We  explain  such  cases  by  saying 
the  tension  varies  greatly  at  different  times, 
and  that  we  do  not  happen  to  take  the  tension 
at  a time  when  it  is  above  normal.  This  ex- 
planation is  not  entirely  satisfactory.  To  sum- 
marize : 

1.  Increased  intraocular  tension  alone  does 
not  account  for  all  the  symptoms  in  all  cases 
of  glaucoma. 

2.  The  careful  study  of  many  cases  of  so- 
called  glaucoma  will  give  evidence  of  uveitis 
of  low  grade. 

3.  May  not  the  chronic  uveitis  affect  the 
epithelium  of  the  ciliary  processes? 

4.  If  this  secretory  epithelium  be  diseased 
as  a result  of  this  chronic  inflammation  may 
we  not  have  here  a condition  analogous  to  that 
seen  in  chronic  nephritis  in  which  the  secretory 
epithelium  suffers?  As  a consequence,  far 
reaching  toxic  and  nutritive  changes  occur 
throughout  the  body. 

5.  If  this  aqueous  which  is  a product  of 
the  ciliary  epithelium  be  altered,  it  must  be 
that  the  nutrition  of  the  eye  will  suffer. 


6.  It  may  be  that  this  alteration  of  the 
aqueous  will  cause  it  to  have  a toxic  effect  and 
so  further  affect  the  integrity  of  the  ocular 
tissues. 

7.  It  has  been  suggested  by  several  authori- 
ties that  changes  in  the  aqueous  may  account 
for  improper  and  insufficient  drainage  and 
thus  for  the  increased  intraocular  tension. 

8.  The  last  named  hypothesis  is  no  doubt 
true,  but  in  addition  thereto  the  nutritive  dis- 
orders caused  by  an  altered  aqueous  are  be- 
lieved to  be  effective  in  causing  some  of  the 
symptoms. 


Extracts  from  the  monograph  of  W.  Stewart 
Duke-Elder;  being  the  Sir  Francis  Laking 
Prize,  from  the  Biochemical  Department.  St. 
George  Hospital,  London,  on  the  nature  of 
the  intra-ocular  fluids. 

“Ever  since  the  beginning  of  scientific 

< c~> 

ophthalmology — the  origin  and  nature  of  the 
intra-ocular  fluids  have  been  the  subject  of 
investigation,  discussion  and  disagreement. 
The  theory  which  is  most  generally  accepted 
at  the  present  time  is  that  the  aqueous  humour 
is  secreted  by  the  cells  of  the  ciliary  epithe- 
lium, that  it  circulates  through  the  eye,  and 
that  it  finds  an  exit  therefrom  largely  by  way 
of  the  canal  of  Schlemm. 

“Authority  tells  us  that  the  most  common 
cause  of  glaucoma  is  an  obliteration  or  diminu- 
tion in  the  efficiency  of  the  exit  channels  of  the 
intra-ocular  fluids  at  the  angle  of  the  anterior 
chamber,  a damming  back  of  the  aqueous  with 
a consequent  increase  of  tension.  If  the  con- 
dition of  raised  tension  were  due  to  the  dam- 
ming back  of  fluid  at  its  exit,  it  appears  only 
reasonable  to  expect  that  the  aqueous  being 
unable  to  get  out,  would  be  present  in  exces- 
sive amount.  The  striking  thing  is  that  in 
the  vast  majority  of  cases  exactly  the  opposite 
condition  holds  good;  the  aqueous  is  definitely 
diminished  and  in  the  more  acute  cases  is  pres- 
ent in  negligible  quantity  while  the  lens  and 
iris  are  pushed  forward  almost  to  touch  the 
cornea.  It  would  seem,  therefore,  that  Author- 
ity is  certainly  illogical,  and  it  may  be  sus- 
pected that  it  is  probably  wrong. 

“The  strongest  piece  of  indirect  evidence  in 
favour  of  the  intervention  of  secretory  energy 
in  the  formation  of  the  aqueous  humour  is  that 
although  physiological  experiment  has  corre- 
lated the  variations  of  intra-ocular  pressure 
directly  with  variations  of  the  blood  pressure. 
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clinical  experience  shows  that,  while  there 
seems  to  be  a certain  association  between  them, 
the  two  do  not  vary  in  parallel. 

“When  in  addition  to  the  hydrostatic  pres- 
sure of  the  blood  we  take  into  consideration 
also  its  osmotic  pressure,  with  the  further  in- 
fluence of  changes  in  the  concentration  of  salts 
and  hydrogen  ions  on  the  physical  state  of  the 
vitreous  and  lens,  there  seems  every  reason  to 
suppose  that  the  energy  necessary  to  maintain 
and  vary  the  intra-ocular  pressure  can  be  ade- 
quately explained  without  postulating  a special 
source  in  a separate  secretory  process. 

“I  have  come  to  the  conclusion;  that — the 
nature  of  the  mechanism  of  the  formation  and 
circulation  of  the  aqueous  humour  as  at  present 
classically  accepted  and  taught  is  wrong:  that 
— the  aqueous  is  neither  a secretion,  nor  in 
the  accepted  sense  a transudate  from  the 
blood ; that — it  is  a dialysate  from  the  capillary 
plasma,  the  essential  dialyzing  membrane 
being  the  capillary  walls : that — under  normal 
conditions,  while  an  interchange  due  to  meta- 
bolic activity  constantly  occurs,  and  an  inter- 
nal thermal  current  exists,  the  aqueous  Humour 
does  not  circulate  actively  through  the  eye, 
but  is  in  equilibrium  with  the  capillary  blood ; 
that — at  the  same  time,  constantly  occurring 
changes  of  pressure,  induced  by  muscular 
movements,  etc.,  superimpose  upon  it  second- 
arily a minimal  and  intermittent  circulation. 

“Normally  the  capillaries  are  relatively  im- 
permeable to  those  constituents  of  the  blood 
which  occur  in  colloidal  aggregation.  It  is 
well  known  that  in  a state  of  dilatation  the 
permeability  of  the  capillaries  is  increased,  and 
that  in  these  circumstances  a larger  portion  of 
colloidal  molecules  is  able  to  penetrate  through 
their  walls  until  a stage  is  reached  when  prac- 
tically all  the  constituents  of  the  plasma  are 
allowed  to  pass  indiscriminately  (see  Krogh, 
1921).  This  occurs  in  the  eye  as  elsewhere, 
and  along  with  the  increased  protein  content 
of  the  aqueous  humour  formed  under  those 
conditions  very  definite  changes  in  the  ionic 
distribution  between  it  and  the  plasma  take 
place.  This  aqueous  I have  proposed  to  call 
the  Plasmoid  Aqueous. 

“The  aqueous  humour  formed  under  these 
conditions  which  has  been  most  extensively 
studied  is  the  fluid  re-formed  after  paracen- 
tesis of  the  anterior  chamber.  This  re-formed 
aqueous  has  been  variously  called  ‘albumi- 
nous’ or  ‘secondary’  or  ‘re-constituted’  aqueous. 


“It  will,  however,  be  shown  that  in  addition 
to  albumen  it  contains  all  the  colloidal  con- 
situtents  of  the  plasma  in  abnormal  amount — 
globulin,  immune  bodies,  etc.,  and  that  definite 
changes  involve  its  other  constituents.  Fur- 
ther, a fluid  of  the  same  chemical  constitution 
is  formed  not  only  after  paracentesis  but  un- 
der all  conditions  where  capillary  dilatation 
occurs,  as  on  radiation  of  the  eye  or  on  appli- 
cation of  heat,  irritant  subconjunctival  injec- 
tions, mechanical  and  chemical  irritation  of  the 
cornea,  the  production  of  venous  congestion 
by  subluxation  of  the  eyeball  or  constriction 
of  the  neck.  Moreover,  its  formation  is  pre- 
vented by  any  agency  which  prevents  the  capil- 
laries dilating,  as  stimulation  of  the  sympa- 
thetic, the  injection  of  adrenalin,  or  ligature 
of  the  carotid. 

“The  composition  of  the  aqueous  is  there- 
fore a function  of  the  state  of  capillary  dila- 
tation rather  than  of  the  pressure  difference 
between  the  blood  stream  and  the  chambers  of 
the  eye. 

“Difficultly  diffusible  drugs,  moreover,  when 
they  are  injected  into  the  blood  stream  are 
found  in  traces  in  the  normal  aqueous. 

“It  has  already  been  noted  that  when  the 
permeability  of  the  capillaries  is  increased  by 
dilatation  or  by  diminishing  the  physiological 
integrity  of  their  walls  by  any  agency,  all  these 
substances  pass  with  much  greater  freedom 
into  the  eye. 

“The  osmotic  pressures  of  the  aqueous  and 
the  blood  are  not  far  removed  in  magnitude. 

“As  with  the  chemical  composition  so  with 
the  physical  properties — all  the  variations 
from  the  normal  that  have  been  described  as 
occurring  in  the  aqueous  humour  can  be  ex- 
plained on  physico-chemical  lines  as  being  the 
direct  consequence  of  either  a change  in  the 
permeability  of  the  capillary  walls,  or  a change 
in  the  concentration  of  the  constituents  of  the 
blood. 

“From  the  chemical  point  of  view,  therefore, 
the  aqueous  would  appear  to  show  both  in  its 
normal  constitution  and  in  the  variations  of 
its  constitution  from  the  normal,  a composi- 
tion which  is  difficult  to  explain  in  any  other 
way  but  that  it  is  determined  by  the  thermo- 
dynamical considerations  which  govern  the 
formation  of  a dialysate  from  the  blood. 
There  is  no  evidence  of  any  chemical  energy 
being  expended  as  we  would  expect  in  the 
elaboration  of  a secretion,  either  in  the  forma- 


634 


VIRGINIA  MEDICAL  MONTHLY 


[January. 


tion  of  new  substances,  in  the  retention  (apart 
from  that  on  a physical  basis)  of  substances 
already  present,  or  in  the  abnormal  concentra- 
tion  of  any  of  its  constituents. 

“If  the  aqueous  is  formed  by  a physical  pro- 
cess of  dialyzation  as  its  chemical  constitution 
both  in  the  normal  and  in  the  abnormal  state 
would  strongly  suggest,  it  follows  that  the 
physical  forces  involved  in  its  production  must 
conform  to  the  thermo-dynamical  equilibrium 
which  has  been  considered.  If,  on  the  other 
hand,  the  terms  of  this  equilibrium  are  not 
satisfied,  it  would  seem  that  in  the  present 
state  of  our  knowledge  it  will  be  necessary  to 
postulate  the  intervention  of  some  other  force 
which  for  a convenient  name  we  may  call  ‘se- 
cretory’. 

“This  physical  equilibrium  entails  hydro- 
static and  osmotic  forces  and  differences  in 
electrical  potential.  It  is  through  the  endo- 
thelial cells  of  the  capillary  walls  that  all  vital 
processes  are  mediated ; through  these  the  pro- 
cess of  dialysis  will  take  place.  We  have  al- 
ready seen  that  the  osmotic  pressure  of  the 
aqueous  humour  corresponds  with  that  of  a 
dialysate  of  the  capillary  blood — its  molecu- 
lar concentration  thus  forms  a strong  argu- 
ment in  favor  of  this  theory  of  its  origin.  If 
the  system  is  in  equilibrium  the  blood  pressure 
in  the  capillary  circulation  must  exceed  the  hy- 
drostatic pressure  of  the  aqueous  (i.  e.  the  in- 
tra-ocular pressure)  by  an  amount  which  is 
equal  to  the  difference  between  the  osmotic 
pressure  of  the  two  fluids.  Thus  equilibrium 
is  attained  when  the  hydrostatic  flow  from  the 
blood  stream  to  the  eye  is  exactly  compensated 
by  an  equal  and  opposite  osmotic  attraction 
from  the  aqueous  to  the  blood. 

“In  addition  to  the  fact  of  the  existence  of 
a chemical  equilibrium  all  the  conditions  of 
physical  equilibrium — hydrostatic,  osmotic, 
and  electrostatic — seem  also  to  be  fulfilled. 

“We  therefore  conceive  of  the  eye  as  con- 
taining a fluid  in  membrane — equilibrium 
with  the  capillary  blood.  As  such  it  must  be 
essentially  stagnant.  If  this  conception  is  cor- 
rect there  are  two  large  questions  which  it  is 
advisable  to  clear  up  at  the  outset;  the  main- 
tenance and  variation  of  the  intra-ocular  pres- 
sure, and  the  circulation  of  the  intra-ocular 
fluids. 

‘•'The  most  convincing  argument  in  favor  of 
a special  secretory  force  responsible  for  the 
formation  of  the  agueow  humour  is  the  fact 


of  the  intra-ocular  pressure.  Curiously  it  is  a 
consideration  which  has  rarely  been  put  for- 
ward. 

“The  enucleated  eye  has  a tension  of  8 to 
10  mm.  Hg.  which  it  retains  for  some  consid- 
erable time,  and  only  loses  gradually  on  the 
disintegration  of  the  lining  cells. 

“Since  it  is  found  under  these  conditions, 
the  maintenance  of  this  tension  cannot  be  due 
to  the  blood  pressure,  and  since  it  remains  in 
the  enucleated  eye,  it  cannot  be  due  to  any 
hypothetical  secretory  activity;  there  must  be 
a lining  structure  which  acts  as  a relativelv 
water-proof  membrane  and  retains  within  it 
fluid  up  to  a pressure  of  10  mm.  Hg.  Such 
a structure  is  not  without  parallel  elsewhere 
in  the  body;  it  corresponds  to  the  membranes 
or  capsules  surrounding  glands  such  as  the 
salivary  glands,  organs  such  as  the  tongue, 
muscle  groups,  etc.  When  pressure  is  gener- 
ated within  these  in  pathological  conditions, 
as  in  inflammatory  processes,  abscess  forma- 
tion, etc.,  a condition  of  tension  is  set  up  which 
may  proceed  to  strangulation  of  the  organ 
unless  it  is  relieved  by  surgical  incision  of  the 
membrane. 

“It  may  be  suggested  that  such  a ‘mem- 
brane’ is  formed  by  the  endothelium  of  the 
cornea,  which  Leber  (1873)  showed  to  be  im- 
permeable up  to  relatively  high  pressure,  the 
endothelium  and  epithelium  covering  the  iris 
and  ciliary  body,  and  the  retinal  epithelium 
supported  bv  the  membrane  of  Bruch. 

“Between  this  relatively  impermeable  mem- 
brane and  the  slightly  distensible  sclerotic  lies 
the  vascular  reservoir  of  the  uveal  tract. 

“The  equilibrium  level  of  the  intra-ocular 
pressure  is  maintained  by  the  Iwdrostatio 
pressure  in  the  capillaries  minus  the  differ- 
ence in  osmotic  pressure  between  the  aqueous 
and  the  blood. 

“It  is  probable  that  since  the  canal  of 
Schlemm  is  favorably  situated  far  down  the  ve- 
nous pressure  gradient  and  is  surrounded  by 
an  endothelial  wall  resembling  that  of  the 
capillaries,  while  osmotic  re-absorption  into 
the  blood  stream  is  possible  throughout  the 
eye  generally,  a large  part  of  the  process  will 
take  place  here.  Although  no  movement  of 
fluid  in  mass  thus  results,  these  consideration*- 
will  tend  to  impose  upon  what  is  essentially 
a reciprocal  ebb  and  flow  occurring  through- 
out the  eye,  a tendency  towards  a diffusion 
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Irom  the  iris  and  ciliary  body  to  the  angle  of 
the  anterior  chamber. 

“Under  normal  pressure  conditions  the  ve- 
nous pressure  in  the  exit  veins  is  slightly  higher 
(1  to  2 mm.  Hg.)  than  the  intra-ocular  pres- 
sure, and  a hydrostatic  outflow  of  the  intra- 
ocular fluids  is  therefore  impossible;  but  that 
under  conditions  of  raised  intra-ocular  pres- 
sure, the  pressure  here  tends  to  fall  below  the 
chamber  pressure.  Under  these  conditions  it 
is  possible  that  the  equilibrium  is  so  altered 
that  a hydrostatic  outflow  may  occur  tempo- 
rarily through  the  canal  of  Schlemm,  which 
thus  acts  as  a safety-valve  mechanism  to  aid 
in  the  maintenance  of  the  intra-ocular  pressure 
at  its  normal  level. 

“The  evidence  of  the  injection  of  dyes  there- 
fore demonstrates  no  actual  entrance  flow  of 
fluid  into  the  eye:  but  merely  indicates  that 
a reciprocal  process  of  dialysation  takes  place 
between  the  blood  and  the  aqueous  humour, 
whereby  foreign  substances  enter  the  eye  from 
the  capillaries  by  simple  diffusion. 

“If  the  evidence  of  injection  has  led  to  any 
conclusion  at  all  it  must  be  to  the  conclusion 
that  all  parts  of  the  eye  are  concerned  in  the 
formation  and  absorption  of  the  aqueous 
humour;  that  the  ciliary  body  is  to  the  largest 
extent  implicated  in  the  first  process,  and  canal 
of  Schlemm  and  the  anterior  surface  of  the 
iris  in  the  second. 

“The  ciliary  body  is  not  always  present; 
when  it  is  present  the  aqueous  is  not  formed 
from  it  exclusively.  It  is  therefore  not  essen- 
tial for  its  formation.  If  it  is  accepted  as  a 
gland,  then  it  must  be  admitted  that  it  shows 
no  activity  as  a gland  but  merely  allows  the 
aqueous  to  diffuse  through  its  cells  passively; 
that  is,  it  must  be  admitted  that  it  secretes 
nothing,  for  the  intra-ocular  fluids  are  in 
thermodynamical  equilibrium  with  the  capil- 
lary blood,  and  in  their  passage  through  the 
epithelial  cells  no  work  of  any  kind — chemi- 
cal, hydrostatic,  osmotic,  or  electrostatic  is 
done.  On  the  other  hand,  the  anatomical  con- 
figuration of  the  ciliary  body  can  be  looked 
upon  as  providing  every  facility  for  dialysa- 
tion with  its  abundant  and  direct  blood  sup- 
ply and  with  its  surface  area  multiplied  with 
reduplications  and  plications. 

“A  scheme  whereby  the  intra-ocular  pressure 
is  maintained  at  its  normal  level  has  already 
been  suggested.  The  equilibrium  'point — that 
at  which  the  eye  is  rendered  sufficiently  rigid 


to  function  as  an  optical  instrument  and  at 
which  its  circulation  and  metabolism  can  at 
the  same  time  proceed  without  disturbance — 
is  normally  maintained  by  the  difference  be- 
tween the  hydrostatic  pressure  in  the  capil- 
laries and  the  osmotic  pressure  called  into 
being  by  the  excess  of  colloidal  material  in 
the  plasma  in  comparison  with  the  aqueous. 
The  equilibrium  point  majr  be  raised  if  the  ca- 
pillary pressure  is  raised  to  a higher  level,  or 
if  the  difference  in  colloid  content  between  the 
two  fluids  is  lessened,  as  occurs,  for  example, 
when  the  protein  material  in  the  aqueous  is 
increased,  as  in  inflammation.  The  equilib- 
rium may  be  disturbed  by  an  increase  in  the 
volume  pressure  of  the  contents  of  the  globe — 
an  increase  in  the  aqueous,  or  in  the  volume 
occupied  by  the  vitreous  or  the  lens  or  the 
uveal  blood  reservoir.  Any  such  disturbance 
is  normally  compensated  within  very  wide 
limits  by  the  safety-valve  action  of  the  canal 
of  Schlemm,  and  the  aqueous  thus  acts  as  an 
elastic  cushion,  its  quantity  being  in  inverse 
proportion  to  the  volume  occupied  by  the 
blood-vessels  and  the  vitreous.  If  for  any  rea- 
son this  safety-valve  action  is  rendered  ineffi- 
cient or  abolished,  then  disturbances  of  the 
equilibrium  become  cumulative  and  tend  to  be 
permanently  effective,  and  the  intra-ocular 
pressure  rises.  If  the  disturbance  is  due  to 
vascular  conditions,  then  the  resultant  rise  of 
pressure  is  limited  to  the  effective  limits  of 
the  intra-ocular  blood  pressure.  The  causes 
of  such  a disturbance  are  to  be  found  in  the 
factors  which  control  the  general  state  of  the 
circulation,  and  in  the  pathological  state  of 
the  capillary  walls  and  the  physical,  hormonal, 
nervous,  and  chemical  influences  which  preside 
over  their  physiological  activity.  If  the  dis- 
turbance is  due  to  an  increase  of  volume  in  the 
vitreous  then  the  resultant  rise  of  pressure  is 
practically  without  limits. 

“The  vitreous  is  a gel,  and  our  knowledge 
of  the  turgesence  and  turgiditv  pressures  of 
gels  is  as  yet  by  no  means  as  extensive  as  we 
might  wish. 

“The  swelling  and  the  turgidity  pressure 
of  the  vitreous  can  be  measured  experiment- 
ally, and  that  of  the  lens  can  be  seen  in  the 
beam  of  the  slit-lamp.  The  turgesence  may 
progress  to  such  an  extent  as  to  push  out 
practically  all  the  aqueous  and  abolish  the  an- 
terior chamber,  and  to  force  out  the  blood 
from  the  choroid  reservoir,  until  it  may  over- 
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come  the  effective  blood  pressure  of  the  feed- 
ing arteries  and  strangulate  the  eye.  Varia- 
tions in  the  turgidity  balance  play  a very  im- 
portant part  in  a wide  range  of  biological 
processes,  and  pushed  beyond  pathological 
limits  the  potential  force  involved  in  turgidity 
pressure  is  enormous.  Rocks  can  be  split  asun- 
der by  inserting  dry  wood  into  existing 
crevices  and  making  the  colloids  of  the  wood 
swell  by  pouring  a little  water  over  it — a fact 
Avell  known  to  the  ancients. 

“Thus  glaucoma  is  interpreted  as  a pressure 
symptom  merely.  It  is  probably  much  more. 
For  example  the  same  or  parallel  physico- 
chemical processes  which  produce  changes  in 
the  physical  equilibrium  of  the  vitreous  may 
as  well  and  as  reasonably  derange  the  still 
more  complex  physico-chemical  basis  of  the 
mechanism  which  converts  radiant  energy  into 
nerve  impulses  in  the  retina  and  which  medi- 
ates the  functional  activity  of  the  nerve  fibres 
in  the  retina  and  the  optic  nerve.  Glaueomat  - 
om  symptoms  appear  to  be  almost  independ- 
ent of  pressure . and  at  other  times  to  progress 
after  the  pressure  has  been  efficiently  relieved .” 

927  Farragut  Square. 

SOME  LITTLE  RECOGNIZED  CAUSES 
OF  CHRONIC  SYMPTOMS.* 

By  R.  L.  RAIFORD,  M.  D.,  Franklin.  Va. 

Perhaps  the  most  epochal  advance  in  in- 
ternal medicine  since  the  discovery  of  the  re- 
lationship of  bacteria  to  acute  disease  entities 
is  the  more  recently  found  evidence  of  an  in- 
disputable relationship  of  chronic  focal  infec- 
tion to  chronic  systemic  disease.  Since  such  a 
relationship  has  been  proven  we  have  found 
that  many  time-worn  diseases  are  in  reality 
only  symptoms  that  often,  even  in  long  stand- 
ing cases,  rapidly  vanish  wThen  the  primary 
focus  or  foci  are  found  and  cleared  up. 

While  in  chronic  as  in  acute  diseases  pre- 
vention should  be  our  highest  aim,  we  are  not 
fortunate  enough  to  see  many  of  our  patients 
until  the  noticeable  symptoms  have  become 
firmly  fixed,  so  that  necessity  forces  us  to  turn 
towards  the  problem  of  helping  such  cases  even 
(hough  they  are  of  long  standing. 

No  one  disputes  the  evident  fact  that  in 
dealing  with  chronic  patients  the  old  “tried 
and  true”  methods,  though  still  very  import- 
ant, have  all  too  often  proven  inadequate  to 

•Read  before  the  Southside  Virginia  Medical  Association  at 
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the  end  of  getting  our  patients  on  the  perma- 
nent road  to  health.  Likewise,  no  one  disputes 
that  in  some  cases  the  removal  of  the  primary 
focus  works  wonders  in  the  restoration  of  our 
patient  to  a normal  condition.  And  yet  there 
is  another  large  class  of  chronics  who  appar- 
ently neither  respond  to  the  older  methods  of 
treatment,  nor  to  the  newer  method  of  remov- 
ing a recognized  focus  supposed^  causing  the 
symptoms,  nor  to  the  various  combinations  of 
such  treatments. 

It  is  such  cases,  who  have  had  tonsils  or 
teeth  or  sinus  infection  corrected  with  no  re- 
sponse that  have  shaken  the  faith  of  many  a 
good  doctor  in  the  workableness  of  the  theory 
of  focal  infection.  And  it  is  with  the  hope 
of  throwing  some  light  on  the  treatment  of 
just  such  cases  that  this  paper  is  presented. 

A brief  review  of  a few  of  our  routine  cases 
will,  perhaps,  better  than  any  other  way,  il- 
lustrate the  points  in  consideration. 

During  June,  1925,  a single  lady  of  thirty- 
five  presented  herself  for  treatment,  complain- 
ing of  a general  run-down  condition.  The 
history  was  strongly  suggestive  of  a nephritis 
that  had  been  going  on  untreated  for  a period 
of  twelve  months  or  more.  A careful  examina- 
tion showed  the  urine  to  be  loaded  with  pus, 
casts  and  albumin,  with  an  unsuspected  chronic 
maxillary  sinus,  chronic  infection  of  the  ton- 
sils and  chronic  endocervicitis  as  the  appar- 
ent cause. 

In  this  case  the  maxillary  infection,  which 
proved  to  be  of  dental  origin,  was  judged  to 
be  the  chief  offender.  The  diseased  teeth  were 
extracted  and  the  sinus  drained  by  enlarging 
the  opening  through  the  alveolus.  At  the  same 
time,  the  infection  of  the  cervix  was  cleared 
up.  A week  later  the  tonsils  were  removed. 

The  kidneys  rapidly  returned  to  normal  and 
after  a period  of  nearly  two  years  have  shown 
no  sign  of  the  recurrence  of  a Bright’s  that 
seemed  to  be  in  a hopelessly  advanced  stage. 

A married  lady  of  fifty-seven  had  been  hav- 
ing attacks  with  her  head  at  intervals  for  six 
years.  They  would  begin  with  dizziness  and 
severe  pains  that  often  required  a hypodermic 
for  relief.  They  were  also  usually  accom- 
panied by  severe  mental  confusion  and  at  times 
loss  of  consciousness.  She  would  take  a course 
of  drastic  purgation  and  after  one  or  two 
weeks  the  condition  would  clear  up,  only  to 
be  followed  with  a similiar  attack  later  on. 
These  attacks  had  become  more  and  more  fre- 


1928] 


VIRGINIA  MEDICAL  MONTHLY 


637 


quent  until  she  had  grown  very  weak  and  ane- 
mic, and  almost  incapacitated  for  work  of  any 
sort.  No  diagnosis  had  ever  been  made  ex- 
cept that  she  had  been  told  her  condition  was 
due  to  high  blood  pressure.  A careful  ex- 
amination showed  a chronic  maxillary  sinus 
infection  whose  active  toxic  symptoms  dated 
from  the  time  she  had  her  teeth  extracted  six 
years  previously,  following  which  she  had  her 
first  bad  spell.  For  the  past  year  she  had  not 
been  free  of  a dizzy  headache  even  in  between 
the  attacks.  There  was  also  a rather  positive 
type  of  hemorrhoids,  which  was  contributing 
towards  a persistent  constipation,  and  the  ton- 
sils showed  evidence  of  chronic  infection. 

Following  drainage  of  the  sinus  in  question, 
all  head  symptoms  cleared  up  immediately.  A 
little  later,  as  soon  as  she  was  sufficiently 
strong,  the  hemorrhoid  and  tonsil  operations 
were  done.  Her  color  rapidly  improved,  the 
bowels  are  now  moving  normally,  and  she 
has  entirely  regained  her  health. 

A married  lady,  aged  twenty-four,  came  in 
because  of  a persistent  agonizing  left  facial 
neuralgia  and  chronic  indigestion.  She  had 
spent  the  greater  part  of  the  past  five  years 
in  hospitals  and  under  treatment  outside.  Dur- 
ing this  period  she  had  been  operated  on  a 
number  of  times  and  was  almost  literally 
shorn  of  every  organ  she  could  do  without, 
including  tonsils,  teeth,  gall-bladder,  appendix, 
pelvic  organs  and  various  others  too  numerous 
to  mention,  in  the  various  attempts  to  allay 
her  symptoms.  Her  hemoglobin  was  so  low 
that  she  practically  had  no  color  and  she  was 
one  of  the  most  toxic  looking  human  beings  I 
ever  saw,  with  all  symptoms  growing  worse. 

Examination  revealed  a right-sided  maxil- 
lary sinus  infection  (remember  the  active 
symptoms  were  on  the  left  side)  and  a chronic 
infection  of  the  uterine  cervix  which  had  been 
left  in  at  the  time  of  the  removal  of  the  other 
pelvic  organs.  Drainage  of  the  sinus  and 
clearing  up  the  cervix  infection  has  absolutely 
put  this  patient  on  her  feet  again  and  trans- 
formed her  into  a healthy  looking  woman. 

A married  woman  of  thirty-two  presented 
for  treatment  because  of  an  unbearable  neu- 
ritis in  her  right  shoulder.  She  had  been 
under  treatment  for  some  weeks  and  several 
good  men  had  failed  to  locate  any  cause  for 
the  aggravated  shoulder  condition,  which  had 
incapacitated  her  for  work  for  over  two 
months. 


She  gave  a history  of  considerable  disturb- 
ance of  menstruation  for  several  years.  Ex- 
amination showed  a large  boggy  uterus,  re- 
sembling one  about  two  months  pregnant,  and 
a severe  erosion  of  the  cervix.  Appropriate 
treatment  of  the  cervix  condition  with  tonics 
and  vaccines  cleared  up  the  neuritis  rapidly 
and  she  has  had  no  recurrence. 

A woman  of  twenty-two  came  on  account 
of  a persistent  and  aggravated  painful  kerati- 
tis of  the  left  eye  that  resisted  all  local  treat- 
ment. Vision  in  this  eye  was  counting  fingers 
at  six  feet,  and  the  other  eye  was  also  becom- 
ing involved.  For  this  reason,  and  because  of 
the  further  fact  that  one  of  her  brothers  had 
lost  an  eye  in  a similiar  way,  she  was  much 
alarmed. 

Examination  showed  eight  abscessed  teeth, 
a left  maxillary  sinus  infection,  chronic  dis- 
ease of  the  tonsils  and  a marked  endocervici- 
tis.  On  clearing  up  these  points  of  infection, 
the  eves  rapidly  improved  and  were  practi- 
cally well  in  about  fifteen  days,  with  vision 
normal. 

A woman  twenty-three  years  of  age  pre- 
sented for  treatment  on  March  29,  1926,  com- 
plaining of  a numbness  from  her  waist  down, 
which  approached  a paralysis  in  gravity  as 
she  had  very  limited  use  of  her  lower  limbs. 
She  also  showed  a melancholic  type  of  mental 
deterioration.  Her  tonsils  had  been  removed 
about  three  months  previously  with  the  hope 
that  she  would  improve,  but  instead  she  was 
steadily  growing  worse. 

Her  history  showed  a very  stormy  men- 
strual life  with  much  disturbance  during  her 
pregnancies,  which  had  been  three  in  number, 
and  her  present  symptoms  dated  from  the 
birth  of  her  last  child  six  months  before.  Ex- 
amination showed  a well  nourished  woman, 
with  every  organ  negative  except  a large  boggy 
uterus  with  a rather  marked  cervicitis.  Upon 
appropriate  treatment  of  her  uterine  and  cer- 
vical condition,  her  symptoms  rapidly  im- 
proved and  she  is  now  strong  and  well  both 
mentally  and  physically. 

On  November  2nd,  1925,  a married  woman 
of  thirty-five  was  brought  because  of  a rapidly 
developing  melancholia  with  mental  confusion. 
She  had  been  in  failing  health  for  some  years, 
but  no  mental  symptoms  had  been  noticed  un- 
til about  one  week  previous  to  her  presenting 
for  treatment.  Clearing  up  an  aggravated 
cervix  infection  and  removal  of  her  tonsils 
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restored  her  to  normal  both  mentally  and 
physically  and  she  is  now  in  better  health  than 
ever  before  in  her  life. 

A married  woman,  thirty-nine  years  of  age, 
with  a history  of  ten  confinements,  was  re- 
ferred on  September  24th,  1926.  on  account  of 
a lethargic  stupid  mental  condition  with  very 
poor  appetite,  both  of  which  dated  from  the 
birth  of  her  last  child  two  years  before.  All 
symptoms  were  growing  progressively  worse 
and  she  was  becoming  quite  weak  and  looked 
sick.  Her  people  stated  that  she  had  always 
been  a bright,  animated,  hard  working  type 
of  woman,  who  took  more  than  average  in- 
terest in  her  children  and  home  life.  Her 
pregnancies  and  confinements  had  all  been  nor- 
mal with  the  exception  of  the  mental  stupor 
that  began  immediately  following  her  last  con- 
finement. Her  tonsils  had  been  removed  some 
weeks  before  with  the  hope  of  alleviating 
the  toxic  condition  into  which  she  had  de- 
veloped, but  there  had  been  no  improvement. 

When  she  came  to  us  a most  careful  exami- 
nation could  elicit  nothing  definite  as  a cause 
of  her  symptoms  except  a boggy  enlarged 
uterus  with  a rather  extensive  endocervicitis. 
Her  condition  had  become  so  grave  that  little 
hope  of  helping  her  was  held  out  to  the  family, 
and  yet,  following  appropriate  treatment  of 
the  cervix  and  uterine  condition,  she  immedi- 
ately began  to  improve  and  has  since  entirely 
recovered  from  a condition  that  seemed  abso- 
lutely hopeless  as  viewed  from  older  methods 
of  treatment. 

In  the  work  we  are  doing  we  have  long  since 
learned  to  look  for  some  form  of  chronic  sep- 
tic infection  as  the  cause  of  heretofore  unex- 
plainable symptoms  of  chronic  patients.  Each 
of  the  cases  reported  had  been  given  the  best 
treatment  available  along  old  lines  before 
coming  under  our  observation.  While  we  need 
never  expect  to  succeed  in  making  all  of  these 
unfortunate  sufferers  well,  the  results  have 
often  been  so  marvelous  and  so  prompt,  even 
in  long  standing  cases,  as  to  be  almost  un- 
believable. 

In  summing  up,  I would  say  that  the  more 
we  have  followed  out  the  idea,  as  given  above, 
in  treating  our  chronic  patients,  the  more 
thoroughly  convinced  I have  become  of  the 
following  conclusions : 

1.  There  is  very,  very  little,  if  any,  of 
what  was  once  called  idiopathic  or  functional 
disorders  of  the  system. 
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2.  For  every  symptom  there  is  some  definite 
cause,  if  we  can  but  locate  it. 

3.  Most  chronic  conditions  still  diagnosed 
as  disease  entities  are  in  reality  merely  symp- 
toms that  rapidly  vanish  when  the  infection 
causing  it  is  located  and  properly  treated. 

4.  Infection  of  the  glandular  structure  of 
the  uterine  cervix  is  of  such  frequent  occur- 
rence and  of  such  grave  importance  as  to  be 
the  origin  of  more  symptoms  and  more  pathol- 
ogy and  more  invalidism  than  any  other  gyne- 
cological condition. 

5.  Many  chronic  sufferers  are  such  as  a re- 
sult of  an  unrecognized  chronic  maxillary 
sinus  infection  and,  regardless  of  the  severity 
or  the  location  of  the  symptoms,  any  treat- 
ment short  of  clearing  up  such  an  infection 
will  be  of  little  permanent  benefit. 

6.  The  doctor  who  is  skilled  in  searching 
out  and  eradicating  all  foci  of  infection  is 
going  to  be  an  outstanding  man  of  the  future, 
and,  while  treatment  along  old  lines  is  help- 
ful, it  is  not  essential  to  the  curing  of  many 
chi'onic  patients. 

7.  Chronic  patients  almost  regardless  of 
age,  whose  symptoms  are  not  of  too  long  dura- 
tion, Avhen  thoroughly  detoxicated,  tend  to  get 
back  to  normal  again,  regardless  of  the  kind 
of  general  treatment  given  afterward. 


METHODS  OF  IMPROVING  MINING  CAMP 
SANITATION  FROM  THE  STANDPOINT 
OF  INDUSTRIAL  MEDICINE.* 

By  J.  G.  BENTLEY,  M.  D„  Blackwood,  Va. 

The  specialty,  industrial  medicine  and  surg- 
ery, has  thrown  the  practice  of  medicine  in 
intimate  contact  with  industry.  Up  to  ten 
years  ago  the  medical  profession,  while  it  dealt 
largely  with  workers,  cared  for  and  studied 
their  cases  individually  as  private  cases.  In 
industry  the  problems  of  public  health,  pre- 
ventive medicine,  and  preventive  surgery  were 
untouched  and  unknown.  Industry  to  the  phy- 
sician was  a huge,  indefinite  machine  and  its 
workers  suffered  directly  because  of  accident, 
or,  indirectly,  because  of  disease  brought  on 
by  conditions  of  environment.  The  doctor 
working  in  an  industrial  community  recog- 
nized possibilities  of  relief,  but  his  opinion  was 
seldom  sought  and  the  State  conGned  its  ac- 
tivities to  general  health  supervision.  In  1912, 
Workmen’s  Compensation  Acts  came  into  effect 
in  many  States,  and  under  the  spur  of  neces- 
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sity  the  surgical  risk  of  industry  began  to  re- 
ceive attention  and  corrective  action.  (Let 
me  not  go  further  until  I give  credit  to  Drs. 
W.  Irving  Clark  and  Harry  E.  Mock,  for  it 
was  from  their  literature  that  this  paper  is 
compiled).  The  science  of  industrial  medicine 
began  to  develop  soon  after  the  beginning  of 
the  year  1912.  The  field  has  gradually  broad- 
ened. With  the  treatment  and  after-care  of 
accidents  as  a beginning,  physical  examina- 
tions, diagnosis  and  treatment  of  sickness,  con- 
trol of  sanitation,  general  publicity  on  health 
matters,  housing,  etc.,  have  rapidly  become  part 
of  the  industrial  physician’s  work. 

I have  so  far  spoken  only  of  industries,  but 
since  we  live  and  work  in  a mining  community, 
and  since  I wish  to  present  to  you  a method 
of  maintaining  good  sanitation  of  a mining- 
camp  I shall  speak  only  of  mining  camps. 

The  majority  of  large  modern  mining  camps 
have  good  sanitation  from  an  engineering- 
standard.  The  ventilation  facilities  are  ade- 
quate, the  plumbing  of  the  dwelling  houses 
and  other  buildings  is  well  executed  and  the 
drinking  water  excellent.  It  will  be  found, 
however,  that  although  the  basic  installation 
is  satisfactory,  the  good  effects  are  in  many 
cases  lost  because  of  the  lack  of  attention. 
Good  toilets  become  foul  from  neglect,  ventilat- 
ing systems  fail  to  work  from  lack  of  proper 
attention.  What  is  everyone’s  business  becomes 
no  one’s  business  and,  as  a result,  sanitation 
is  poor. 

All  the  sanitation  exclusive  of  its  engineer- 
ing features  should  be  under  the  control  of  the 
Chief  Physician  and  he,  and  he  alone,  should 
be  responsible.  To  carry  on  this  branch  of 
work,  he  should  have  at  his  command  a force 
of  cleaners  who  carry  on  their  work  under 
him.  The  sanitary  department  should  be  thor- 
oughly organized  and  run  on  exactly  similar 
lines  to  those  in  use  in  other  departments.  As 
soon  as  the  whole  sanitation  of  a mine  is  placed 
under  one  head,  instead  of  being  scattered 
through  a number  of  departments,  a thorough 
system  can  be  developed  and  a maximum  effi- 
ciency attained.  The  actual  work  of  sanita- 
tion can  be  then  organized  along  lines  some- 
what as  follows: 

To  each  section  of  the  mining  camp  a special 
workman  is  assigned  and  each  man  thus  as- 
signed is  given  a definite  duty.  Thus,  some 
will  be  cleaners  and  sweepers  of  offices,  com- 
missaries, etc.;  some  street  cleaners  and  garb- 


age collectors;  others  clean  and  care  for  toi- 
lets and  drinking  fountains.  Each  man  has 
his  specific  job  and  is  responsible  to  his  fore- 
man who  in  turn  is  responsible  to  the  camp 
physician. 

The  physician  should  make  sanitary  i-ounds 
at  regular  intervals,  inspecting  especially  the 
condition  of  the  toilets.  No  odor,  no  matter 
how  slight,  should  be  allowed  to  pass  without 
investigation  and  any  improper  condition 
should  be  remedied  at  once.  When  camp  sani- 
tation is  handled  in  this  way,  after  the  pri- 
mary clean-up,  it  is  surprising  how  little  trou- 
ble occurs.  The  large  majority  of  people  ap- 
preciate cleanliness  and  usually  change  their 
habits  to  conform  with  their  changed  sanitary 
conditions.  The  visiting  nurse  should  make 
frequent  visits  to  the  homes  of  the  emplo}7ees 
and  in  tactful  ways  endeavor  to  teach  the 
housewife  the  art  of  cleanliness  in  and  around 
the  house.  The  physician  should  make  daily 
inspections  of  the  commissary  and  meat 
market;  both,  of  coui'se,  should  be  kept  scru- 
pulously clean.  The  hotel  should  be  watched 
constantly  and  should  be  run  under  the  super- 
vision of  the  company;  the  food  should  be 
clean,  wholesome  and  of  good  variety.  Hotel 
and  commissary  attendants  should,  previous  to 
emjffoyment,  undergo  a careful  physical  ex- 
amination and  periodical  examinations  at 
monthly  intervals  thereafter.  Should  these  ex- 
aminations reveal  any  disease  which  might 
endanger  the  health  or  lives  of  boarders  or 
roomers,  the  attendant  should  be  at  once  iso- 
lated and  treated. 

Hand  in  hand  with  the  above  methods  for 
the  improvement  of  sanitary  conditions  of  a 
mining  camp  must  go  carefully  planned  edu- 
cational campaigns  on  disease  and  accident 
prevention;  on  the  value  of  proper  diagnosis 
and  early  treatment  when  disease  conditions 
develop;  on  the  fallacy  of  patent  medicines 
and  the  danger  of  employing  quacks;  on  the 
value  of  proper  diet,  the  need  of  drinking 
freely  of  pure  water  during  working  hours,  the 
necessity  of  daily  outdoor  exercise  and  on  the 
subject  of  hygiene  and  sanitation  in  the  home. 

From  the  foregoing  it  will  be  seen  that  the 
work  of  the  medical  department  falls  into 
three  divisions,  medical,  visit-nursing  and  sani- 
tation,— each  of  these  having  special  func- 
tions and  contacts  with  other  departments  in 
the  mining  camp. 

The  medical  department  acts  as  a health 
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center  for  the  camp,  its  personnel  consisting 
of  the  chief  physician  and  his  assistants  and 
nurses.  It  is  in  close  contact  with  the  safety, 
engineering,  and  employment  departments, 
and  is  allied  with  the  visiting  nurse  service. 
The  visiting  nurse  service  forms  the  link  be- 
tween  the  medical  department  and  the  sick  or 
injured  workers.  It  also  acts  as  a bureau  of 
information.  The  sanitary  section  has  for  its 
function  all  cleaning  and  sanitary  inspection 
and  control  in  the  camp.  It  should  be  ad- 
ministered by  the  physician  or  a trained  sani- 
tary officer. 

To  effectively  improve  sanitary  conditions  in 
a mining  camp,  physical  examinations  of  all 
employees  should  be  made  and  conducted  by 
the  health  department.  The  object  of  this  ex- 
amination is  to  determine  the  physical  condi- 
tion of  the  prospective  employee,  in  order  that 
he  may  be  placed  at  work  for  which  he  is 
properly  fitted:  to  prevent  contagious  disease 
being  introduced  into  the  camp,  and  to  enable 
the  medical  department  to  have  a record  of 
every  worker's  physical  condition  at  the  time 
he  enters  the  employ  of  the  company.  The 
physical  examinations  in  this  industry  should 
be  similar  to  that  of  the  Army  and  Navy,  but 
lay  emphasis  on  certain  points  which  experi- 
ence has  shown  are  of  special  importance. 
These  are: 

1.  The  functional  power  of  the  heart. 

2.  The  presence  of  signs  of  active  or  latent 
tuberculosis. 

3.  The  presence  of  hernia  or  weakness  in 
the  hernial  region. 

4.  The  function  of  the  joints. 

5.  The  presence  of  varicose  veins  or  vari- 
cose ulcers. 

G.  Active  contagious  diseases  of  any  kind. 

T.  Blindness  of  one  eye  or  partial  loss  of 
vision  of  both. 

8.  Deafness. 

9.  The  condition  of  the  back. 

10.  Painful  flat  feet. 

The  importance  of  these  defects  lies  not  in 
the  fact  that  they  may  incapacitate  the  worker, 
but  that  they  are  defects  which  may  be  over- 
come by  treatment  and  correct  placing  at  work. 
The  health  department  should  co-operate  with 
the  employment  department  to  bring  this 
about,  and  smooth  working  between  the  two 
departments  is  imperative.  Each  must  appre- 
ciate the  technical  difficulties  of  the  other — 
difficulties  which  are  verv  real. 


Summary 

1.  The  department  of  sanitation  should  be 
under  the  control  of  the  chief  physician  in- 
stead of  being  scattered  through  a number  of 
departments. 

2.  Sanitary  inspections  should  be  made  at 
regular  intervals  by  the  physician  and  his  staff 
of  sanitary  workers. 

3.  Home  visiting  by  the  nurse. 

4.  Initial  and  periodical  examinations  of 
workers  employed  in  departments  where  there 
is  a health  hazard. 

5.  Spreading  health  and  sanitary  publicity 
by  educational  campaigns. 

6.  The  medical  department  is  the  health 
center  for  mining  camp. 

7.  Physical  examination  of  all  applicants 
for  position  in  this  industry. 

8.  Complete  co-operation  of  the  medical 
department  with  all  other  departments  of  the 
organization. 


TUBERCULOUS  MENINGITIS  IN 
INFANCY  AND  CHILDHOOD- 
ANALYSIS  OF  TWELVE 
CASES. 

By  N.  W.  SISSON.  B.  S.,  M.  D„  New  York,  N.  Y. 

The  purpose  of  this  paper  is  not  to  add 
something  new  to  the  subject  of  tuberculous 
meningitis  but  simply  to  present  in  an  analyti- 
cal manner  the  various  clinical  and  laboratory 
findings  as  shown  by  the  cases  which  have 
recently  come  under  my  personal  observation. 
The  series,  although  small,  is  quite  interest- 
ing on  account  of  the  fact  that,  of  the  twelve 
cases,  two  occurred  simultaneously  in  the  same 
family.  The  one,  a boy  of  seven  years,  was 
brought  to  the  hospital  with  the  presenting 
symptoms  of  headache,  vomiting  and  drowsi- 
ness. After  a careful  physical  examination  a 
tentative  diagnosis  of  tuberculous  meningitis 
was  made.  The  following  day  the  father  of 
the  patient  remarked  that  he  had  a daughter 
at  home,  age  nine  years,  who  had  been  ill  for 
a few  days  and  whose  behavior  was  similar  to 
that  of  the  boy’s.  He  was  advised  to  bring 
the  child  to  the  hospital  for  an  examination. 
On  admission  she  complained  of  headache  and 
drowsiness.  Her  physical  examination  war- 
ranted a diagnosis  similar  to  that  of  her 
brother’s.  A spinal  puncture  was  done  and 
both  cases  showed  a spinal  fluid  picture  typi- 
cal of  tuberculous  meningitis.  This  diagnosis 
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was  later  verified  by  the  presence  of  acid-fast 
bacilli  in  the  fluid.  This  is  a rather  remark- 
able coincidence  and  while  an  exhaustive  study 
of  the  voluminous  literature  on  the  subject  has 
not  been  made,  I have  not  yet  seen  mention  of 
a similar  occurrence. 

f 

Tuberculous  meningitis  is  not  an  uncommon 
disease  in  children.  According  to  most 
authorities,  it  ranks  first  as  being  the  most 
common  form  of  acute  meningitis  seen  in 
childhood.  Rarely,  or  perhaps  never,  does 
the  disease  exist  primarily  but  Is  associated 
with  a tuberculous  process  elsewhere  in  the 
body,  either  in  the  form  of  a general  or  miliary 
tuberculosis,  as  is  most  often  the  case  with 
infants,  or  an  involvement  of  the  lymph  nodes 
or  other  organs.  The  late  Dr.  Holt1  states 
that,  although  it  is  not  infrequent  to  see  men- 
ingitis without  symptoms  of  tuberculosis  else- 
where, he  had  never  failed  at  autopsy  to  find 
other  tuberculous  lesions  in  the  body. 

Analysis  of  Cases 

History. — The  histories  as  obtained  from 
parents  or  relatives  are  at  times  far  from 
being  accurate,  and  for  that  reason  the  physi- 
cian has  to  depend  a great  deal  on  his  power 
of  observation  and  physical  findings.  This  is 
particularly  true  in  dealing  with  children. 
Anyone  who  has  had  much  experience  in  tak- 
ing histories  from  the  type  of  patients  which 
frequent  the  large  free  dispensaries  can  ap- 
preciate the  previous  statement.  In  practically 
every  case,  the  presenting  symptoms  were  such 
as  to  lead  the  way  for  a diagnosis  of  cerebral 
involvement  of  some  sort.  The  chief  complaint 
on  admission  was  as  follows : One  case  com- 
plained of  fever,  irritability  and  twitchings  of 
lips  and  hands,  followed  by  coma.  Another 
presented  symptoms  consisting  of  cough,  fever 
and  convidsions,  while  another  complained  of 
fever  only.  Three  cases  complained  of  fever, 
vomiting  and  anorexia.  One  had  headache 
and  vomiting;  another  had  headache,  vomit- 
ing and  drowsiness.  Two  cases  complained 
of  vomiting,  drowsiness  and  convulsions,  while 
another  complained  of  vomiting  and  drowsi- 
ness. One  complained  of  vomiting,  convul- 
sions and  constipation. 

Age. — The  youngest  case  was  that  of  an  in- 
fant four  months  old,  while  the  oldest  was  a 
girl  of  nine  years.  Of  the  twelve  cases  studied, 
eight  were  in  patients  under  three  years  of 
age.  Neal2  states  that,  from  a study  of  662 


cases,  more  occurred  between  the  first  and 
second  year  of  life  than  at  any  other  time. 

Race. — The  disease,  if  conclusions  can  be 
drawn  from  this  series,  seems  to  be  evenly 
distributed  among  the  various  nationalities. 
The  representatives  of  the  West  Indies  carry 
off  first  honors,  while  the  Negro  runs  a close 
second,  each  havino-  three  and  two  cases  re- 
spectively.  The  American,  Italian,  Polish, 
Russian,  Hebrew  and  Canadian  people  had  one 
victim  each  as  a representative. 

Family  History. — In  taking  the  histories, 
particular  effort  was  made  to  ascertain  if  any 
other  member  of  the  same  household  had  tu- 
berculosis in  any  form.  As  a result,  only  three 
cases  reported  a positive  history.  In  one 
family  a sister  died  of  pulmonary  tuberculo- 
sis at  the  age  of  sixteen  years,  while  a brother 
had  been  told  that  he  had  tuberculosis.  In 
another  case  the  mother  died  of  pulmonary 
tuberculosis.  In  the  third  case  the  father  died 
of  pulmonary  tuberculosis  while  his  daughter 
was  in  the  hospital  dying  of  tuberculous  men- 
ingitis. The  nine  remaining  cases  denied  any 
knowledge  of  tuberculosis  exisiting  in  their 
respective  families. 

Past  History Six  patients  had  been  well 
and  healthy  all  their  lives,  while  three  gave  a 
history  of  frequent  colds.  One  had  “bron- 
chitis” every  few  months.  Fair  health  was 
noted  in  two  cases.  Six  of  the  twelve  cases 
were  breast-fed  as  infants.  Four  were  breast- 
fed for  a period  of  one  to  four  weeks  following- 
birth.  Two  received  artificial  formulae  exclu- 
sively. 

Temperature. — The  range  of  temperature  on 
admission  was  between  97  and  102  degree  F. 
Several  of  the  patients  developed  tempera- 
tures much  higher  than  this  during  their  stay 
in  the  hospital.  Four  cases  showed  definite 
ante-mortem  elevations. 

General  Appearance. — Three  cases  were  well 
nourished  and  did  not  appear  particularly  ill 
when  first  seen.  In  all  probability  these  were 
in  the  very  early  stage  and,  had  not  lumbar 
punctures  been  done,  the  true  nature  of  the 
condition  would  not  have  been  recognized  un- 
til the  delay  of  several  days.  Although  the 
symptoms  were  vague  in  the  early  cases,  we 
never  failed  to  get  a typical  spinal  fluid  analy- 
sis. Frequently  we  have  to  differentiate  tu- 
berculous meningitis  from  epidemic  encepha- 
litis and  anterior  poliomyelitis  in  the  early 
stages.  Examination  of  the  spinal  fluid  will 
always  help  and  in  many  instances  make  the 
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diagnosis  for  us.  In  a study  of  the  spinal 
fluid  in  these  three  diseases,  Wilcox  and  Lyttle3 
found  that  tuberculous  meningitis  and  epi- 
demic encephalitis  have  a constant  and  definite 
deviation  peculiar  to  each  of  them,  and  that 
in  the  case  of  anterior  poliomyelitis  there  is 
no  deviation  from  the  normal.  Consequently, 
the  spinal  fluid  findings  have  a certain  diag- 
nostic value.  Four  cases  were  acutely  ill  and 
lethargic,  while  three  were  well  nourished  but 
desperately  ill.  No  case  was  in  coma  on  ad- 
mission, but  this  condition  developed  three  to 
twelve  days  from  the  onset  of  illness. 

Fontanelles. — In  those  patients  whose  fon- 
tanelles  were  open,  bulging  was  noticed  in  two. 

Heart  and  Lungs. — The  heart  was  normal 
in  every  instance.  Two  patients  had  sufficient 
signs  in  their  chests  to  warrant  a diagnosis  of 
pulmonary  tuberculosis  while  two  other  cases 
had  suspicious  chest  signs.  The  eight  remain- 
ing cases  had  negative  chests  so  far  as  could 
be  determined  by  physical  signs.  Of  those  who 
were  old  enough  to  co-operate  in  the  examina- 
tion, a suggestive  D’Espine’s  sign  was  elicited 
in  two,  the  tracheal  whisper  being  heard  to 
the  third  and  fifth  dorsal  spine,  respectively. 
Respiration  was  regular  in  eight  and  irregu- 
lar in  four  cases. 

Abdomen. — The  scaphoid  abdomen  was  ob- 
served in  three  cases.  Enlargement  of  the 
liver  was  noted  in  four  and  normal  in  eight 
cases.  Palpable  spleen  was  noted  in  three 
cases. 

Nervous  System . — The  information  obtained 
from  a through  examination  of  the  superficial 
and  deep  reflexes  gives  us  the  best  clue  as  to 
the  true  nature  of  the  condition  with  which 
we  are  dealing.  Of  course,  we  must  appreciate 
the  fact  that  the  presence  or  absence  of  certain 
reflexes  depends  on  the  stage  of  the  disease. 
In  the  early  stage  the  reflexes  are  present  and 
much  can  be  learned  from  their  behavior. 

The  following  reactions  were  observed  at 
the  time  of  the  initial  examination: 

Neck  Patellar  Kernig’s 

Stiff  5 Normal 4 Absent  10 

Normal  7 Absent  2 Present 2 

Hyperactive — 6 

Brudzinski’s  Babinski’s 

Absent  4 Absent  9 

Present  S Present  1 

The  pupillary  signs  were  as  follows: 

Normal  in  reaction,  size  and  shape 1 

Reaction  sluggish,  size  equal 4 

Reaction  sluggish,  size  unequal 2 

Irregular  and  immobile 2 

Sluggish  and  dilated 1 


Strabismus  (developed  with  onset  of  meningeal 

involvement)  2 

The  reaction  of  the  pupils  constitutes,  in  my 
opinion,  one  of  the  most  important  signs  by 
which  we  have  to  make  a correct  diagnosis 
in  tuberculous  meningitis.  It  happened  that 
in  this  series  three  or  four  cases  were  diag- 
nosed almost  entirely  by  the  nature  and  re- 
action of  the  pupils.  In  the  early  stage  a 
slightly  sluggish  reaction  may  be  the  only  ab- 
normal feature  observed,  but,  later,  in  the 
disease,  unmistakable  signs  will  nearly  always 
be  present.  Every  case  in  this  series  showed 
pupillary  changes  which  were  abnormal.  In 
the  later  stages  the  widely  dilated  and  often 
irregular  pupils  are  quite  diagnostic. 

Tache  Cerebrate. — The  tache  cerebrale  was 
positive  in  seven  cases  and  negative  in  five. 

Associated  Diseases. — One  case  presented  a 
marked  degree  of  rickets  while  three  had  pul- 
monary tuberculosis.  One  other  patient  had 
miliary  tuberculosis  and  developed  meningeal 
involvement  while  in  the  hospital. 

Duration  of  Disease. — The  shortest  time 
existing  between  the  onset  of  symptoms  and 
death  was  five  days.  The  longest  duration 
was  eighteen  days.  The  majority  of  the  cases 
went  two  weeks  before  the  inevitable  termina- 
tion came.  Iverley4  mentions  a case  which 
lived  six  weeks  after  the  onset  of  symptoms. 

Intradermal  Reactions. — In  performing  the 
intradermal  tests,  one-twentieth  and  one-tenth 
milligrams  of  O.  T.  Tuberculin  was  injected 
intradermally  in  infants  and  children  respec- 
tively. The  site  of  injection  was  observed 
daily  for  a period  of  five  days,  and,  if  nega- 
tive, on  the  fifth  day  the  dose  of  tuberculin 
was  doubled  and  the  child  observed  for  five 
more  days.  At  the  end  of  the  observation  period, 
eight  cases  showed  a positive  reaction  and 
four  were  negative.  The  negative  reactions 
could  be  explained  in  either  of  two  ways : 
First,  the  child’s  resistance  had  been  so  re- 
duced by  the  chronic  process  elsewhere  in  the 
body  that  he  lacked  the  fight,  so  to  speak,  to 
produce  a reaction  to  the  tuberculin.  Second, 
a massive  overwhelming  infection  may  have 
prevented  the  reaction  from  becoming  positive. 

Leucocytes. — One  case  had  a white  cell  count 
of  6,000,  of  which  52  per  cent  were  polymor- 
phonuclear leucocytes  and  48  per  cent  small 
lymphocytes.  Incidentally,  this  case  had  the 
highest  percentage  of  lymphocytes  in  the  series. 
The  remaining  cases  showed  a leucocvtosh 
ranging  from  12.000  to  26,000.  the  average 
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being  16,498  per  c.m.,  with  an  average  polynu- 
cleosis of  69.6  per  cent.  If  white  cell  counts 
are  clone  every  few  days  it  will  be  noticed  that 
as  the  disease  progresses  toward  the  fatal  ter- 
mination, the  leucocytosis  becomes  greater,  as 
well  as  the  percentage  of  polymorphonuclear 
leucocytes. 

Morgan5  concludes  that  there  is  a definite 
relationship  between  the  intensity  of  the  tuber- 
culin skin  reaction,  on  the  one  hand,  and  the 
total  leucocyte  count  and  polymorphonuclear 
percentage  on  the  other.  Diminution  in  the 
former  is  usually  accompanied  by  an  increase 
in  the  latter,  both  being  an  indication  of  a 
failing  resistance  by  the  body  to  the  tubercu- 
lous infection.  Of  the  three  cases  with  nega- 
tive intradermals  in  this  series,  each  had  an 
average  leucocytosis  of  21,460.  All  three  cases 
were  above  19,000. 

A study  of  the  foregoing  table  reveals  sev- 
eral interesting  facts.  At  a glance,  one  will 
notice  the  relatively  low  values  of  the  sugar 
concentration  in  the  cerebrospinal  fluid  as 
compared  with  those  of  the  blood.  Ordinarily, 
the  sugar  concentration  of  the  cerebrospinal 
fluid  should  be  approximately  one-half  of  that 
of  the  blood. 

Schloss  and  Schroeder6  found  that  a large 
proportion  of  cases  of  tuberculous  meningitis 
show  a decrease  in  the  sugar  content  of  the 
cerebrospinal  fluid  at  some  stage  of  the  dis- 
ease, while  a few  cases  will  show  a normal 
value  at  all  times  or  slightly  diminished.  In 
this  series  every  case  showed  a decrease  in  the 
sugar  concentration  as  compared  with  the 
normal. 

The  qualitative  (Benedict’s)  test  for  sugar 
was  negative  in  nine  cases  and  positive  in 
three.  Every  case  showed  positive  tests  for 
albumin  and  globulin. 

The  cell  count  ranged  from  60  to  550  cells 
per  cmm.  The  predominating  type  of  cell  was 
the  small  lymphocyte.  In  no  instance  was  the 
fluid  distinctly  cloudy. 

Another  interesting  fact  demonstrated  in  the 
series  was  the  diminution  of  the  spinal  fluid 
chlorides.  The  entire  group  of  cases,  with  only 
one  exception,  showed  chlorides  ranging  from 
the  lower  limit  of  normal  to  subnormal  values 
of  a considerable  degree.  There  was  a general 
increase  in  the  protein  values,  a fact  which 
was  of  much  diagnostic  importance. 

The  series  was  evenly  divided  according 
to  sex,  each  having  six  cases. 

Recovery  of  Organisms. — The  tubercle  ba- 
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cilli  were  found  in  only  three  cases.  This  low 
percentage  in  all  probability  was  due  to  a lack 
of  persistence  on  the  part  of  the  technician  in 
examining  the  smears.  In  the  great  majority 
of  cases,  the  organisms  are  present  in  the  spinal 
fluid  and  will  be  found  providing  sufficient 
time  is  spent  in  looking  for  them.  Hemmin- 
way,7  in  studying  138  cases,  found  the  or- 
ganisms in  135. 

Mortality. — The  mortality  was  100  per  cent. 
This  seems  to  be  in  accord  with  the  results 
published  by  other  writers  on  the  subject. 
Meyers8  reports  a similar  mortality  rate  from 
a studjr  of  105  cases. 

X-Ray. — The  X-ray  of  the  chest  showed  two 
cases  of  miliary  tuberculosis  and  two  of  pul- 
monary tuberculosis. 

Conclusions 

1.  The  great  majority  of  cases  occur  under 
three  years  of  age. 

2.  The  duration  of  the  disease  was  less  than 
three  weeks. 

3.  The  disease  is  equally  divided  between 
the  two  sexes. 

4.  All  patients  died  in  coma,  the  appear- 
ance of  which  ranged  from  three  to  twelve  days 
from  onset  of  illness. 

5.  A leucocvtosis  is  nearly  always  present 
in  the  disease  and  it  increases  as  the  disease 
progresses  toward  the  fatal  termination. 

6.  The  spinal  fluid  furnishes  the  criteria  for 
a correct  diagnosis  in  the  early  stages  as  well 
as  the  late  stages.  A clear  spinal  fluid  show- 
ing low  sugar  and  chlorides  with  an  increase 
in  the  protein  is  more  or  less  pathognomonic 
of  tuberculous  meningitis. 

7.  The  tubercle  bacilli  are  usually  found  if 
sufficient  time  and  energy  are  spent  in  search- 
ing for  them. 

8.  Mortality  is  invariably  100  per  cent. 
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THE  NECESSITY  FOR  A CAREFUL  PRE- 
OPERATIVE MEDICAL  EXAMINATION 
OF  SURGICAL  PATIENTS,  AND  THE 
THE  RECOGNITION  OF  POST- 
OPERATIVE MEDICAL  COM- 
PLICATIONS.* 

By  BLANTON  P.  SEWARD,  M.  D.,  Richmond,  Va. 

Associate  in  Medicine,  Medical  College  of  Virginia. 

The  notable  progress  made  in  surgery  dur- 
ing the  past  few  years  lias  been  both  the  cause 
and  the  result  of  a greater  precision  in  diag- 
nosis, and  the  development  of  better  operative 
technic.  The  safety  of  surgery  as  a procedure 
is  so  encouraging  that  we  are  daily  employing 
this  method  of  relief  not  only  to  rescue  a 
threatened  life — an  emergency  procedure — but 
also  for  the  relief  of  many  forms  of  chronic 
disability — deliberative  surgery.  In  propor- 
tion as  the  laity  recognizes  these  facts  do  they 
enter  the  hospital  for  surgical  treatment  with 
much  less  of  foreboding. 

Coincident  with  the  progress  made  in  sur- 
gery. have  impressive  advances  been  made  in 
all  branches  of  medicine.  The  basis  for  these 
advances  in  both  surgery  and  medicine  has 
been  a more  thorough  understanding  and  utili- 
zation of  the  fundamentals  of  medicine.  We 
have  learned  from  physiology  that  no  part  ot 
the  human  organism  is  independent  of  the 
whole,  but  that  the  function  of  each  organ  is 
definitely  related  to  the  function  of  other 
organs  in  the  maintenance  of  health,  and  that 
pathological  physiology  may  precede  organic 
change.  We  have  learned  from  pathology 
that  the  structure  of  an  organ  changed  by  dis- 
ease results  in  a perverted  function  of  varying 
degree,  transient  or  progressive. 

The  advance  in  surgical  diagnosis  has  ren- 
dered accessible  organs  and  systems  formerly 
regarded  as  inaccessible.  This  has  resulted  in 
a definite  specialization,  requiring  for  its  prac- 
tice a high  degree  of  technical  skill,  elaborate 
equipment,  and  concentrated  attention  in  a 

•Read  before  the  Staurt  Circle  Hospital  Clinical  Club,  May  10. 
1927,  and  the  Richmond  Academy  of  Medicine,  May  11,  192. 
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limited  field.  For  the  utilization  of  the 
achievements  attained  in  these  specialties,  it 
is  becoming  more  apparent  every  day  that  a 
physician  must  be  familiar  with  these  achieve- 
ments if  a patient  is  to  reap  the  benefit  from 
the  great  advances.  Just  in  proportion  as  this 
knowledge  is  assimilated  by  the  profession,  is 
it  possible  to  have  a correlation  of  these  vari- 
ous activities  for  the  benefit  of  the  patient. 

This  newer  knowledge  requires  that  the  pa- 
tient be  viewed  from  many  angles.  Not  only 
must  we  locate  the  pathology,  but  we  should 
attempt  to  determine  to  what  extent  the  bod- 
ily activities  as  a whole  have  been  affected  by 
the  abnormal  condition.  As  the  medical  prac- 
titioner will  never  be  able  to  carry  out  the 
technical  details  of  surgery  or  of  the  surgical 
specialties,  so  the  surgical  specialists  should 
not  be  expected  to  be  familiar  with  or  capable 
of  applying  the  details  of  medicine  or  of  the 
medical  specialties.  It  is  often  necessary, 
therefore,  to  subject  the  patient  to  unusual  ex- 
aminations before  we  can  arrive  at  a complete 
diagnosis.  Should  the  case  prove  to  be  a surgi- 
cal one,  other  facts  must  receive  consideration. 

The  question  becomes  not  merely  the  indi- 
cation for  surgical  treatment,  but  an  evalua- 
tion of  the  patient’s  physical  and  mental  con- 
dition before  being  subjected  to  a surgical  pro- 
cedure. The  evaluation  is  particularly  appli- 
cable from  the  standpoint  of  the  cardio-renal 
system,  for  without  a reasonable  assurance  of 
the  functional  efficiency  of  the  heart  and  kid- 
neys, the  advisability  of  a deliberate  operation 
may  be  questioned.  An  attempt  should  be 
made  to  determine  the  status  of  these  organs 
by  all  means  at  our  command.  Too  frequently 
the  surgeon  takes  for  granted  that  the  physi- 
cian with  whom  the  case  originated  has  al- 
ready carried  out  these  studies,  and  will  live 
up  to  the  hospital  requirement  by  having  a 
casual  examination  made  by  the  interne  just 
before  the  patient  is  carried  to  the  operating 
room.  The  surgeon  must  be  satisfied  that  these 
points  have  been  carefully  covered  by  a com- 
petent man  before  he  can  rid  his  own  con- 
science of  personal  responsibility  in  the  event 
that  the  post-operative  course  of  the  case  is 
attended  by  medical  complications  which  may 
have  been  predicted  prior  to  operation.  The 
development  of  a careful  operating  technic, 
the  training  of  an  operating  team,  the  pres- 
ence of  a skilled  anaesthetist,  and  the  appli- 
cation of  correct  post-operative  surgical  treat- 


ment may  be  completely  negatived  by  an  un- 
fortunate or  too  hasty  acceptance  of  an  un- 
suitable deliberative  surgical  case.  In  the 
future  we  must  look  for  advance  in  surgery, 
not  so  much  along  the  line  of  improved 
methods  in  operative  technic,  as  in  a wiser  ap- 
plication of  knowledge  gained  from  a more 
comprehensive  pre-operative  study  of  the 
patient.  We  believe  operative  mortality  can 
be  further  reduced  by  a careful  medical  super- 
vision before  surgical  procedures  are  under- 
taken, delaying  the  operation  if  necessary  un- 
til the  patient  is  in  the  most  favorable  condi- 
tion to  pass  smoothly  through  the  operative 
and  post-operative  periods.  Surgery  has  been 
made  safe  for  the  patient;  now  let  the  patient 
be  made  safe  for  surgery. 

Surgical  patients  may  be  divided  into  two 
groups — the  emergency  and  the  deliberative. 
In  the  emergency  group  there  is  not  sufficient 
time  for  a thorough  examination ; the  urgency 
of  the  need  demands  immediate  operation. 

The  majority  of  patients  come  under  the 
deliberative  group,  where  surgical  haste  is  not 
essential.  A reasonably  good  surgical  history 
should  reveal  the  presence  of  such  gross  con- 
ditions as  diabetes,  hyperthyroidism,  and  dis- 
eases of  the  prostate  gland,  but  equally  impor- 
tant and  more  insidious  are  the  complications 
that  may  accompany  anemia,  asthenia,  obesity, 
inanition,  dehydration  or  acidosis. 

A more  careful  inquiry  might  bring  to  light 
the  history  of  an  infection  in  early  years,  such 
as  rheumatic  fever,  scarlatina,  typhoid  fever, 
or  chronic  bacterial  foci,  all  notorious  for 
their  effect  on  the  heart,  blood  vessels  and  kid- 
neys. Low  grade  progressive  changes  in  these 
organs  may  be  present  without  symptoms  un- 
til functional  tests  suggest  the  presence  of 
actual  pathologic  change,  and  it  is  upon  the 
necessity  of  carrying  out  this  particular  ob- 
servation that  I would  place  the  greatest  em- 
phasis. In  this  same  category  would  I place 
the  person  of  middle  age  or  more,  in  whom, 
without  a history  of  a direct  cause,  degenera- 
tive changes  have  taken  place  or  are  begin- 
ning to  occur.  Not  infrequently  in  patients 
of  forty-five  years  we  can  elicit  a history  of 
dyspnea,  palpitation,  precordial  or  thoracic 
pain  on  slight  exertion,  transient  edema  about 
the  ankles,  insomnia,  fatigability,  periods  of 
depression,  vertigo,  a sense  of  fullness  in  the 
cranium.  The  clinician  who  properly  evalu- 
ates symptoms  may  deduce  from  them  evi- 
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dences  of  cardiac  weakness  or  vasomotor  in- 
stability, which  perhaps  may  precipitate  cir- 
culatory embarrassment  if  the  operation  is  un- 
dertaken before  the  patient  is  adequately  pre- 
pared. 

By  what  means  are  we  to  determine  the 
efficiency  of  the  vascular  system? 

1.  The  size  of  the  heart  as  indicated  by 
its  tranverse  diameter,  ascertained  by  percus- 
sion and  if  necessary  by  X-ray,  also  any 
change  in  retrosternal  dullness,  which  is  espec- 
ially suggestive  of  aortic  disease,  luetic  or 
sclerotic. 

2.  The  most  important  thing  to  determine 
is  the  efficiencj7  of  the  heart  muscle.  The  at- 
tention should  be  concentrated  particularly 
upon  the  character  of  the  first  sound  at  the 
apex.  As  the  cardiac  muscle  supplies  the 
force  which  maintains  the  circulation,  the 
quality  of  the  sound  made  by  the  muscle  dur- 
ing contraction  is  a good  index  of  the  state 
of  the  muscle.  When  changes  occur  in  the 
heart  muscle,  there  is  a change  in  the  quality 
of  the  first  sound.  As  the  muscle  element  of 
the  first  sound  diminishes  or  approaches  in 
character  the  second  sound,  can  we  reasonably 
infer  that  the  myocardium  has  suffered  some 
change.  The  functional  effect  of  exercise 
should  then  be  noted. 

It  may  not  be  amiss  to  mention  the  signifi- 
cance of  an  irregularity  of  the  heart  and 
tachycardia  in  evaluating  a surgical  risk. 

Irregular  heart  action  has  occasioned  much 
pertubation  to  many  patients.  In  young 
persons  an  extrasystole  generally  is  of  no  sig- 
nificance. The  mental  state  preceding  an 
operation  often  induces  an  irregularity  which 
had  not  been  previously  observed.  Extra- 
systoles are  frequently  found  in  normal  hearts, 
but  they  may  be  of  much  significance  in  a 
person  of  middle  age  or  older.  Detection  of 
an  irregularity  indicates  the  necessity  for  a 
further  study  of  the  heart  to  determine  its 
significance. 

Rapid  heart  action  probably  attracts  more 
strongly  the  attention  of  the  surgeon  than 
anything  else  in  examining  the  circulatory  ap- 
paratus. If  due  to  psychic  causes,  as  is  often 
the  case,  it  should  not  cause  apprehension. 
When  the  rapidity  persists,  it  may,  like  an 
arrhythmia,  be  the  indication  of  a degenera- 
tive process  or  an  intoxication  from  the  thy- 
roid, or  tuberculosis,  or  a focus  of  infection. 

An  examination  of  the  vascular  system  is 


not  complete  until  the  pulse  has  been  studied, 
observing  its  volume,  rate  and  rhythm  and 
the  manner  in  which  it  is  sustained. 

3.  Blood  pressure  readings  give  important 
information.  Especially  significant  is  an  in- 
creased diastolic  reading,  as  this  represents 
the  pressure  in  the  arteries  between  the  heart 
beats.  Just  in  proportion  as  this  is  persist- 
ently above  the  normal  figure  does  it  suggest 
permanent  change  in  the  vessel  walls,  and  a 
continuing  increased  demand  on  the  left  ven- 
tricle. As  the  functional  efficiency  of  all 
parenchymatous  organs  depends  upon  the  rate 
of  flow  rather  than  on  the  volume  of  blood  in 
an  organ,  a study  of  the  pulse  pressure  gives 
us  an  approximate  index  of  the  functional 
possibilites  of  an  intact  organ,  and  a rea- 
sonable inference  as  to  a much  lower  function 
in  proportion  as  the  organ  is  the  seat  of  or- 
ganic change,  for  instance,  the  kidney.  An 
intra-ocular  examination  to  determine  the  con- 
dition of  the  retinal  vessals  is  an  important 
feature  in  the  general  examination  of  the 
patient. 

4.  As  the  kidneys  are  a unit  of  the  circu- 
latory system,  they  must  be  considered  along 
with  the  heart  and  blood  vessels.  Their  func- 
tional efficiency  must  be  determined  by  means 
other  than  the  routine  urinalysis.  We  must 
remember  that  a single  normal  specimen  of 
urine  does  not  preclude  the  possibility  of  a 
lesion  existing  in  the  urinary  tract.  An  ex- 
amination of  the  twenty-four  hour  urine  is 
preferable.  When  there  is  any  doubt  about 
the  integrity  of  the  kidney,  our  information 
should  be  supplemented  by  a blood  urea  ex- 
amination. the  phenolsulphonphthalein  test, 
and  the  fixation  of  the  specific  gravity. 

5.  It  is  as  important  to  make  a red  cell 
count  and  hemoglobin  estimation  before 
operating  as  it  is  to  make  a leucocyte  and  dif- 
ferential count.  The  existence  of  a moderate 
anemia  does  not  contraindicate  operation  if 
the  general  condition  of  the  patient  is  other- 
wise good,  the  anemia  not  progressive,  and 
its  cause  probably  apparent.  Should  a pro- 
gressive anemia  be  not  due  to  the  condition  for 
which  surgical  relief  is  sought,  the  cause  of 
the  anemia  should  be  understood  before  de- 
liberative surgery  is  undertaken.  In  the  blood 
examinations,  a study  of  the  size  and  stain- 
ing peculiarities  of  the  red  cells  should  be 
noted  in  all  cases  of  severe  anemia. 

While  we  are  endeavoring  to  make  the  pa- 
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tient  safe  for  surgery,  it  is  well  to  bear  in 
mind  a few  conditions  that  will  sometimes 
cause  post-operative  circulatory  disturbances 
in  cases  where  the  heart  is  apparently  normal 
prior  to  the  operation.  They  may  originate 
in  the  mental  attitude  of  the  patient  preceding 
the  operation,  or  be  brought  about  by  the 
manipulation  during  operation,  or  for  some 
unknown  reason  follow  the  operation.  We 
might  consider  first  the  effect  of  fear  which 
may,  if  prolonged,  cause  a depression  of  the 
vital  functions. 

Fear  is  present  to  some  extent  in  the  major- 
ity of  patients  confronted  ivith  an  operation. 
In  some  cases  the  apprehension  assumes  such 
proportions  as  to  become  a real  obstacle  to 
the  operation.  There  is  a discharge  of  energy 
not  consumed  by  muscular  activity  in  fight, 
flight  or  fright.  We  do  not  know  whether 
morphological  changes  with  exhaustion  of  the 
vital  centers  of  the  brain  occurs,  though  we 
have  observed  patients  in  whom  the  element 
of  fear  predominated,  die  following  the  opera- 
tion without  obvious  cause.  We  might  assume 
that  fear  combined  with  trauma  produced  ex- 
haustion, the  heart  became  fatigued,  and  the 
blood  pressure  fell,  due  to  a diminished  car- 
diac output  and  vasomotor  relaxation.  A pic- 
ture of  circulatory  collapse  is  presented,  not 
unlike  that  of  shock. 

The  term  surgical  shock  is  applied  to  a 
complex  of  alarming  symptoms  developing 
during  or  immediately  following  an  operation. 
Exposure  and  trauma  of  the  abdominal  vis- 
cera, even  without  extensive  hemorrhage,  may 
induce  shock.  The  mechanism  by  which  shock 
is  produced  is  complicated.  Probably  several 
factors  are  responsible,  such  as  the  liberation 
and  absorption  of  histamine  from  the  trau- 
matic area,  as  set  forth  by  Cannon,  or  the 
failure  of  the  veno-pressor  mechanism,  as 
enunciated  by  Henderson.  As  the  splanchnic 
vessels  dilate,  the  blood  pressure  decreases, 
and  the  heart  rate  becomes  rapid  and  feeble. 
The  vasomotor  center  increases  in  tone,  thus 
attempting  to  redistribute  the  blood,  though, 
when  shock  is  severe,  this  center  may  not  re- 
spond fully  to  meet  the  demands. 

The  endocrine  glands  have  been  mentioned 
as  factors  in  producing  shock,  the  adrenal 
gland  especially  being  mentioned  in  this  con- 
nection. Some  physiologists  claim  there  is  an 
increased  secretion  of  epinephrine  in  emo- 
tional states;  others  have  demonstrated  that 


647 

in  conditions  of  low  blood  pressure  there  is 
an  increased  amount  of  epinephrine  in  the 
blood.  Probably  the  suprarenal  glands  are 
factors  in  the  complex  condition  of  shock,  but 
it  is  difficult  to  determine  to  what  degree  they 
participate  as  primary  agents  in  producing 
the  condition,  or  how  much  they  are  affected 
by  the  low  blood  pressure  and  the  changes  in- 
cident to  the  condition  itself. 

Whatever  the  causes  of  shock  may  be,  its 
manifestations  are  pronounced,  especially  the 
disturbance  in  the  circulatory  system.  The 
rapid  and  weakened  heart  is  due  to  improper 
diastolic  filling  which  results  from  the  small 
quantity  of  blood  in  circulation.  As  the  vol- 
ume of  circulating  blood  becomes  progres- 
sively smaller,  the  heart  muscle  continues  to 
weaken,  consequent  upon  the  failing  blood 
supply  through  the  coronary  vessels,  and  this 
again  through  the  curtailment  of  blood  in 
actual  circulation. 

In  spite  of  many  prophylactic  measures, 
pneumonia  as  a post-operative  complication 
still  occurs.  It  seems  to  occur  more  frequently 
in  cachetic  persons  and  in  the  elderly  in  whom 
pulmonary  changes,  such  as  emphysema,  have 
taken  place.  When  it  occurs,  there  is  an  added 
toxemia,  the  manifestations  of  which  may 
vary.  Adequate  supportive  measures  must  be 
employed.  The  effectiveness  with  which  the 
heart  is  maintaining  the  circulation  may  be 
determined  by  its  size,  the  character  of  the 
sounds,  its  rate  and  rhythm,  and  the  quality 
of  the  pulse. 

Massive  collapse  of  the  lung  occasionally 
occurs  after  an  operation.  The  early  symp- 
toms are  similar  to  those  of  pneumonia,  but 
the  ease  with  which  a collapse  is  diagnosed, 
combined  with  the  knowledge  that  there  is 
no  invasion  of  the  blood  stream  by  organisms, 
lessens  our  apprehension.  The  disturbance  in 
the  heart  action  soon  subsides. 

Conclusion. 

Surgery  is  not  merely  a question  of  operat- 
ing. The  surgeon  must  possess  skill,  but  more 
than  skill  in  performing  an  operation  is  neces- 
sary. It  is  his  duty  to  know  the  condition  of 
his  patient  before  subjecting  him  to  an  opera- 
tion. The  proper  evaluation  of  the  general 
condition  is  as  important  as  the  indication  for 
surgical  treatment.  A comprehensive  study 
should  be  made  of  all  patients  prior  to  antici- 
pated surgical  procedures,  for  only  by  this 
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means  will  a too  hast}7  acceptance  of  an  un- 
suitable risk  be  prevented.  By  exercising 
greater  care  in  preparing  all  patients  so  that 
the  anxieties,  the  discomfort  and  the  ordeal 
incident  to  the  operation  will  fall  as  lightly 
as  possible  upon  them,  will  elevate  surgery  to 
a higher  plane. 

Stuart  Circle  Hospital. 


WHY  A COUNTY  MEDICAL  SOCIETY.* 

By  C.  B.  GREEAR,  M.  D.,  Honaker,  Va. 

With  my  attempt  to  present  the  subject  of 
this  paper,  I will  first  ask  you  to  kindly  ac- 
cept it  in  the  spirit  in  which  it  is  written — 
that  of  an  attempt  to  inspire  each  of  us,  and 
myself  in  particular,  with  a more  active  in- 
terest in  placing  Russell  County  Medical  So- 
ciety on  a sound  and  stable  basis.  With  this 
object  in  mind,  I trust  each  of  us  will  do  our 
best  to  co-operate  with  our  leadership  at  all 
times. 

While  men  yet  wandered  through  the  jungles 
of  antiquity  with  big  sticks,  there  were  born 
in  the  world  certain  influences  which  resulted 
in  the  building  of  the  highest  form  of  civiliza- 
tion known  to  mankind — more  especially  that 
of  fellotvship.  About  the  same  time  certain 
other  births  took  place,  the  most  detrimental 
of  all  being  ignorance,  superstition,  suspicion, 
etc.  The  birth  of  these  latter  instincts  was  the 
direct  result  of  conditions  then  existing  in  the 
world.  Down  through  the  ages  these  instincts 
have  been  transmitted  from  parent  to  child 
and  to  this  good  day  they  have  not  been  en- 
tirely eradicated  from  our  minds  and  lives, 
making  unpleasant  obstacles  for  us  to  over- 
come. 

During  the  birth  and  infancy  of  civilization 
the  present  primitive  instincts  ran  rampant  in 
the  lives  of  each  individual.  Combats  with 
natural  laws  and  animal  life  then  existing,  and 
with  antagonistic  clans,  all  doubtless  combined 
to  place  man  on  the  defensive.  In  each  effort 
to  place  civilization  on  a higher  and  more  sane 
basis,  these  prehistoric  inhibitory  intuitions 
have  continued  to  make  themselves  manifest 
as  a result  of  former  environment  and  hered- 
ity, the  impress  of  which  it  will  yet  probably 
take  ages  to  eradicate  entirely. 

Of  all  the  instincts  born  during  antiquity, 
that  of  fellowship  has  done  more  to  advance 
the  cause  of  civilization  than  all  other  factors 
combined.  Without  fellowship,  civilization 


would  not  survive  over  night;  and  it  has  not 
yet  been  developed  to  the  highest  state  of  per- 
fection possible,  in  order  that  peace  on  earth 
and  good  will  to  men  may  obtain  in  the  world. 

Upon  this  principle  of  fellowship  men  have 
tamed  the  most  ferocious  beasts.  There  would 
be  no  domestic  animals  to  serve  the  purposes 
of  man  were  it  not  for  his  ability  to  eradicate 
fear  from  animal  life.  Trainers  of  the  wildest 
animals  say  the  reason  why  they  fight  is  caused 
by  their  fear  of  each  other,  and  more  especially 
are  they  afraid  of  men. 

Fellowship  and  its  twin,  brotherhood,  go 
hand  in  hand,  and  are  intimately  allied  with 
all  efforts  to  better  the  condition  of  mankind. 
Without  these,  the  world  would  soon  be  in  a 
state  of  chaos.  We  hear  right  much  of  our 
relationships  with  the  monkey  family,  the 
missing  link.  etc.  I do  not  happen  to  be  in 
position  to  substantiate  the  claim  of  either,  but 
one  thing  is  certain,  we  physicians  act  very 
much  like  monkeys  in  our  contacts  at  times. 
We  will  not  do  to  suit  the  other  fellow  and 
the  other  felloAv,  consistently  refuses  to  do  to 
suit  us,  and  thereupon  hangs  a monkey  “tale”. 
Our  use  of  this  monkey  instinct  has  retarded 
the  wheels  of  progress  more  than  it  would  be 
humanly  possible  to  estimate. 

So  much  for  the  monkey  business.  One 
thing  is  certain, — civilization  cannot  endure 
without  fellowship;  fellowship  cannot  endure 
without  brotherhood,  and  co-operative  ef- 
forts. The  World  War  very  clearly  demon- 
strated might  was  not  right,  but  through  the 
brotherhood  and  fellowship  of  men  and  of 
nations,  civilization  was  saved  for  the  univer- 
sal good  of  all.  Precept  and  persuasion  have 
done  more  to  really  inspire  men  to  do  right 
than  all  the  wars  that  have  cursed  Christen- 
dom. 

The  central  thought  I wish  to  convey  is: 
The  Russell  County  Medical  Society  is  de- 
pendent on  fellowship ; and  without  fellow- 
ship we  exhibit  relics  of  chaos  and  confusion. 
Our  greatest  immunity  against  decay,  stagna- 
tion and  ultimate  degeneration  as  a medical 
fraternity  is  produced  by  a healthy  and  active 
interest  in  our  County  Medical  Society.  If  we 
are  to  keep  step  with  the  important  events 
of  the  world’s  progress  in  medicine,  we  must 
meet,  inspire  and  permit  ourselves  to  be  in- 
spired by  our  fellow  men.  Were  the  outstand- 
ing leaders  of  the  medical  fraternity  to  with- 
hold their  knowledge  and  inspiration  from 
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the  world,  disease  and  pestilence  would  soon 
exterminate  the  human  family.  Large  num- 
bers of  physicians  have  sacrificed  their  time, 
their  health  and  their  lives  that  we  might  be 
afforded  knowledge  in  the  science  of  treatment 
and  preventive  medicine,  yet  we  “mossbacks” 
sit  here  in  the  sticks  too  dilatory  to  attend  an 
occasional  meeting  of  our  County  Medical 
Society.  The  shame  of  it  is  a stigma  on  the 
escutcheon  of  each  of  us,  and  I for  one  confess 
to  my  part  in  this  dereliction  of  duty. 

The  future  of  the  medical  fraternity  de- 
pends upon  leadership,  leadership  must  de- 
pend upon  co-operation,  and  co-operation  must 
have  its  incipiency  in  the  rank  and  file  of  the 
entire  profession.  Random  and  promiscuous 
efforts  never  do  more  than  to  blaze  the  trails. 
It  takes  organization  and  concerted  effort  to 
produce  results.  With  the  countless  cults  and 
isms,  like  mush-rooms  springing  up  on  a sheep 
path  over  night,  to  deal  with,  and  the  fake 
advertising  done  by  these  people,  there  is  left 
something  for  physicians  to  think  about. 

The  following  are  some  of  the  leading  rea- 
sons wrhy  we  should  function  as  a County 
Medical  Society: 

It  will  make  us  better  men  to  meet  and  con- 
tinue to  get  more  thoroughly  acquainted  with 
each  other. 

It  will  make  us  broader  and  more  capable 
as  physicians  to  meet  and  exchange  opinions. 
If  we  differ,  let  us  do  it  in  a friendly  manner, 
and  thereby  refuse  to  kill  the  goose  that  laid 
the  golden  egg. 

It  will  increase  the  respect  and  confidence 
of  the  public  in  the  medical  profession  as  a 
whole  and  in  us  as  individuals. 

It  will  sharpen  our  business  acumen  and 
help  us  to  forget  the  problems  that  wear  and 
rasp  on  the  nerves  of  men. 

It  will  broaden  our  vision  of  usefulness  and 
prevent  us  from  becoming  prematurely  old 
and  self-conscious. 

Last,  but  not  least,  it  will  help  us  to  cope  with 
problems  ever  confronting  the  medical  fra- 
ternity, such  as  that  of  state  medicine,  the  on- 
coming waves  of  fictitious  advertising  of  nos- 
trums, cults  and  the  numerous  pathies  of  di- 
vers kinds  too  numerous  to  mention,  but  always 
flourishing. 
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THE  FREQUENCY  OF  A TUBERCULOUS 
INVOLVEMENT  OF  THE  RIGHT  LUNG 

AS  DETERMINED  BY  PHYSICAL  EX- 
AMINATION AND  X-RAY  FINDINGS. 

By  L.  M.  HINES,  M.  D.,  Sanatorium,  Va. 

Blue  Ridge  Sanatorium. 

Since  the  discovery  of  the  tubercle  bacilli 
by  Robert  Koch  in  1882,  the  medical  world 
has  been  in  a constant  turmoil,  endeavoring  to 
learn  all  there  is  to  know  about  this  great 
scourge,  not  only  the  clinical  aspect,  but  the 
best  treatment  and  to  find  a cure,  if  possible. 
All  during  this  time,  great  interest  has  been 
aroused  by  the  frequent  inquiries  as  to  which 
lung  seems  to  be  first  involved  clinically,  most 
extensively,  and  why?  We  have  been  taught 
that  the  right  lung  was  usually  the  first  to  be 
involved,  but  I can  find  no  definite  proof  given 
anywhere  in  the  literature  that  will  confirm 
this  statement.  Of  course,  to  determine  this, 
many  factors  must  be  considered. 

This  report  deals  with  an  analysis  of  850 
cases  that  entered  Blue  Ridge  Sanatorium  and 
were  completely  worked  up  from  every  avail- 
able angle.  The  two  factors  we  consider  most 
important  are  physical  examination  and  X- 
ray.  Of  course,  the  history,  blood  work,  urine 
analysis,  sputum  examination,  etc.,  are  taken 
into  consideration;  but  all  these  cases  had 
definite  signs  of  tuberculosis  on  physical  ex- 
amination and  were  confirmed  by  X-ray;  all 
other  cases  not  definitely  diagnosed  were 
omitted. 

In  making  a physical  examination,  there  are 
certain  anatomical  differences  which  suggest 
abnormal  signs  in  the  right  lung  as  compared 
with  the  left,  and  these  should  be  constantly 
in  the  mind  of  the  examiner  that  he  may  guard 
against  such  errors.  They  are  as  follows : 

1.  The  right  lung  as  a whole  is  larger  than 
the  left. 

2.  The  right  bronchus  is  larger  than  the 
left  and  closer  to  the  chest  wall  anteriorly. 

3.  The  apex  of  the  right  lung  may  extend 
higher  in  the  neck  than  the  left. 

4.  Normally,  there  is  more  broncho-vesicu- 
lar breathing  in  the  right  apex  than  in  the 
left. 

Admission  examinations  were  made  and  all 
cases  classed  according  to  the  outline  adopted 
by  the  committee  on  classifications  of  The  Na- 
tional Tuberculosis  Association.  Then,  all 
cases  were  X-rayed  within  one  week  after  ad- 
mission to  the  Sanatorium,  and  in  most  cases 
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there  was  not  more  than  twenty-four  hours 
difference  between  the  physical  examination 
and  the  X-ray  stereo-films  which  were  read  by 
the  Medical  Staff  independent  of  the  physical 
findings. 


Out  of  the  850  cases  reported,  531,  or  62.5 
per  cent,  were  females,  and  only  319,  or  37.5 
per  cent,  were  males.  This  does  not  mean  there 
is  more  tuberculosis  in  females,  because  we 
have  more  applications  for  females  at  Blue 
Ridge  than  we  do  for  males,  and  therefore 
have  a greater  capacity  and  more  accommoda- 
tions for  females.  There  is  perhaps  just  as 
much,  if  not  more,  tuberculosis  in  males,  but 
in  most  cases  they  are  the  “bread-earners”, 
and  it  is  a greater  sacrifice  for  them  to  stop 
work  and  go  to  a Sanatorium  to  take  the 
“cure”,  so  they  continue  to  work  just  as  long 
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as  possible,  and  frequently,  when  they  do  stop 
and  give  up,  the  disease  has  advanced  beyond 
control,  and  they  spend  their  last  few  months 
at  home  instead  of  at  the  Sanatorium. 


You  will  notice  by  referring  to  the  accom- 
panying age  chart  that  clinical  tuberculosis  as 
seen  in  this  Sanatorium  is  more  prevalent  be- 
tween the  ages  of  20  to  30, — with  318  cases,  or 

37.4  per  cent.  There  are  perhaps  many  rea- 
sons for  this.  I shall  mention  only  a few : 

1.  This  is  the  age  of  dissipation. 

2.  “Stress  and  strain  of  modern  life”. 

3.  Young  people  just  starting  out  in  life 
and  business  overwork,  trying  to  make  good, 
become  nervous,  worried  and  rundown. 

4.  Irregular  habits. 

5.  Inadequate  clothing. 

6.  Pregnancy,  long  labor  and  long  lacta- 
tion in  females. 

7.  All  the  above  mentioned  factors  tend  to 
lower  the  body  resistance  and  thus  allow  tuber- 
culosis to  gain  a foot-hold. 

After  the  age  of  30  to  35,  there  is  a steady 
decline  in  the  amount  of  tuberculosis  found; 
from  30  to  40.  22.8  per  cent;  from  40  to  50, 

14.4  per  cent;  from  50  to  60,  6.8  per  cent;  and 
from  60  to  70  only  1.8  per  cent.  This  is  be- 
cause older  people  live  a more  regular  life,  take 
better  care  of  themselves,  and  there  has  usually 
been  a certain  amount  of  immunity  developed 
in  all  cases. 

By  combining  the  physical  examination  with 
the  X-ray,  we  found  the  ’fight  lung  to  be  more 
extensively  involved  and  to  show  the  oldest 
lesions  in  512  cases,  or  60.2  per  cent,  while 
the  left  lung  was  involved  more  in  only  33S 
cases,  or  39.8  per  cent.  But  as  to  why  the  right 
lung  is  involved  more  frequently  than  the  left 
is  problematic. — much  research  having  been 
done  along  this  line  by  some  of  the  German 
scientists,  none  of  which  has  been  accepted. 
The  fact  that  in  this  series  60.2  per  cent  were 
on  the  right  side  is  significant  and  makes  us 
wonder  more  as  to  its  cause.  Would  it  not  be 
worth  while  to  reason,  if  the  greatest  number 
cf  foreign  bodies  entering  the  lung  by  aspira- 
tion go  into  the  right  side,  and  if  we  accept 
the  present  theory  of  Gohn  that  the  .majority 
of  tuberculosis  is  contracted  through  the  in- 
halation route,  that  tubercle  bacilli  breathed 
in  might  lodge  more  frequently  in  the  right 
lung  than  the  left,  and  in  this  way  account  for 
greater  involvement  on  the  right  side?  An- 
other possibility  is  that  we  have  more  people 
who  are  right  handed  and  the  increased  amount 
of  exercise  and  motion  of  the  right  shoulder 
may  increase  the  suspectibility  of  the  right 
apex.  We  assume,  of  course,  that  the  reason 
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why  the  apices  are  usually  the  first  to  be  at- 
tacked is:  Because  of  the  relative  stagnation 
of  the  lymph  in  the  upper  lung  and  because 
of  inefficient  respiratoi'y  movements  and  early 
pleural  adhesions  allowing  concentration  of 
the  tuberculous  poisons.  Again,  more  people 
sleep  on  their  right  side,  and  the  relative 
change  from  an  anemic  state  at  night  to  a 
hyperemic  state  during  the  day  may  have  some 
significance.  However,  these  are  merely  sug- 
gestions. On  the  converse,  we  do  know  that 
when  the  left  lung  is  involved,  it  is  usually  of 
a more  serious  nature.  This  is  shown  by  a 
recent  review  of  our  pneumothorax  cases — 60 
per  cent  of  which  were  on  the  left  side. 

One  of  the  interesting  things  in  this  analysis 
and  review  is  the  frequency  in  which  cavities 
were  found  on  X-ray  that  had  been  overlooked 
on  physical  examination.  The  tables  show  that 
only  about  half  of  the  cavities  were  found  on 
physical  examination  that  showed  up  on  X-ray. 
There  are  certain  conditions  which  must  exist 
before  a cavity  can  be  diagnosed  by  physical 
means : 

1.  Location: — Naturally,  if  superficially  lo- 
cated with  thick  walls  surrounding  it,  or  an 
area  of  consolidation,  the  signs  would  be  ex- 
aggerated, but  if  deep  seated  with  normal  lung 
surrounding  it,  the  signs  would  be  difficult  to 
elicit. 

2.  Surroundings: — The  signs  will  vary  ac- 
cording to  the  thickness  of  the  surrounding 
Vail,  amount  of  consolidation,  etc. 

3.  Contents: — (a)  Empty. — If  empty,  with 
a rim  of  scar  tissue  which  is  fairly  elastic, 
there  is  no  trouble  in  determining  its  pres- 
ence. 

(b)  Full. — If  a cavity  is  filled  with  debris, 
the  signs  may  be  overlooked. 

4.  Condition  of  bronchi  leading  to  cavity  : — 
If  bronchi  be  stenosed  due  to  fibrous  tissue, 
etc.,  the  physical  signs  would  not  be  elicited. 

5.  Size : — A very  small  cavity  may  be  found 
if  superficially  located,  while  one  of  consider- 
able size  may  be  overlooked  when  deeply 
seated,  especially  in  the  lower  lobe,  or  under 
the  shoulder  joint. 

The  physical  signs  of  a cavity  are : 

1.  Percussion: — (a)  If  superficially  located 
and  not  too  much  density  overlying  it,  we 
usually  get  dullness,  though  rarely  we  may 
have  hyper-resonance. 

(b)  “Crack-pot  resonance”,  if  large. 

2.  Cavernous  or  amphoric  breathing. 
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3.  Whispering  pectoriloqu}' This  is  one 
of  the  main  diagnostic  signs,  and,  when  pres- 
ent, it  means  the  cavity  is  empty;  it  usually 
has  a thin  wall  of  fibrous  tissue  surrounding 
it,  and  is  in  close  proximity  to  the  chest  wall 
and  communicates  with  one  or  more  bronchi. 

4.  Gurgling  or  consonating  rales : — Rales 
may  or  may  not  be  heard  according  to  the 
activity  of  the  case,  but,  when  heard,  they  are 
usually  gurgling  or  consonating,  and  have 
metallic  character,  heard  more  distinctly  when 
the  cavity  is  fairly  dry. 

5.  Post-tussive  suction : — This  sign,  when 
present,  may  be  considered  diagnostic.  It 
comes  with  the  expiratory  cough  and  is  heard 
as  an  echo  or  rebound  of  the  cough  sound. 
Its  mechanism  is  thought  to  be  due  to  the  vi- 
bration of  the  walls  of  a cavity. 

In  this  series  of  cases,  before  a cavity  was 
definitely  diagnosed,  either  whispering  pec- 
toriloquy or  post-tussive  suction  were  present; 
if  not,  then  at  least  two  of  the  remaining  signs 
were  present. 

There  are  cei’tain  cases  that  are  classed  as 
suspicious  of  excavation,  and  by  this  we  mean 
the  above  signs  are  indefinite.  One  or  more 
of  the  sigxxs  may  be  suggestive,  but  they  are 
not  conclusive. 

The  pathology  froxxi  an  X-ray  standpoint 
may  be  considered  from  two  angles — extent 
and  character.  The  disease  may  involve  an 
eixtire  lung,  being  soft,  flocculent  and  mottled 
in  character,  with  little  or  no  tendency  to 
fibrous  tissue  formation  and  calcium  deposit. 
Sxich  a process,  while  extensive,  may  be  of 
only  short  duration.  However,  on  tfie  other 
hand,  you  may  find  in  the  opposite  lung,  or 
even  in  the  same  lung,  lai-ge  calcified  nodes, 
heavy  deposits  of  fibrosis,  or  a thick  wall 
cavity,  all  of  which  suggest  (but  does  not 
prove)  the  site  of  the  oldest  lesion.  It  is  not 
an  easy  matter  in  such  cases  to  detei'mine  the 
oldest  lesion.  A lesion  having  a localized  area 
of  lessened  density  or  an  annular  shadow  well 
circumscribed  and  having  definite  borders,  was 
called  a cavity  on  X-ray,  the  size  usually  to 
exceed  1 cm.  in  diameter.  Other  annular 
shadows  being  localized  but  not  having  definite 
borders  were  classed  as  suspicious.  We  might 
also  put  in  this  class  certain  consolidated  ai-eas, 
having  a rarefied  “honey-combed”  or  punched- 
out  center. 

Perhaps  it  would  be  interesting  to  mention 
some  experimental  work  which  is  being  con- 
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ducted  at  the  Sanatorium  at  the  present  time. 
We  have  a record  of  four  cases  which  were 
X-rayed  after  death.  The  lungs  were  then 
removed,  inflated  and  stereo-plates  made.  They 
were  injected  with  15  per  cent  sodium  iodide 
solution  and  X-rayed  again;  then  the  lungs 
were  carefully  dissected,  and  the  autopsy  find- 
ings confirmed  each  cavity  that  had  been  diag- 
nosed by  X-ray,  with  one  exception,  and  this 
had  been  called  a “localized  area  of  pneumo- 
thorax" on  X-ray,  but  proved  to  be  a very  large 
cavity  on  dissection.  The  location  was  not  con- 
sidered in  this  tabulation,  but  xve  believe  the 
greatest  number  of  cavities  are  found  in  the 
upper  lobes,  with  the  right  predominating. 

Conclusions 

1.  The  right  lung  is  anatomically  different 
from  the  left  as  to  the  normal  physical  signs 
it  may  produce. 

2.  62.5  per  cent  of  the  cases  reported  were 
females  and  only  37.5  per  cent  males. 

3.  From  the  class  of  cases  admitted  to  this 
Sanatorium,  clinical  tuberculosis  is  more  prev- 
alent between  the  age  of  20  to  30,  37.4  per 
cent  being  in  this  age.  There  is  a steady  de- 
cline after  this. 

4.  The  right  lung  was  more  extensively  in- 
volved and  apparently  showed  the  oldest  le- 
sion in  60.2  per  cent  of  the  cases;  left  in  39.8 
per  cent. 

5.  Only  50  per  cent  of  the  cavities  found  on 
physical  examination  as  shown  by  X-ray. 

6.  More  cavities  were  found  on  the  right 
side,  but  more  indications  for  pneumothorax 
on  the  left. 

THE  TREATMENT  OF  ABNORMAL  OB- 
STETRICS AT  THE  LYING-IN  HOS- 
PITAL OF  NEW  YORK  CITY.* 

By  HARRY  SUTELAN,  M.  D„  Norfolk,  Va. 

At  the  Lying-In  Hospital  of  New  York  City 
the  parturient  women  are  examined  around  the 
seventh  month  of  gestation.  At  that  time  a 
complete  physical  examination  is  done  and 
pelvic  measurements  are  taken.  The  pelvic 
measurements  include  the  usual  external  meas- 
urements, the  interspinous,  intercrestal,  antero- 
posterior, and  the  two  Beaudelocques,  and  the 
internal,  which  includes  the  height  of  the 
promontory,  the  diagonal  conjugate  and  the 
transverse  diameter  of  the  outlet  or  the  dis- 
tance between  the  ischial  tuberosities.  This 

•Read  before  the  Norfolk  County  Medical  Society,  at  Norfolk, 
Va 


diameter  is  not  exactly  measured  but  it  is  taken 
as  normal  if  the  average  fist  is  insertable  be- 
tween the  ischial  tuberosities.  Simultaneously, 
a complete  history  including  previous  labors 
and  a history  of  rickets  is  taken.  If  the  ex- 
amination reveals  some  abnormality,  the  chart 
of  that  woman  is  marked  with  a red  pencil 
stating  the  type  of  abnormality,  whether  at 
the  inlet  or  at  the  outlet.  A pelvis  with  a 
conjugate  vera  below  9 c.  m.  is  marked  as  con- 
tracted. 

After  this  preliminary  examination  the  preg- 
nant woman  is  told  to  report  every  two  weeks 
with  a specimen  of  urine.  At  these  times  the 
blood  pressure  is  taken,  the  height  of  the  fun- 
dus measured,  the  fetal  heart  counted  and  the 
presentation  and  position  of  the  fetus  is  noted, 
also  whether  engaged  or  non-engaged. 

The  woman  is  thus  cared  for  until  she  goes 
into  labor.  At  that  time  she  is  allowed  to  stay 
in  labor  for  some  time.  Those  cases  whose 
charts  are  marked  with  a red  pencil  are  not  ex- 
amined vaginally,  but  all  the  examinations  are 
abdominal  and  rectal.  Of  course  those  women 
whose  pelves  are  normal  are  examined  vagin- 
ally every  two  hours  and  the  fetal  heart 
counted  each  time.  The  length  of  time  when 
women  with  contracted  pelves  are  allowed  to 
stay  in  labor  before  interference  is  instituted 
will  depend  upon  the  degree  of  contraction  and 
whether  she  is  a primi-  or  multipara. 

If  there  is  a history  of  previous  fairly  easy 
labors  she  is  allowed  as  much  as  twenty-four 
hours  before  interference  is  instituted.  This 
can  be  easily  done  with  the  aid  of  rectal  anaes- 
thesia which  allays  their  suffering  very  much. 
The  treatment  to  be  instituted  will  vary  ac- 
cording as  to  whether  engagement  has  taken 
place  or  not. 

By  engagement  is  meant  the  passage  of  the 
greatest  circumference  of  the  fetal  head 
through  the  pelvic  inlet.  In  occiput  presenta- 
tions it  is  a question  of  two  diameters  of  the 
fetal  head  passing  through  the  two  planes  of 
the  pelvis.  Dr.  Williams  maintains  that  the 
fetal  head  engages  with  the  sagittal  suture  in 
the  right  or  oblique  diameters  of  the  superior 
strait.  On  the  other  hand,  DeLee  maintains 
that  during  engagement  the  sagittal  suture  lies 
in  the  transverse  diameter  of  the  superior 
strait.  In  either  case  the  biparietal  diameter 
must  pass  through  the  antero-posterior  diame- 
ter of  the  superior  strait. 

There  are  three  methods  for  determination 
of  engagement : 
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1.  By  abdominal  palpation.  The  lingers  of 
both  hands  of  the  palpator  pass  along  the  ab- 
domen and  by  gentle  manipulation  the  two 
poles  of  the  fetal  head  are  located.  The  fingers 
are  passed  downwards  along  these  poles  until 
the  upper  border  of  the  symphysis  pubis  is 
reached.  If  the  fingers  of  the  two  hands  con- 
verge on  reaching  the  symphysis  pubis,  then 
the  antero-posterior  diameter  of  the  fetal  head 
has  not  yet  passed  through ; if  they  diverge  as 
they  approach  the  symphysis,  then  engagement 
has  taken  place. 

The  second  method  is  by  inserting  the  fing- 
ers of  one  hand  into  the  vagina  and  locating 
one  of  the  inferior  posterior  ischial  spines. 
With  one  finger  on  the  spine,  the  other  finger  is 
spread  out  to  the  place  where  the  vertex  of 
the  head  should  be.  If  it  touches  the  vertex 
of  the  fetal  head,  then  the  latter  is  on  a level 
with  the  spines  and  the  head  is  engaged. 

The  third  method  is  available  to  use  only 
after  the  cervix  is  fully  dilated.  The  fingers 
of  one  hand  are  passed  along  the  anterior 
parietal  bone  and  if  on  passing  up  they  ascend 
and  then  descend  slightly  or  approach  the 
mid-line,  then  the  parietal  bosses  are  already 
past  the  superior  strait,  but  if  the  fingers  do 
not  approach  the  mid-line  on  passing  up  along 
the  parietal  bones,  then  engagement  has  not 
taken  place.  It  should  be  noted  that  not  all 
of  these  manoeuvres  can  be  carried  out  on  every 
patient.  Continuous  labor  pains  with  con- 
comitant rigidity  of  the  lower  abdominal  wall 
may  make  uncertain  the  abdominal  method.  A 
hard  and  tense  caput  suceedaneum  may  be  mis- 
taken for  the  bony  vertex.  But  usually  one 
of  these  methods  ought  to  be  available  for  the 
determination  of  engagement. 

In  primiparae,  failure  of  engagement  at  the 
onset  of  labor  should  always  suggest  some  ab- 
normality. But  in  multiparae,  engagement  very 
frequently  does  not  occur  until  the  end  of  the 
second  stage.  Failure  of  engagement  in  multi- 
parae may  be  due  to  several  causes.  A relaxed 
pendulous  abdomen  with  atrophied  abdominal 
muscles  may  delay  engagement,  by  misdirect- 
ing the  force  of  the  uterine  contractions.  In 
such  a case  a tight  abdominal  binder  will  serve 
to  straighten  out  the  child  and  to  give  support 
to  the  rising  uterus  during  pains. 

Very  frequently  engagement  may  be  helped 
by  raising  the  patient’s  knees  on  her  abdomen 
and  pushing  back  on  them  during  a pain.  This 
serves  to  decrease  the  anterio-posterior  diame- 


ter of  the  outlet  and  to  simultaneously  increase 
the  anterio-posterior  diameter  of  the  inlet  and 
one  such  pain  may  be  sufficient  to  bring  about 
engagement.  It  should  be  noted  that  immedi- 
ately after  you  have  secured  engagement,  then 
the  woman  should  be  placed  with  her  legs  in 
a horizontal  position  because  with  her  knees 
raised  the  pelvic  outlet  is  contracted  and  labor 
is  impeded. 

Failure  of  engagement  may  also  be  due  to 
a faulty  position.  It  is  known  that  right  occi- 
put positions  are  much  more  frequent  than  it 
is  assumed  and  the}*-  usually  are  posterior  posi- 
tions. A correction  of  this  position  may  also 
help  engagement. 

In  a multipara  with  the  cervix  fully  dilated, 
membranes  unruptured  and  head  not  engaged, 
the  membranes  should  be  ruptured  and  this 
helps  engagement  in  a good  many  cases. 

If  the  pelvis  is  not  contracted  or  only  slightly 
so  and  after  a reasonable  amount  of  time,  in- 
terference is  necessary,  especially  so  if  the  con- 
dition of  the  mother  and  child  begin  to  cause 
anxiety  to  the  physician  in  charge.  In  such 
cases  version  is  the  most  useful  procedure  to 
be  adopted.  Forceps  on  the  floating  head  are 
brutal  and  are  fraught  with  more  danger  than 
a version.  On  the  other  hand,  I have  not  seen 
a ruptured  uterus  following  a version. 

The  type  of  podalic  version  used  is  a modi- 
fied Potter  type. 

The  patient,  having  been  completely  anaes- 
thetized, is  placed  in  the  lithotomy  position. 
The  bladder  is  catheterized.  followed  by  in- 
jection of  one  dram  5 per  cent  argyrol.  Anointed 
with  tincture  of  green  soap  the  hand  of  the 
operator  irons  out  the  perineum.  The  cervix 
is  next  attended  to;  if  not  completely  dilated, 
it  is  slowly  dilated  bv  the  Harris  method  until 
the  fist  can  pass  through  it.  Depending  upon 
whether  you  have  a right  or  a left  position 
the  right  or  the  left  hand  of  the  operator  is 
inserted  into  the  uterus.  If  the  membranes  are 
still  intact  the  hand  of  the  operator  is  carried 
up  between  the  membranes  and  the  uterine 
walls  until  the  feet  of  the  fetus  can  be  pal- 
pated through  the  membranes.  At  this  point 
the  membranes  are  ruptured.  The  feet  of  the 
fetus  can  be  differentiated  from  the  hands  by 
the  presence  of  heels  on  the  former. 

In  passing  up  the  uterus  the  operator  must 
be  careful  of  the  presence  of  the  Bandl’s  con- 
traction ring.  This  must  be  carefully  stretched 
until  it  is  sure  that  it  will  not  be  an  impedi- 
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ment  to  delivery,  for  it  is  at  this  point  that 
rupture  occurs  when  it  does  occur. 

Having  reached  the  feet  of  the  fetus,  the 
membranes  are  ruptured  at  this  point.  If  pos- 
sible both  feet  should  be  grabbed  and  slowly 
pulled  down.  If  only  one  foot  is  found,  it 
should  be  brought  down  into  the  vagina  and 
steadied  with  the  other  hand ; after  this  the 
other  foot  is  searched  for  and  found  and 
brought  down  to  the  position  of  the  former. 
With  both  feet  in  the  grasp  of  the  operator’s 
hand  gentle  tension  is  made  on  them  until  they 
reach  the  vulva.  At  this  time  version  is  com- 
plete. Both  feet  are  now  grabbed  Avith  both 
bands  and  traction  is  made  downwards.  In 
pulling  down  on  the  feet  they  should  be  held 
with  the  toes  pointing  anteriorly,  as  if  intend- 
ing for  the  child  to  be  extracted  with  its  back 
posteriorly.  When  the  knees  of  the  fetus  have 
reached  the  perineum  further  traction  is  sus- 
pended for  five  or  ten  minutes.  The  purpose 
of  this  respite  in  pulling  on  the  child  is  this: 
— when  the  knees  have  reached  the  vulva  the 
buttocks  of  the  child  is  in  the  hollow  of  the 
mother’s  sacrum.  By  leaving  the  fetus  alomj 
at  this  stage  we  allow  the  arms  of  the  child 
to  drop  down  to  their  normal  position,  to  that 
of  flexion  upon  the  chest  of  the  fetus  instead 
of  becoming  extended  over  the  head  as  some- 
times happens. 

The  fetus  is  now  with  its  back  posteriorly. 
By  pulling  down  on  the  legs  of  the  child  and 
at  the  same  time  pulling  one  leg  over  the  other 
in  a counter-clock  wise  manner  the  fetus  is 
rotated  until  its  back  is  anterior.  Traction 
downward  is  maintained  until  the  axillae  are 
reached.  With  index  finger  in  the  axilla  of 
the  anterior  shoulder  pushing  the  scapula  out- 
wards the  anterior  shoulder  is  delivered.  Care 
must  be  taken  not  to  push  the  finger  too  far 
up  into  the  axilla  as  in  this  way  injury  to  the 
brachial  plexus  may  occur.  Likewise,  too  much 
tension  must  not  be  put  on  the  arm  as  the 
humerus  may  be  broken.  In  delivering  the 
arm  the  index  finger  should  pull  down  through 
the  bend  of  the  elbow.  After  delivery  of  the 
anterior  shoulder,  the  right  hand  is  put  on 
the  back  of  the  fetus,  the  neck  of  the  child 
resting  between  the  index  and  middle  fingers 
of  the  operator’s  hand  and  the  thumb  on  the 
side  of  the  child.  In  this  way  the  body  of 
the  child  is  rotated  clockwise,  the  posterior 
shoulder  made  anterior  and  then  delivered  as 
before. 


Occasionally  it  happens  that  the  arms  of 
the  child  become  extended  and  are  caught  be- 
tween the  occiput  of  the  fetus  and  pubis.  This 
is  what  is  known  as  nuchal  hitch  and  may  be 
right  or  left.  To  disengage  the  right  or  left 
arm  we  aim  to  bring  the  arm  in  such  a posi- 
tion that  instead  of  being  caught  between  the 
pubis  and  the  occiput  we  rotate  the  body  of 
the  baby  so  that  the  arm  will  find  itself  between 
the  pubis  and  the  face  of  the  child.  For  in- 
stance. if  the  right  arm  of  the  child  is  caught 
and  cannot  be  delievered,  the  body  of  the  child 
is  rotated  to  the  mother’s  right  side.  In  this 
way  the  face  of  the  fetus  will  be  brought  more 
anteriorly  and  the  arm  delivered.  Having  de- 
livered  both  shoulders,  the  vertex  of  the  fetus 
will  be  found  just  above  the  symphysis  pubis. 
The  operator  makes  gradual  downward  trac- 
tion. An  assistant  may  push  down  above  the 
symphsis  pubis  upon  the  foetal  head  in  order 
to  promote  flexion  of  the  head  upon  the  body. 
Traction  is  still  made  downwards  until  the 
head  rests  on  the  perineum. 

Now  the  Maricean  manoeuvre  is  employed. 
The  legs  of  the  child  are  made  to  straddle  the 
operator’s  arm  and  chest  of  the  fetus  rests  on 
the  palm  of  his  hand.  The  index  finger  of 
the  operator’s  hand  is  inserted  into  the  child's 
mouth,  making  it  touch  the  roof  but  not  the 
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floor  of  the  mouth. 

The  arm  of  the  operator  is  now  raised  so 
that  the  child’s  body  is  perpendicular  to  the 
abdomen  of  the  mother.  The  fingers  of  the 
other  hand  of  the  operator,  by  gentle  stroking 
of  the  child’s  neck  downwards  forces  any  se- 
cretion from  the  throat  of  the  child.  Usually 
the  child  will  take  one  or  two  breaths  before 
the  head  is  out.  The  fetal  head  is  gradually 
eased  out  of  the  perineum,  sufficient  time  being 
taken  to  stretch  the  perineum  to  prevent,  if 
possible,  a perineal  tear.  A word  of  caution 
in  elevating  the  body  of  the  fetus  towards  the 
abdomen  of  the  mother. — one  must  make  sure 
that  the  head  is  absolutely  on  the  perineum, 
otherwise  the  body  of  the  child  will  be  bent 
backward  and  if  the.  head  is  not  yet  out  of  the 
bony  pelvis  its  neck  may  be  broken.  Dr.  Pot- 
ter believes  that  more  than  the  traditional 
eight  minutes  may  elapse  from  the  time  of  the 
birth  of  the  umbilicus  to  the  delivery  of  the 
head  without  endangering  the  life  of  the  child. 
After  the  baby  is  born  the  placenta  is  delivered 
in  the  usual  manner. 

In  a primipara.  failure  of  engagement  at 
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the  onset  of  labor  denotes  some  abnormality. 
The  size  of  the  pelvis  should  be  studied  again 
and  the  position  and  presentation  of  the  fetus 
determined.  If  there  is  any  question  at  all 
about  the  capacity  of  the  maternal  pelvis. 
Caesarean  section  is  much  safer  for  the  mother 
and  child  provided  the  early  part  of  the  labor 
lias  been  managed  correctly  and  such  a patient 
has  been  treated  as  a potential  Caesarean.  Due 
to  this  attitude  of  the  hospital  staff  to  the  pos- 
sibility of  section,  there  was  not  a single  case 
of  the  Porro-Caesarean  section,  that  is  with 
hysterectomy,  in  the  Lying-In  Hospital  during 
my  term  there,  although  Caesarean  sections 
were  performed  there  every  day. 

In  ordinary  clean  cases  the  classical  Caesa- 
rean section  is  performed.  I will  not  go  into 
a discussion  of  the  technique  of  the  operation ; 
this  is  fully  discussed  in  text-books,  except 
that  Dr.  Davis,  the  chief  surgeon,  makes  his 
abdominal  incision  above  and  down  to  the 
umbilicus,  and  incises  the  uterus  nearer  the 
fundus  than  the  text-books  tell  us.  His  conten- 
tion is  that  after  delivery,  when  the  uterus 
contracts  there  is  then  no  danger  of  the  scar 
of  the  uterus  adhering  to  the  scar  of  the  ab- 
domen. However,  even  if  this  be  of  consid- 
erable importance,  it  is  obviated  by  some  opera- 
tors at  that  hospital  by  covering  the  uterine 
scar  with  buried  Lembert  sutures.  The  classi- 
cal Caesarean  section  is  carried  out  just  as 
described  in  text-books,  except  that  the  pla- 
centa is  removed  manually  in  every  case. 

If  the  patient  has  been  examined  on  the  out- 
side a little  more  than  they  would  like,  then 
the  low  double  flap  Caesarean  section  is  used. 
This  differs  somewhat  from  the  classical  Caesa- 
rean. After  opening  the  abdomen  through  a 
low  mid-line  incision,  the  peritoneum  is  in- 
cised on  the  lower  portion  of  the  uterus  just 
above  its  reflection  on  the  bladder  all  the  way 
across — from  one  broad  ligament  to  the  other 
— with  blunt  dissection.  It  is  separated  off 
from  the  body  of  the  uterus  for  about  10 
c.m.,  high  enough  to  make  longitudinal  in- 
cision into  the  uterine  musculature — long 
enough  to  deliver  the  child.  The  sewing  of 
the  muscle  is  done  as  before.  When  this  is 
finished,  the  upper  flap  of  the  peritoneum  is 
brought  down  over  the  uterine  wound  and 
tacked  down  with  several  interrupted  sutures. 
After  this,  the  lower  fold  of  the  peritoneum 
is  brought  up  over  the  upper  one  and  tacked 
over  it  with  several  interrupted  sutures.  When 


this  is  done,  the  uterine  scar  is  entirely  hidden 
and  covered  by  peritoneum,  and  the  peritoneal 
folds  are  not  contaminated  as  they  are  sepa- 
rated off  before  the  uterine  musculature  is  in- 
cised. This  operation  is  a little  more  difficult 
than  the  ordinary  Caesarean,  but  is  compen- 
sated for  by  the  greater  safety  of  the  patient 
as  far  as  infection  is  concerned. 

In  frankly  infected  cases,  the  extraperitoneal 
Caesarean  section  is  done.  When  the  patient 
is  ready  for  operation,  a catheter  is  passed 
into  the  bladder  and  the  bladder  filled  with 
saline.  The  catheter  is  clamped.  A low  ab- 
dominal incision  is  made  to  the  left  of  the 
mid-line  down  to  but  not  through  the  perito- 
neum. The  distended  bladder  is  found  and 
the  space  between  it  and  the  uterus  is  made 
out  by  blunt  dissection.  The  peritoneal  re- 
flection from  the  bladder  onto  the  uterus  is 
freed  enough  to  make  a long  enough  incision ; 
the  clamp  on  the  catheter  is  removed,  the  saline 
is  allowed  to  run  out  and  the  bladder  collapses 
and  is  retracted  to  the  side  with  a retractor. 
The  uterus  is  incised  and  the  child  is  delivered 
and  the  rent  in  the  uterus  closed  in  the  usual 
manner.  The  necessity  for  the  extra-peritoneal 
type  of  Caesarean  section  is  rare  in  the  Lying- 
In  Hospital. 

When  the  uterus  has  been  closed,  it  is 
squeezed  in  order  to  force  out  all  clots  through 
the  cervix,  as  the  presence  of  clots  in  the  in- 
terior of  the  uterus  will  prevent  its  efficient 
contractions  and  will  predispose  to  bleeding. 
Pitui trin  is  not  used,  either  into  the  uterus  or 
subcutaneously,  as  there  is  no  occasion  for  it 
and  post-operative  uterine  bleeding  is  rare. 
The  abdominal  wound  is  closed  and  a tight 
abdominal  binder  is  applied.  The  post-opera- 
tive convalescence  is  usually  normal  and  the 
treatment  does  not  differ  from  any  other  non- 
complicated  laparotomy. 

With  the  head  engaged,  a different  situation 
presents  itself.  Dystocia  here  may  be  due  to 
a contracted  outlet,  malposition,  or  to  inefficient 
pains.  A frequent  cause  of  lack  of  descent  of 
the  engaged  head  is  an  edematous  anterior  lip 
of  the  cervix.  It  should  be  noted  that  syncli- 
tism  or  the  passage  of  the  bony  head  against 
the  bones  of  the  pelvis  is  much  more  extensive 
posteriorly  than  anteriorly.  The  head  sliding 
down  along  the  sacrum  has  about  2p>  times 
the  distance  to  travel  than  that  part  of  the 
head  in  contact  with  the  pubis.  Here  the  com- 
parative lack  of  movement  of  the  head  over 
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the  pubis  favors  the  accumulation  of  fluid  in 
the  anterior  lip  of  the  cervix.  This  may  be- 
come so  thick  as  to  prevent  the  passage  of 
the  head  downwards.  In  such  cases  the  an- 
terior lip  of  the  cervix  should  be  pushed  back 
over  the  head.  I personally  have  had  a case 
on  the  outdoor  service  where  the  anterior  lip 
of  the  cervix  was  so  thick  that  it  could  not  be 
pushed  over  the  head.  With,  the  orange  stick 
that  we  use  to  clean  our  fingers  nails,  after 
sterilization,  I made  several  punctures  in  the 
anterior  lip  of  the  cervix.  The  edema  then 
subsided  enough  to  allow  the  head  to  travel 
downward. 

After  the  head  is  engaged  and  no  progress 
is  made  for  two  hours,  something  has  to  be 
done,  as  the  pressure  on  the  fetal  head  may 
prove  dangerous  to  the  safety  of  the  child,  and 
also  there  is  too  much  chance  for  infection. 
Usually  forceps  are  applied.  In  posterior  posi- 
tions the  double  Scanzoni  application  is  usual- 
ly done  but  only  after  one  has  tried  to  rotate 
the  head  manually  to  an  anterior  position  and 
failed. 

A not  uncommon  source  of  worry  to  the  ob- 
stetrician is  post-partum  hemorrhage.  Espec- 
ially in  the  operative  cases  it  is  likely  to  occur. 
Of  course  the  placenta  and  membranes  should 
be  thoroughly  inspected  and.  if  a piece  is  left 
in.  one  should  20  after  it.  The  torn  cervix 
should  be  repaired.  If  neither  of  these  ac- 
counts for  the  hemorrhage  and  the  uterus  fails 
to  contract  satisfactorily,  a c.c.  of  pituitrin 
should  be  administered  and  the  uterus  kneaded 
continuously  until  the  hemorrhage  stops.  If 
this  is  unsuccessful,  preparations  are  made  to 
pack  the  uterus  and  this  should  not  be  delayed 
too  long,  for  too  long  a delay  may  prove  fatal 
to  the  patient. 

One  hand  is  introduced  into  the  uterus,  while 
the  other  hand  grabs  the  fundus  through  the 
abdominal  wall.  An  assistant  holds  a tube  of 
iodoform  gauze.  One  hand  grabs  the  end  of 
the  packing  and  carries  it  into  the  uterus  and 
packs  it.  The  packing  is  done  very  tightly. 
Loose  packing  is  worse  than  no  packing  at  all. 
There  is  no  danger  of  rupturing  the  uterus, 
as  pressure  is  then  made  against  the  titerine 
wall  supported  by  the  hand  on  the  abdomen. 
Many  yards  of  gauze  are  usually  required  to 
till  the  uterus.  When  one  tube  of  gauze  is  ex- 
hausted. the  end  is  tied  to  another  strip  of 
packing  and  the  packing  continued.  This 
usually  stops  the  uterine  hemorrhage.  Twenty- 


four  hours  later,  after  the  administration  of  a 
c.c.  of  pituitrin,  some  of  the  gauze  is  removed 
and,  if  no  bleeding  follows,  all  the  packing 
may  be  removed.  But  one  must  always  be 
ready  to  re-pack  the  uterus  after  removing  the 
packing  should  bleeding  recur. 

Asphyxia  Neonatorum. 

Usually  after  anaesthetizing  the  mother  for 
some  time  the  baby  does  not  begin  to  breathe 
right  at  once.  The  steps  followed  at  the 
Lying-In  Hospital  to  bring  about  breathing 
in  the  newborn  infant  are  as  follows: 

As  soon  as  the  cord  is  cut  the  baby  is  grab- 
bed by  its  feet  with  its  head  down.  The  thumb 
rubs  down  its  neck  in  order  to  express  out  the 
mucus  from  its  throat.  If  much  mucus  is 
seen  to  come  from  its  mouth  and  nostrils  the 
mouth  and  nose  are  cleaned  with  a piece  of 
gauze.  The  baby  is  held  with  its  head  down 
for  from  10  to  15  minutes  while  friction  is 
made  by  rubbing  its  front  and  back  with  a 
piece  of  gauze.  Once  in  a while  it  is  slapped 
on  its  buttocks.  If  this  fails  to  bring  about 
respiration,  a little  ether  may  be  poured  on 
its  body  while  the  operator  blows  on  the  ether. 
The  purpose  of  this  is  to  bring  about  more 
rapid  evaporation  and  increase  the  cooling 
effect.  If  respiration  is  still  in  abeyance,  two 
pans  of  cold  and  warm  water  should  be  ready 
and  the  child  immersed  alternately  in  the  cold 
and  warm  water.  In  changing  from  cold  to 
warm  water,  it  must  be  kept  very  little  time 
in  the  cold  and  about  three  times  as  long  in 
the  warm  water.  The  purpose  is  only  to  get 
the  effect  of  the  sudden  change  in  external 
temperature  but  to  keep  it  mostly  in  the  warm 
water  to  preserve  its  body  temperature. 

While  immersed  in  the  warm  water  with  its 
head  above  the  water  lever,  alternate  compres- 
sion and  relaxation  of  the  chest  wall  should 
be  done  by  the  obstetrician.  If,  after,  a rea- 
sonable length  of  time,  the  child  still  fails  to 
breathe,  it  should  be  laid  on  the  table,  a cathe- 
ter inserted  into  its  trachea,  and  an  attempt 
made  to  suck  any  secretion  that  may  be  pres- 
ent in  the  lungs.  After  this  a piece  of  gauze 
should  be  laid  over  its  mouth  and  nose,  and 
one  should  force  in  breaths  of  air  into  the 
baby’s  lungs  about  IS  per  minute.  This  should 
be  kept  up  until  either  the  baby  begins  to 
breathe  normally  or  the  heart  ceases  to  beat. 
The  child  should  not  be  given  up  for  dead 
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until  at  least  one-half  hour  has  been  spent  on 
it. 

Alpha-lobelin,  recently  advocated  as  respira- 
tory stimulant  in  asphyxiated  children,  has 
been  tried  in  the  Lying-In  Hospital,  but  no 
startling  results  were  obtained  from  it. 

Clinical  Reports 

A MATERNITY  CASE  WITH  UNUSUAL 
FEATURES.*  * 

By  E.  PENDLETON  TOMPKINS,  M.  D„  Lexington,  Va. 

On  September  9th,  1927,  I attended  Mrs. 

0 , 22  years  old,  white,  primipara,  the  wife 

of  a farm  laborer.  The  young  couple  live  with 
her  parents,  in  a small  log  cabin,  some  six  miles 
from  my  office,  which  is  reached  by  a very 
rough  road  leading  across  a deep  ford  in  a 
large  creek. 

The  progress  of  the  case  was  uneventful  up 
to  a certain  point,  except  that  it  was  unusually 
slow,  in  spite  of  two  half  c.c.  doses  of  pitu- 
itrin.  I had  diagnosed  twin  pregnancy  by  ex- 
ternal palpation.  The  first  child,  a girl,  was 
born  at  2 :50  P.  M.  After  attending  the  child’s 
eves  and  dressing  the  cord  I took  a seat  on 
the  porch  to  smoke.  From  time  to  time  I re- 
turned to  the  bedside;  the  patient  resting  in 
apparent  comfort,  and  dozing  a little.  An  hour 
or  more  had  passed,  I had  just  left  the  bedside, 
the  patient  answering  questions  I put  to  her, 
and  seeming  entirely  normal,  with  no  further 
contractions  of  the  uterus  as  yet;  suddenly 
came  a wild  outcry  from  her  mother  and  her 
husband  sitting  in  the  room  with  her.  I rushed 
in  to  find  the  patient  in  hoi'rible  convulsions. 
The  young  husband,  shrieking  “she  is  dying, 
she  is  dying”,  fled  from  the  room  and  from 
the  house,  and  I saw  him  no  more  for  hours. 
The  mother  was  almost  as  bad,  she  refused 
to  come  back  into  the  room,  or  to  help  me,  but 
with  her  apron  over  her  face  sobbed  and 
lamented.  The  only  help  at  hand  was  an  old 
lady,  a neighbor  who  had  come  in.  I poured 
ether  on  the  cone,  and  handed  it  to  her,  and 
quickly  loaded  a hypodermic  syringe  with 
morphine,  and  injected  it  in  the  arm.  I asked 
the  old  lady  if  she  had  ever  assisted  in  a for- 
ceps delivery.  She  said  she  had  never  been 
present  at  one,  but  she  was  willing,  and  would 
do  her  best.  The  family  had  let  the  fire  go  out, 
and  I hastened  to  the  kitchen,  where  I had 

*Read  at  the  October,  1927,  meeting  of  the  Rockbridge  County 
Medical  Society. 
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to  rekindle  the  fire,  and  put  instruments  on 
to  boil,  after  which  I made  other  necessary 
preparations,  as  to  solutions,  etc.  In  the  mean- 
time the  heavy  rains  had  swollen  the  creek  so 
it  was  impassable,  and  help  could  not  come 
even  had  there  been  time  to  send  to  the  nearest 
phone,  a mile  or  more  away.  I anesthetized 
the  patient  rather  deeply,  placed  her  across  the 
bed,  with  sheet  rolled  corner-wise  to  serve  as 
leg-holder,  and  with  the  old  lady  lending  a 
hand  as  she  could,  I delivered  the  second  twin, 
also  a girl,  as  rapidly  as  possible.  This  child 
was  born  at  5 :50  P.  M.  It  was  quite  blue  and 
showed  no  effort  at  respiration,  so  I had  to 
occupy  myself  with  the  usual  methods  of  resus- 
citation. In  ten  minutes  or  so  the  baby  was 
crying  fairly  well,  I had  just  wrapped  it  up 
and  laid  it  aside,  and  when  I turned  to  the 
mother  I was  confronted  by  the  most  copious 
hemorrhage  I ever  had  to  deal  with.  It  seemed 
to  me  that  a gallon  of  blood  was  lost,  though 
I presume  the  amount  was  probably  not  half 
that  amount.  I compressed  the  uterus  and 
held  it  firmly  until  separation  of  the  placenta 
xvas  completed,  kneading  the  womb  to  hasten 
the  process.  The  placenta  was  single  but  very 
large,  with  of  course  two  cords.  Then  I found 
a rather  extensive  laceration,  requiring  a num- 
ber of  catgut  sutures.  This  having  been  done, 
and  the  patient  cleaned  up,  she  was  quite  ready 
to  rest,  and  I assure  you  I was  also  glad  to 
rest.  For  more  than  two  hours  I had  bent 
over  that  low  bed,  in  a room  whose  width 
barely  accommodated  the  length  of  the  bed, 
with  only  the  light  from  a tiny  window,  with 
no  table  but  the  end  of  the  sewing  machine 
to  place  anything  upon,  my  pans  of  solutions 
in  chairs,  and  my  instrument  roll  on  the  floor, 
and  worst  of  all  with  myriads  of  flies  swarm- 
ing everywhere,  so  that  towels  must  be  spread 
over  all  I used. 

However,  in  spite  of  all  obstacles  the  pa- 
tient has  made  a good  recovery.  Of  course 
the  profuse  bleeding  was  beneficial  to  the 
eclampsia,  but  she  was  left  in  a condition  of 
relative  exsanguination,  not  conducive  to 
nourishing  even  one  baby,  not  to  mention  two. 

I was  convinced  by  this  experience  that  it 
is  possible,  when  one  is  confronted  with  dire 
necessity,  to  get  along  after  some  fashion  with 
very  little  help,  and  can  save  not  only  the 
mother,  not  only  even  the  mother  and  one 
baby,  but  the  mother  and  both  babies. 

Post  ScRirTUM.  The  mother  and  babies  were 
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A’isited  five  weeks  later,  and  found  to  be  doing 
well;  the  babies  are  growing  at  very  satis- 
factory rate,  without  artificial  feeding,  and 
the  mother’s  color  is  nearly  normal. 

OBSTRUCTIVE  ATELECTASIS— CASE 
REPORT. 

By  E.  G.  GILL,  M.  I).,  Roanoke,  Va. 

Gill  Memorial  Eye  Ear  and  Throat  Hospital,  Department  of 
Bronchoscopy. 

Patient,  age  thirteen  months,  was  referred 
to  us  June  4,  1927,  by  Dr.  F.  L.  Banks.  The 
parents  gave  the  following  history : 

Two  days  previous  to  admission,  child  as- 
pirated a pento  bean.  This  was  immediately 
accompanied  by  severe  coughing  and  strang- 
ling. The  child  has  had  similar  coughing 
spells  at  intervals  since  aspirating  the  bean. 
The  child  becomes  very  blue  during  the  at- 
tacks of  coughing  and  strangling. 


Fig.  1. — Non-radiopaque  foreign  body,  pento  bean  in  right  main 
bronchus,  causing  complete  obstruction  with  atelectasis  and 
drowned  lung.  Present  two  days.  Note  (a)  displacement 
of  heart  and  mediastinum  to  right  or  invaded  side,  .(b)  de- 
pression of  left  diaphragm,  (c)  transparency  of  un-invaded 
side. 


lymphocytes,  large  2 per  cent;  small,  47  per 
cent. 

X-ray  examination  of  the  chest  showed 
cloudiness  of  the  entire  right  lung.  The  heart 
shadow  was  obscured,  as  the  heart  and 
mediastinal  structures  were  displaced  to  the 
right  side.  This  presented  a typical  picture  of 
obstructive  atelectasis. 

The  child’s  condition  was  critical,  and  we 
realized  that  something  had  to  be  done  ini- 
mediately7.  The  child  was  taken  to  the  operat- 
ing room  an  hour  after  admission  and  the 
bronchoscope  was  introduced.  The  trachea  and 
bronchus  were  filled  with  purulent  secretions. 
After  the  secretions  were  removed  by  suction, 
the  bean  was  seen  in  the  right  main  bronchus. 
It  was  impacted  and  there  was  considerable 
swelling  of  the  mucous  membranes  around  the 
bean.  A portion  of  the  bean  was  removed,  but 
due  to  the  child’s  critical  condition,  we  did  not 
feel  that  it  was  advisable  to  prolong  the  opera- 
tion. The  secretions  were  profuse  and  the 
child  was  so  exhausted  we  felt  that  a tracheot- 
omy should  be  done  so  that  the  secretions 


Temperature  on  admission  was  105  F,  respi- 
ration 100,  pulse  160.  Physical  examination 
showed  complete  dullness  and  absence  of  breath 
sounds  over  entire  right  chest.  On  inspection 
a compensatory  emphysema  of  the  left  side 
was  easily  observed. 

Examination  of  the  nose  and  throat  was 
negative.  Blood  count — W.  B.  C.  111,000 ; 
haemoglobin  65  per  cent ; polys.  50  per  cent ; 


Fig.  2. — Radiograph  four  days  following  bronchoscopic  removal 
of  one-half  of  the  bean.  The  right  main  bronchus  was 
uncorked,  thereby  restoring  ventilation  and  drainage.  Note 
(a)  normal  position  of  heart,  mediastinum  and  drinphragm 
normal,  (b)  Transparency  of  right  and  left  lungs. 

could  be  aspirated  through  the  tracheotomy 
tube.  The  operation  was  done  while  the 
bronchoscope  was  in  the  bronchus.  The  child 
was  taken  bade  to  the  room  and  the  secretions 
were  aspirated  through  the  tracheotomy  tube, 
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approximately  every  fifteen  minutes,  day  and 
night,  for  four  days.  During  this  time  the 
temperature  ranged  around  104,  respirations 
50  to  75. 

X-ray  picture  number  two  showed  the 
change  that  had  taken  place  in  the  right  lung 
since  the  first  bronchoscopy  was  performed. 
This  picture  was  taken  four  days  after  admis- 
sion. Our  second  bronchoscopy  was  done  on 
the  seventh  day,  when  we  removed  the  remain- 
ing portion  of  the  bean.  At  this  operation  we 
had  Dr.  F.  D.  Woodward  in  consultation. 

The  child  improved  gradually  from  this 
time  and  was  discharged  from  the  hospital  on 
June  25,  and  has  since  remained  well. 

Comment. 

This  case  is  one  of  an  organic  foreign  body, 
and  it  very  clearly  demonstrates  the  extreme 
toxicity  of  this  type  of  foreign  bodies  in  the 
lungs  of  children.  We  feel  that  this  child’s 
life  was  saved  by  two  measures  which  we  fol- 


Fi^.  3. — Radiograph  ten  days  after  first  bronchoscopy. 
Condition  same  as  in  Fig.  2. 


lowed, — first,  in  not  prolonging  the  first  bron- 
choscopy more  than  ten  minutes;  second,  in 
performing  a tracheotomy.  Had  we  been  suc- 
cessful at  the  first  bronchoscopy  in  removing 
the  entire  bean,  a tracheotomy  would  still  have 
been  indicated  as  the  child,  in  its  weakened 
condition,  would  not  have  been  able  to  expel 
the  profuse  amount  of  secretions. 

This  child  was  kept  alive  for  days  by 


constantly  aspirating  the  secretions  through 
the  tracheotomy  tube.  This  was  done  by  the 
use  of  a very  small  rubber  catheter,  introduced 
through  the  cannula,  and  suction  applied.  The 
secretions  were  thick  and  tenacious  at  times. 
In  order  to  loosen  the  secretions,  normal  saline 
solution  (ten  to  fifteen  drops)  was  introduced 
into  the  trachea  and  bronchus  through  the  tube 
ever}’  three  hours. 

711  South  Jefferson  Street. 


President’s  Page 

Post-Graduate  Medicine — A Need  of  the 
Profession. 

In  the  beginning  of  a New  Year  it  is  cus- 
tomary for  business  corporations  to  take  an 
inventory  and  make  a report  to  its  stock- 
holders. 

A similar  procedure  upon  the  part  of  the 
Medical  Society  of  Virginia,  likewise  a cor- 
poration. may  not  be  inappropriate,  more  par- 
ticularly since  the  adoption  of  the  new  con- 
stitution and  by-laws  has  copied  modern  busi- 
ness methods  to  the  extent  that  its  councilors 
now  function  as  a board  of  directors,  its  com- 
mittees having  been  made  appointive,  and  re- 
sponsibility centralized. 

In  reckoning  assets,  those  most  to  be  de- 
sired in  business  are  material  and  tangible. 
On  the  contrary,  those  of  most  value  in  a 
scientific  organization  are  intangible  and  con- 
sist of  a wide  awake  progressive  membership 
of  high  morale. 

In  a consideration  of  the  activities  of  the 
Society  during  the  past  year,  it  is  a source  of 
gratification  to  note  the  increasing  interest 
manifested  throughout  the  State  in  the  work 
of  the  various  local  organizations  and  its  high 
order  of  such  work.  Likewise,  a review  of 
the  records  of  the  work  of  committees  as  noted 
in  the  minutes  of  the  October  meeting  shows 
that  a number  of  important  matters  have  been 
undertaken,  and  real  progress  made. 

Looking  to  the  additional  lines  of  endeavor 
that  promise  most  for  the  New  Year,  one 
naturally  inquires  as  to  the  greatest  need. 

Is  it  not  the  consensus  of  opinion  that  the 
one  greatest  need  of  the  profession  in  this 
State  at  the  present  moment  is  the  devising 
and  putting  into  practical  operation  a system 
of  post-graduate  work,  and  of  review,  suitable 
to  the  needs  and  wishes  of  the  general  prac- 
titioners, the  family  physicians,  to  whom  the 
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post-graduate  centers  are  not  easily  accessible 
and  whose  needs  for  the  most  part  are  not  met 
by  the  present  system  of  instruction? 

Organized  as  at  present,  with  its  component 
units  touching  all  parts  of  the  State,  what  are 
the  opportunities  and  obligations  of  the  State 
Society  as  relates  directly  to  these,  the  largest 
group  of  practitioners,  in  the  State? 

Within  the  past  one  and  a half  decades,  a 
period  far  shorter  than  the  average  man  in 
the  State  has  been  in  practice,  advances  have 
taken  place  so  rapidly  that  only  those  most 
favorably  situated  could  possibly  keep  them- 
selves well  informed.  I refer  to  the  lessened 
incidence  of  the  class  of  infections  which  have 
well  nigh  disappeared  as  knowledge  of  good 
sanitation  and  hygiene  have  spread;'  the 
change  wrought  by  a growing  knowledge  of 
the  relation  of  focal  infections  to  morbidity, 
and  to  advancing  knowledge  as  relates  to  the 
endocrines,  to  sera  and  vaccines;  and  finallv 
the  greater  incidence  of  diseases  of  nutrition 
and  of  the  circulation.  A revolution  over 
night. 

During  the  time  here  mentioned,  practically 
all  of  the  specialties  have  arranged  for  clinics 
and  didactic  instruction  of  one  sox!  or  an- 
other, while  upon  the  contrary,  until  the  re- 
cent undertaking  of  post-graduate  work  at  the 
University,  the  general  practitioners  of  the 
State  have  been  dependent  solely  upon  what 
could  be  gleaned  from  the  journals  and  the 
papers  read  before  their  local,  and  the  State 
Society. 

Much  has  been  said  of  the  drift  to  the  spec- 
ialties, the  disappearing  family  physician,  and 
the  general  unrest  and  discontent  of  recent 
graduates  in  medicine.  However  this  may  be, 
it  is  inevitable  that  the  vast  majority  of  the 
sick  will  continue  to  be  treated  either  at  home 
or  in  community  hospitals  by  the  family  phy- 
sician. and  that  they  will  profit  or  lose  in  ac- 
cordance with  the  facilities  afforded  him  to 
keep  well  informed,  and  that  sooner  or  later, 
with  proper  opportunity,  he  must  again  come 
into  his  own. 

As  is  well  known,  various  methods  of  post- 
graduate work  have  been  tried  in  different 
states;  some  have  succeeded,  others  have 
failed.  Just  what  suits  one  community  may 
not  suit  another. 

What  is  the  best  solution  of  the  need  in 
Virginia?  Is  the  reason  why  the  general 
practitioner  has  not  been  more  interested, 
chiefly  that  he  cannot  leave  his  patients  to 


visit  medical  centers,  or  is  it  as  above  indi- 
cated that  he  cannot  find  short  courses  that 
fit  his  needs?  "Would  he  attend  a series  of 
didactic  lectures  and  clinics  if  given  by  trained 
teachers  at  suitable  hours  in  some  designated 
locality  within  his  reach? 

What  then  are  the  possibilities  of  determin- 
ing the  real  needs  and  the  probable  success 
of  a statewide  movement  along  the  lines  indi- 
cated and  the  better  means  of  accomplish- 
ment ? 

In  corresponding  with  Dr.  Flippin,  of  the 
University,  which  institution,  as  above  noted, 
has  already  undertaken  in  a successful  way 
some  post-graduate  work,  and  with  Dr.  Sang- 
er. of  the  Medical  College  of  Virginia,  it  has 
been  ascertained  that  both  institutions  have 
for  some  time  been  interested,  and  both  Dr. 
Flippin  and  Dr.  Sanger  express  not  only  a 
willingness  to  cooperate,  but  a desire  to  be  of 
service  both  in  working  out  a suitable  plan 
and  in  aiding  to  put  it  into  execution. 

Upon  the  whole  it  would  seem  that  the  line 
of  better  promise  is  first  to  ascertain  as  nearly 
as  possible  whether  the  majority  of  physician- 
of  the  State  would  enter  into  a properly  de- 
vised plan  with  enthusiasm  and  give  it  the 
necessary  support;  then,  if  so.  that  it  be  deter- 
mined whether  the  work  shall  be  done  chiefly 
at  the  colleges,  or  by  lectures  and  clinics 

sponsored  by  the  local  organizations  through- 
out the  State  as  a college  extension,  or  other- 
wise. 

While  the  various  phases  of  a tentative  plan, 
looking  to  the  advisability  of  some  such  un- 
dertaking as  here  outlined,  will  be  considered 
by  the  Council  at  its  January  meeting,  it 

would  seem  proper  to  ascertain  by  various 

means  the  wishes  of  the  majority  of  the  mem- 

bers of  the  Society;  therefore,  may  I not  sug- 
gest that  the  columns  of  the  Journal  be  made 
an  open  forum,  and  discussions  and  sugges- 
tions invited? 

J.  W.  Preston. 


Bibliotheca  Obstetrica 

Edmund  Chapman. 

Chapman  (Edmund)  [1680-1756].  A treat- 
ise on  the  improvement  of  midwifery,  chiefly 
with  regard  to  the  operation.  To  which  are 
added  fifty-seven  cases,  selected  from  upwards 
of  twenty-seven  years’  practice.  2.  ed.  lv,  186 
pp.  8°.  London.  J.  Brindley , 1735. 
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. A reply  to  Mr.  Dougless’s  short  account 

of  the  state  of  midwifery  in  London  and  West- 
minster, wherein  his  trifling  and  malicious 
cavils  are  answered,  his  interestedness  and  dis- 
ingenuity  impartially  represented,  and  the 
practise  of  physick,  but  particularly  the  char- 
acter of  the  late  Dr.  Chamberlen,  vindicated 
from  his  indecent  and  unjust  aspersions.  68 
pp.  12°.  London  T.  Cooper , 1737. 


To  Chapman  belongs  the  credit  of  publish- 
ing one  of  the  first  systematic  treatises  on  ob- 
stetrics in  English  and  the  first  account  of  the 
obstetrical  forceps.  In  his  first  edition,  which 
was  published  in  1733,  lie  describes  the  instru- 
ment that  “has  long  been  known”  by  which  one 
can  deliver  babies  by  the  head  without  detri- 
ment to  the  mother  or  child.  He  was  criticized 
for  not  giving  an  illustration  of  the  instru- 
ment.  In  his  second  edition  he  made  good  this 
defect. 

Chapman  is  also  credited  with  improvement 
of  the  lock  of  the  forceps.  Great  stress  was 
laid  on  accurately  articulating  the  two  blades 
so  that  a pin  could  be  fitted  into  them.  Chap- 
man lost  the  pin  to  his  forceps  and  found  that 
they  worked  equally  well  if  not  better  without 
the  pin.  This  is  said  to  be  the  beginning  of 
the  loosely  fitting  “English  lock”. 

There  is  very  little  written  about  Chapman. 
He  is  generally  spoken  of  as  a country  prac- 
titioner. When  he  moved  to  London  in  1733 
he  lived  in  Red  Lion  Square  and  must  have 
been  a neeighbor  of  Dr.  James  Douglas.  Dr. 
James  Douglas  was  a distinguished  obstetri- 
cian and  anatomist,  the  discoverer  of  the 
pouch  of  periotoneum  that  bears  his  name,  and 
a brother  of  John  Douglas  with  whom  Chap- 
man had  a controversy.  There  was  another 
Douglas,  William,  who  was  the  author  of  sev- 
eral bitter  open  letters  against  William  Smel- 
lie.  It  would  seem  that  18th  century  obstetri- 
cians spent  a large  part  of  their  time  writing- 
open  letters  and  calling  each  other  names. 
The  titles  of  the  letters  are  very  comprehen- 
sive and  they  sometimes  enable  one  to  classify 
friends  and  foes.  Thus  the  title  of  John  Doug- 
las's letter  its : “A  short  account  of  the  state 
of  midwifery  in  London,  Westminster,  etc., 
wherein  an  effectual  method  is  proposed  to  en- 
able midwomen  to  perform  their  office  in  all 
cases  (excepting  those  few  where  instruments 
are  necessary)  with  as  much  ease,  speed,  and 
safety  as  the  most  dextrous  midmen;  whereby 
women  and  children’s  falling  victims  to  the 
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ignorance  of  midwomen,  so  loudly  complained 
of  by  Chamberlen,  Giffard,  and  Chapman,  may 
for  the  future  be  prevented,  etc.  21.,  75  pp.  sin. 


Illustration  of  obstetrical  forceps  from  the  2nd  edition  of 
Chapman. 


8°.  London , author , 1736.”  From  this  and 
Chapman’s  68  page  reply  thereto,  it  would  ap- 
pear that  Chapman  and  the  Chamberlens  were 
friends. 

m.  i*.  it. 


Proceedings  of  Societies 


Rockbridge  County  Medical  Society. 

This  Society  at  its  meeting  in  the  Chemistry 
Building  of  Washington  and  Lee  University, 
December  12th,  gave  a vote  of  thanks  to  Dr. 
R.  P.  Cooke  and  the  local  Health  Unit  for 
their  efficient  and  effective  services  during  the 
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year.  The  present  officers  were  re-elected,  as 
follows:  Dr.  E.  P.  Tompkins,  president;  Drs. 
C.  H.  Davidson  and  Jos.  Seebert,  vice-presi- 
dents; and  Dr.  H.  L.  Mitchell,  secretary-treas- 
urer. All  are  of  Lexington. 

Mr.  Charles  Stevens,  of  Parke,  Davis  and 
Company,  showed  that  company’s  moving  pic- 
ture of  "How  Biological  Products  are  Made”. 
There  was  an  attendance  of  about  seventy-five, 
including  Washington  and  Lee  students  and 
professors  and  V.  M.  I.  cadets,  in  addition  to 
members  of  the  Society. 

The  Accomack  Medical  Society 
Held  its  annual  banquet  at  the  Drummond- 
town  Tavern.  December  the  14th,  at  which  time 
Dr.  Geo.  L.  Fosque,  of  Onancock,  vice-presi- 
dent, presided  in  absence  of  the  president,  Dr. 
C.  E.  Critcher,  of  New  Church.  Dr.  J.  McFad- 
den  Dick,  of  Salisbury,  Md.,  was  the  principal 
speaker,  though  talks  were  also  made  by  Dr. 
J.  W.  Bowdoin,  Dr.  W.  M.  Burwell,  Dr. 
Rooker  J.  White,  Dr.  John  W.  Robertson,  Dr. 
Fred  Wampler.  Dr.  Joseph  Hiden  and  Dr. 
R.  R.  Nevitte.  The  doctor’s  wives  attended 
this  meeting  with  their  husbands  and  Mrs. 
Hiden  and  Mrs.  Rooker  White  gave  talks  from 
the  standpoint  of  the  doctor’s  wife,  while  Mrs. 
W.  L.  Cosby,  of  Painter,  added  much  to  the 
pleasure  of  the  occasion  with  violin  solos. 
There  were  about  thirty  people  at  the  banquet 
table. 

The  Pittsylvania  County  and  Danville  Medi- 
cal Society 

Held  its  regular  quarterly  meeting  in  Dan- 
ville. December  the  13th.  under  the  presidency 
of  Dr.  Charles  A.  Easley,  of  Chatham.  There 
was  a good  attendance  and  Mr.  Charles  Stev- 
ens, of  Parke,  Davis  & Company,  showed  a 
moving  picture  film  on  "How  Biological  Prod- 
ucts are  Made”.  The  film  was  instructive  and 
Mr.  Stevens’  talk  much  enjoyed. 

In  the  election  of  officers,  Dr.  L.  E.  Fuller, 
of  Witt,  was  made  president ; Di\  H.  J.  Langs- 
ton, Danville,  vice-president;  and  Dr.  J.  A. 
Hawkins,  Danville,  was  re-elected  secretary- 
treasurer.  The  following  were  elected  mem- 
bers of  the  Board  of  Censors:  Dr.  W.  W. 
Robertson,  Danville,  for  three  years;  Dr.  P. 
W.  Miles,  Danville,  for  two  years;  and  Dr. 
J.  C.  Anderson,  Chatham,  for  one  year.  I 
was  decided  to  hold  the  next  meeting  in  Dan- 
ville. March  the  13th. 

The  Warren,  Rappahannock  and  Page  Medi- 
cal Society 

Held  its  regular  meeting  in  Front  Royal, 


November  9th,  at  which  time  several  interest- 
ing and  instructive  papers  were  read.  Dr. 
Hunter  McGuire,  Winchester,  and  Drs.  J. 
Edwin  Wood  and  Dudley  C.  Smith,  Univer- 
sity, were  the  invited  guests. 

Dr.  Virgil  Hammer,  Lurav,  was  elected 
President ; Dr.  Reginald  Munson.  Linden. 
Vice-President;  and  Dr.  George  H.  Long. 
Luray,  Secretary-Treasurer.  Dr.  E.  L.  Grubbs 
and  Dr.  D.  M.  Kipps,  both  of  Front  Royal, 
are  the  retiring  president  and  secretary,  re- 
spectively. It  was  decided  to  hold  the  next 
meeting  in  Luray  on  the  second  Tuesday  in 
April,  1928. 

The  Richmond  Academy  of  Medicine, 

At  its  annual  meeting  in  December,  elected 
the  following  as  officers  for  1928 : President, 
Dr.  James  H.  Smith;  Vice-Presidents,  Drs. 
M.  L.  Anderson  and  Paul  W.  Howie,  all  of 
Richmond.  The  Secretary-Treasurer  has  to  be 
elected  by  the  Board  of  Trustees.  It  is  inter- 
esting to  note  that  the  present  incumbent,  Dr. 
Mark  W.  Peyser,  has  been  secretary  since  1894 
and  has  been  secretary -treasurer  since  these 
offices  were  combined  several  years  ago. 

The  Southside  Virginia  Medical  Association 

Met  in  Petersburg.  December  the  13th.  un- 
der the  presidency  of  Dr.  Wright  Clarkson, 
of  that  city.  There  was  an  attendance  of  fifty- 
six  members  and  visiting  doctors.  “Eclampsia” 
was  the  subject  for  general  discussion  and  this 
and  all  other  papers  on  the  program  were 
freely  discussed. 

The  following  officers  were  elected  for  the 
ensuing  year:  President,  Dr.  W.  D.  Prince, 
Stony  Creek;  Vice-Presidents,  Dr.  R.  H. 
Manson,  McKenney;  Dr.  J.  L.  Hamner,  Mann- 
boro;  Dr.  W.  C.  Webb,  Disputanta,  and  Dr. 
J.  A.  Grizzard.  Drewryville;  Secretary-Treas- 
urer,  Dr.  R.  L.  Raiford,  Franklin,  re-elected. 

The  next  meeing  will  be  held  in  Suffolk  on 
the  second  Tuesday  in  March. 

New  Society  Organized  at  University  of 

Virginia. 

A new  medical  society,  “The  Medical  So- 
ciety of  the  University  of  Virginia”,  has 
just  been  organized  by  the  members  of  the 
medical  teaching  staff  and  hospital  of  the  Uni- 
versity of  Virginia.  The  new  society  is  an 
outgrowth  of  the  medical  journal  club  which 
has  been  running  successfully  for  about  twenty 
years,  and  of  clinical-pathological  confer- 
ences now  in  their  seventh  year. 

It  is  planned  to  hold  meetings  of  the  new 
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society  every  fortnight  from  October  to  May, 
for  the  presentation  of  papers,  discussions  of 
clinical  cases,  and  reports  on  laboratory 
studies. 

Invitation  is  hereby  extended  to  members 
of  the  medical  profession  to  visit  these  meet- 
ings, especially  to  the  members  of  the  Medi- 
cal Society  of  Virginia,  and  of  the  Piedmont 
and  Albemarle  Medical  Societies.  It  is  hoped 
to  have  members  of  the  state  societies  take 
part  in  the  meetings  from  time  to  time. 

Dr.  William  E.  Bray  is  President;  Dr.  J. 
Staige  Blackford,  Secretary;  Dr.  Harry  T. 
Marshall,  Editor. 

The  first  meeting  was  planned  for  Monday, 
January  9,  1928;  the  second  on  January  23, 
at  7:30  P.  M.,  in  the  University  of  Virginia 
Hospital.  The  general  schedule  calls  for  meet- 
ings every  other  Monday  for  the  rest  of  the 
winter. 

Woman’s  Auxiliary,  Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 


A.  M.  A.  Officers  Cooperate  with  Auxiliary. 

At  the  American  Medical  Association  meet- 
ing in  Washington,  last  May,  the  House  of 
Delegates  authorized  the  Trustees  to  appoint 
a Liaison  Committee  to  guide  the  Auxiliary 
in  its  policies.  This  appointment  was  not 
made  until  the  meeting  of  the  Board  of 
Trustees  in  September.  The  Auxiliary  has 
been  greatly  honored  in  having  the  Execu- 
tive Board  of  the  Board  of  Trustees  appointed 
to  direct  its  work.  It  is  composed  of  the  fol- 
lowing gentlemen : 

Dr.  Edward  Heckel,  Ex-Officio  Chairman, 
Pittsburgh,  Pa. 

Dr.  A.  R.  Mitchell,  Lincoln,  Neb. 

Dr.  J.  H.  J.  Upham,  Columbus,  Ohio. 

Dr.  J.  H.  Walsh,  Chicago,  111. 

Dr.  Olin  West,  Secretary  and  General  Man- 
ager, Chicago,  111. 

Dr.  Morris  Fishbein,  Editor,  Chicago,  111. 

These  men  have  given  their  approval  and 
offered  excellent  suggestions,  outlining  plans 


for  the  Auxiliaries’  work  during  the  year. 

Some  of  these  are: 

To  organize  for  the  purpose  of  responding  to 
any  call  from  the  medical  profession  and 
to  do  all  the  work  assigned  to  it  from  time 
to  time. 

To  promote  closer  social  contact  between  the 
families  of  physicians. 

To  assist  in  lightening  the  burdens  of  human- 
ity. 

To  help  preserve  the  health  of  the  people. 

To  outline  Health  Programs  approved  by  the 
Liaison  Committee  to  be  presented  before 
other  organizations. 

To  recommend  to  all  clubs  that  they  place 
capable  physicians’  wives  in  charge  of  Club 
Health  Departments,  in  order  to  secure  au- 
thoritative programs. 

To  secure,  if  possible,  moving  pictures  to  illus- 
trate the  importance  of  the  annual  physical 
examinations  by  the  family  physician.  Each 
member  of  every  household,  servants  in- 
cluded, should  be  examined. 

To  assist  in  providing  Health  Talks  over  the 
radio  by  prominent  physicians  and  health 
officers.  These  speakers  should  be  appointed 
by  the  County  Medical  Society. 

To  continue  our  efforts  to  place  Tiygeia  in 
every  home,  as  it  is  the  leading  health 
magazine  of  the  United  States  and  is  pub- 
lished by  the  American  Medical  Association. 

To  appeal  especially  to  physicians  to  aid  in 
the  Hygeia  campaign,  as  the  commissions  re- 
ceived enable  the  Auxiliaries  to  extend  their 
activities. 

To  recommend  to  Auxiliaries  that  they  give 
benefit  entertainments  to  create  a fund  for 
Hygeia , which  will  be  used  as  gifts  of  sub- 
scriptions to  schools,  legislators,  churches 
and  libraries. 


The  Members  of  the  Woman’s  Auxiliaries 
to  the  American  Medical  Association  are  those 
who  have  paid  their  annual  dues  to  the  Nat- 
ional organization  through  their  County  and 
State  Auxiliary. 

Where  there  is  a County  Medical  Society 
there  should  be  an  Auxiliary.  It  has  been  uni- 
formly noted  that  there  is  more  interest  and 
enthusiasm,  and  a greater  spirit  of  comrade- 
ship among  the  members  of  the  County  Medi- 
cal Society  if  there  is  an  active  Auxiliary 
working  in  the  community. 

It  is  the  earnest  endeavor  of  the  Auxiliary 
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to  bring  its  work  to  the  attention  of  all  who 
are  interested  in  the  welfare  of  our  people. 

Every  physician's  wife  should  feel  it  a 
privilege  as  well  as  her  duty  to  promote  de- 
pendable health  education,  not  leaving  it  in 
the  hands  of  those  who  are  interested  in 
spreading  the  propaganda  of  various  cults. 

She  can  aid  materially  in  the  Auxiliary’s 
effort  to  impress  upon  all  club  members  a 
proper  conception  of  the  real  mission  of  Or- 
ganized Medicine,  especially  in  its  crusade  of 
Preventive  Medicine. 


The  Woman’s  Auxiliary  to  the  Norfolk 

County  Medical  Society 

Held  its  first  meeting  with  new  officers  on 
Monday  night.  December  the  5th.  while  the 
Norfolk  County  Medical  Societv  was  in  ses- 
sion. Following  the  roll  call  and  reports  of 
committees.  Dr.  Warren  White  gave  a talk  on 
"The  Advantages  of  the  Woman's  Auxiliary 
to  the  Medical  Profession”.  This  was  fol- 
lowed  by  a talk  by  Dr.  Southgate  Leigh  on 
"How  the  Woman's  Auxiliary  May  Help  to 
Educate  the  Public”.  There  were  about  fifty 
ladies  present  and  the  meeting  was  so  enthusi- 
astic that  it  was  decided  that  the  best  time  for 
meetings  was  while  the  doctors  were  having 
their  sessions. 

Officers  of  the  Norfolk  County  Auxiliary  are: 
President,  Mrs.  M.  N.  King:  vice-presidents. 
Mrs.  N.  F.  Rodman.  Mrs.  James  D.  Collins  and 
Mrs.  W.  P.  McDowell;  recording  secretary, 
Mrs.  W.  A.  Porter;  corresponding  secretary, 
Mrs.  R.  U.  Burgess;  treasurer.  Mrs.  Lomax 
Gwathmey.  The  following  chairmen  were 
named  for  the  year:  Public  Health.  Mrs. 
Southgate  Leigh;  Hygeia.  Mrs.  Lewis  Berlin: 
Entertainment.  Mrs.  N.  F.  Rodman;  Publicity 
and  Editor,  Mrs.  W.  P.  McDowell:  Member- 
ship, Mrs.  J.  I).  Collins  and  Mrs.  Charles  W. 
Doughtie;  Visitation  of  Sick  Members,  Mrs. 
Starke  Sutton;  Music,  Mrs.  R.  H.  Peake;  and 
Motor  Corps,  Mrs.  C.  J.  Andrews. 


Other  Auxiliaries  are  urged  to  send  reports  of 
their  meetings  for  publication. 


"For  life  is  the  mirror  of  king  and  slave; 

'Tis  just  what  we  are  and  do; 

Then  give  to  the  world  the  best  you  have. 
And  the  best  will  come  back  to  you.” 

— Madeline  S.  Bridges. 


TheTruth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  let- 
ter of  October  29th,  the  following  have  been  ac- 
cepted: 

Abbott  Laboratories 

Staphylococcus  Mixed  Bacterin 
Typhoid  Prophylactic,  5 c.c.  vials 
Typhoid  Prophylactic,  20  c.c.  vials 
Cutter  Laboratory 

Pollen  Extracts — Cutter,  5 c.c.  vial 
Alkali  Weed  Pollen  Extract  Concentrated — Cutter; 
Allscale  Pollen  Extract  Concentrated — Cutter; 
Annual  Saltbrush  Pollen  Extract  Concentrated — 
Cutter;  Arizona  Ash  Pollen  Extract  Concentrated 
— Cutter;  Bermuda  Grass  Pollen  Extract  Con- 
centrated— Cutter;  Black  Walnut  Pollen  Extract 
Concentrated — Cutter;  Box  Elder  Pollen  Extract 
Concentrated — Cutter;  Burning  Bush  Pollen  Ex- 
tract Concentrated — Cutter;  Canary  Grass  Pol- 
len Extract  Concentrated — Cutter;  Careless 

Weed  Pollen  Extract  Concentrated— Cutter ; 
Coast  Sagebrush  Pollen  Extract  Concentrated — 
Cutter;  Coeklebur  Pollen  Extract  Concentrated 
— Cutter;  Common  Ragweed  Pollen  Extract  Con- 
centrated— Cutter;  Corn  Pollen  Extract  Concen- 
trated— Cutter;  Cottonwood  Pollen  Extract  Con- 
centrated— Cutter;  False  Ragweed  Pollen  Ex- 
tract Concentrated — Cutter;  Foxtail  Grass  Pol- 
len Extract  Concentrated — Cutter;  Giant  Rag- 
weed Pollen  Extract  Concentrated — Cutter; 
Johnson  Grass  Pollen  Extract  Concentrated — 
Cutter;  June  Grass  Pollen  Extract  Concen- 
trated— Cutter;  Lamb’s  Quarters  Pollen  Extract 
Concentrated — Cutter;  Marsh  Elder  Pollen  Ex- 
tract Concentrated — Cutter;  Mountain  Cedar 
Pollen  Extract  Concentrated — Cutter;  Mugwort 
Pollen  Extract  Concentrated — Cutter;  Oak  Pol- 
len Extract  Concentrated — Cutter;  Olive  Pollen 
Extract  Concentrated — Cutter;  Orchard  Grass 
Pollen  Extract  Concentrated — Cutter;  Plaintain 
Pollen  Extract  Concentrated— Cutter;  Red  Root 
Pigweed  Pollen  Extract  Concentrated — Cutter; 
Red  Top  Pollen  Extract  Concentrated — Cutter; 
Russian  Thistle  Pollen  Extract  Concentrated — 
Cutter;  Rye  Grass  Pollen  Extract  Concentrated 
- — Cutter;  Sagebrush  Pollen  Extract  Concen- 
trated— Cutter;  Shad  Scale  Pollen  Extract  Con- 
centrated— Cutter;  Timothy  Pollen  Extract  Con- 
centrated— Cutter;  Tumbleweed  Pollen  Extract 
Concentrated — Cutter;  Velvet  Grass  Pollen  Ex- 
tract Concentrated — Cutter;  Western  Ragweed 
Pollen  Extract  Concentrated — Cutter;  Western 
Waterhemp  Pollen  Extract  Concentrated — Cut- 
ter; Wild  Oat  Pollen  Extract  Concentrated — Cut- 
ter; Yellow  Dock  Pollen  Extract  Concentrated 
- — Cutter. 

Lederle  Antitoxin  Laboratories 
Anaerobic  Antitoxin  (Polyvalent) — Lederle 
Merck  & Co.,  Inc. 

Erythrol  Tetranitrate  Tablets — Merck,  *4  grain. 
H.  K.  Mulford  Co. 

Ampuls  Dextrose  (d-Glucose)  10  Gm„  20  c.c. 
Ampuls  Dextrose  (d-Glucose)  25  Gm.,  50  c.c. 
Parke,  Davis  & Co. 

Ephedrine  Sulphate — P.  D.  & Co. 

Prophylacto  Mfg.  Co. 

Ephedrine  Hydrochloride — Pemco. 

E.  R.  Squibb  & Sons 
Insulin  Squibb,  100  units,  10  c.c. 

Tailby-Nason  Co. 

Nason’s  Palatable  Cod  Liver  Oil. 
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NEW  AND  NON-OFFICIAL  REMEDIES 

Scarlet  Fever  Streptococcus  Toxin — Squibb.  This 
product  (New  and  Non-official  Remedies,  1927,  p. 
375),  is  now  marketed  in  packages  of  five  vials  of 
toxin  containing,  respectively,  500,  2,000,  8,000,  25,000 
and  60,000  skin  test  doses;  in  packages  of  fifty  vials 
of  toxin,  ten  containing  500  skin  test  doses,  ten  con- 
taining 2,000  skin  test  doses,  ten  containing  8,000 
skin  test  doses,  ten  containing  25,000  skin  test  doses, 
and  ten  containing  60,000  skin  test  doses.  E.  R. 
Squibb  & Sons,  New  York. 

Sulpharsphenamine — DePree.  A brand  of  sulphar- 
sphenamine  (New  and  Non-official  Remedies,  1927, 
p 80).  It  is  supplied  in  ampules  containing,  re- 
spectively, 0.1,  0.15,  0.2,  0.3,  0.4,  0.45,  0.6,  1.0  and 
3.0  Gm.  The  DePree  Co.,  Holland,  Mich.  (Jour. 
A.  M.  A.,  November  5,  1927,  p.  1807). 

Ephedrine  Hydrochloride — Pemco.  A brand  of 
ephedrine  hydrochloride — N.  N.  R.  For  a discussion 
of  the  actions,  uses  and  dosage  of  ephedrine  hydro- 
chloride, see  The  Journal  A.  M.  A.,  March  19,  1927, 
p.  925.  Prophylacto  Manufacturing  Co.,  Chicago. 

Ephedrine  Sulphate — P.  D.  & Co.  A brand  of  ephe- 
drine sulphate — N.  N.  R.  For  a discussion  of  the 
actions,  uses  and  dosage  of  ephedrine  sulphate,  see 
The  Journal  A.  M.  A.,  March  19,  1927,  p.  925.  Parke, 
Davis  & Co.,  Detroit.  (Jour.  A.  M.  A.,  November  12, 
1927,  p.  1693). 

Nason’s  Palatable  Cod  Liver  Oil. — Cod  liver  oil 
containing  0.62  per  cent  of  essential  oils  as  flavor- 
ing, having  a vitamin  A potency  such  that  0.002 
Gm.  per  day  is  adequate  to  promote  the  growth  of 
young  albino  rats  and  a vitamin  D potency  such  that 
0.02  Gm.  per  day  for  eight  days  will  cure  experi- 
mental rickets  in  rats  which  have  been  deprived  of 
vitamin  D and  of  ultraviolet  light.  Tailby-Nason  Co., 
Boston. 

Typhoid  Vaccine. — This  typhoid  vaccine  (New  and 
Non-official  Remedies,  1927,  p.  367),  is  also  marketed 
in  packages  of  30  ampules  (ten  complete  immuniza- 
tions). The  Gilliland  Laboratories,  Inc.,  Marietta, 
Pa.  (Jour.  A.  M.  A , November  19,  1927,  p.  1783). 

Ephedrine. — Ephedrina. — Ephedrine  Base — An  al- 
kaloid derived  from  Ephedra  equisetina.  The  actions 
and  uses  of  ephedrine  are  the  same  as  those  of  the 
ephedrine  salts.  The  free  alkaloid  is  employed  in 
mediums,  such  as  oils,  in  which  it  is  more  soluble 
than  the  salts.  Ephedrine  occurs  as  an  unctuous, 
almost  colorless  solid.  It  is  soluble  in  alcohol, 
chloroform,  ether  and  water. 

Ephedrine — Lilly.  A brand  of  ephedrine — N.  N. 
R.  It  is  supplied  in  the  form  of  Inhalant  Ephedrine 
Compound — Lilly,  containing  ephedrine — Lilly,  1 per 
cent  (by  weight)  in  a liquid  composed  of  menthol, 
0.66  Gm.;  camphor,  0.66  Gm.;  oil  of  thyme,  0.31  c.c. ; 
liquid  petrolatum  to  make  100  c.c.  Eli  Lilly  & Co., 
Indianapolis. 

Pollen  Extracts — Cutter  (New  and  Non-official 
Remedies,  1927,  p.  34;  The  Journal  A.  M.  A.,  June  11, 
1927,  p.  1891). — Also  marketed  in  single  vial  pack- 
ages containing  5 c.c.  of  a 1:100  solution.  Cutter 
Laboratory,  Berkeley,  Calif. 

Pollen  Extracts  Concentrated — Cutter.  Liquid  ob- 
tained by  extracting  the  dried  pollen  of  plants  with 
a liquid  consisting  of  67  per  cent  of  glycerin  and 
33  per  cent  of  a buffered  saline  solution.  For  a dis- 
cussion of  the  actions,  uses  and  dosage,  see  Allergic 
Protein  Preparations,  New  and  Non-official  Reme- 
dies, 1927,  p.  23.  The  following  pollen  extracts  con- 
centrated— Cutter,  are  marketed  in  single  vial  pack- 
ages containing  5 c.c.:  Alkali  Weed  Pollen  Extract 
Concentrated — Cutter;  Allscale  Pollen  Extract  Con- 
centrated— Cutter;  Annual  Saltbrush  Pollen  Extract 


Concentrated — Cutter;  Arizona  Ash  Pollen  Extract 
Concentrated — Cutter;  Bermuda  Grass  Pollen  Ex- 
tract Concentrated — Cutter;  Black  Walnut  Pollen 
Extract  Concentrated — Cutter;  Box  Elder  Pollen  Ex- 
tract Concentrated — Cutter;  Burning  Bush  Pollen 
Extract  Concentrated — Cutter;  Canary  Grass  Pollen 
Extract  Concentrated — Cutter;  Careless  Weed  Pollen 
Extract  Concentrated — Cutter;  Coast  Sagebrush  Pol- 
len Extract  Concentrated — Cutter;  Coast  Sagebrush 
Pollen  Extract  Concentrated — Cutter;  Cocklebur 
Pollen  Extract  Concentrated — Cutter;  Common  Rag- 
weed Pollen  Extract  Concentrated — Cutter;  Corn 
Pollen  Extract  Concentrated — Cutter;  Cottonwood 
Pollen  Extract  Concentrated — Cutter;  False  Rag- 
weed Pollen  Extract  Concentrated — Cutter;  Foxtail 
Grass  Pollen  Extract  Concentrated — Cutter;  Giant 
Ragweed  Pollen  Extract  Concentrated — Cutter;  John- 
son Grass  Pollen  Extract  Concentrated — Cutter;  June 
Grass  Pollen  Extract  Concentrated — Cutter;  Lamb’s 
Quarters  Pollen  Extract  Concentrated — Cutter; 
Marsh  Elder  Pollen  Extract  Concentrated — Cutter; 
Mountain  Cedar  Pollen  Extract  Concentrated — Cut- 
ter; Mugwort  Pollen  Extract  Concentrated — Cutter; 
Oak  Pollen  Extract  Concentrated — Cutter;  Olive 
Pollen  Extract  Concentrated — Cutter;  Orchard  Grass 
Pollen  Extract  Concentrated— Cutter ; Plantain  Poll- 
en Extract  Concentrated — Cutter;  Red  Root  Pigweed 
Pollen  Extract  Concentrated — Cutter;  Red  Top  Poll- 
en Extract  Concentrated — Cutter;  Russian  Th'stle 
Pollen  Extract  Concentrated — Cutter;  Rye  Grass 
Pollen  Extract  Concentrated — Cutter;  Sagebrush 
Pollen  Extract  Concentrated — Cutter;  Shad  Scale 
Pollen  Extract  Concentrated — Cutter;  Timothy  Poll- 
en Extract  Concentrated — Cutter;  Tumbleweed  Poll- 
en Extract  Concentrated — Cutter;  Velvet  Grass  Poll- 
en Extract  Concentrated — Cutter;  Western  Ragweed 
Pollen  Extract  Concentrated — Cutter;  Western 
Waterhemp  Pollen  Extract  Concentrated — Cutter; 
Wild  Oat  Pollen  Extract  Concentrated — Cutter;  Yel- 
low Dock  Pollen  Extract  Concentrated — Cutter.  Cut- 
ter Laboratory,  Berkeley,  Calif.  (Jour.  A.  M.  A., 
November  26,  1927,  p.  1873). 

PROPAGANDA  FOR  REFORM 

Gonococcus  Immunogen,  Gonococcus  Immunogen 
Combined,  Streptococcus  Immunogen,  Streptococcus 
Immunogen  Combined,  Pertussis  Immunogen  Com- 
bined, and  Pneumococcus  Immunogen  Combined  Not 
Acceptable  for  N.  N.  R. — The  Council  on  Pharmacy 
and  Chemistry  reports  that  Immunogen  is  the  name 
applied  by  Parke,  Davis  & Co.  to  bacterial  antigen 
products  free  or  nearly  free  from  bacterial  cells  and 
toxin.  The  firm  requested  the  Council  to  consider  a 
number  (twelve)  of  these  products  in  1924.  The 
Council  decided  to  consider  eligible  for  acceptance 
those  simple  immunogens  in  the  case  of  which 
similar  bacterial  vaccines  stood  accepted.  Regard- 
ing the  “mixed”  immunogens  which  had  been  pres- 
ented, the  firm  was  informed  that  adequate  evidence 
for  the  value  of  these  preparations  was  lacking,  but 
that  any  new  evidence  for  their  therapeutic  value 
would  be  considered-  The  firm  presented  evidence 
which  permitted  the  acceptance  of  two  of  the  simple 
immunogens.  In  view  of  the  inquiries  received  con- 
cerning the  advertising  claims  made  for  immunogens, 
Parke,  Davis  & Co.  was  informed  that  the  Council 
desired  to  take  definite  action  in  regard  to  those 
which  had  not  been  made  acceptable.  The  firm  was 
requested  to  send  the  advertising  for  the,  as  yet  un- 
accepted, immunogens  that  were  being  marketed  to- 
gether with  any  further  information  which  would 
aid  in  determining  their  acceptability  for  inclusion 
in  New  and  Nonofficial  Remedies.  On  the  basis  of 
the  available  evidence  the  Council  denied  admission 


666 


VIRGINIA  MEDICAL  MONTHLY 


[January. 


of  the  gonococcus  and  streptococcus  immunogens  to 
New  and  Nonofficial  Remedies  because  no  simple 
vaccines  representing  these  organisms  stand  ac- 
cepted; the  “combined”  immunogens  (Gonococcus 
Immunogen  Combined,  Streptococcus  Immunogen 
Combined,  Pertussis  Immunogen  Combined,  Pneumo- 
coccus Immunogen  Combined)  are  held  unaccept- 
able for  lack  of  adequate  evidence  of  their  thera- 
peutic value.  (Jour.  A.  M.  A.,  September  17,  1927, 
p.  984). 

Weldona  A Piece  of  “Rheumatism  Cure”  Quackery. 
— In  1922  it  was  reported  that  an  adult,  with  marked 
jaundice,  was  dying  after  continued  use  of  Weldona 
tablets.  At  that  time  an  analysis  of  Weldona  had 
shown  the  presence  of  sodium  salicylate.  In  1924 
an  analysis  showed  the  “Weldona  Treatment”  to  con- 
sist of  small,  white  tablets  containing  an  emodin- 
bearing  extract,  and  large,  lavender-coated  tablets 
containing  sodium  salicylate  and  an  unidentified 
vegetable  extractive.  In  1925,  the  Boston  Medical 
and  Surgical  Journal  gave  some  case  reports  by  Dr. 
Richard  C.  Cabot  in  which  it  was  stated  that  a series 
of  cases  of  acute  yellow  atrophy  in  patients  having 
taken  Weldona  had  come  to  his  notice.  In  1925,  the 
Health  Bureau  of  Rochester,  New  York,  made  some 
tests  of  Weldona  and  reported  that  unidentified 
alkaloids  were  found,  together  with  salicylates  or 
salicylic  acid.  In  1926,  the  A.  M A.  Chemical  Lab- 
oratory found  the  lavender  colored  tablets  to  con- 
sist essentially  of  salicylic  acid  and  acetylsalieylic 
acid,  extractives  of  an  emodin-bearing  drug  with 
vegetable  extractives,  ground  ginger  and  cinnamon. 
The  medicinal  part  of  the  white  tablets  was  found 
to  consist  of  extract  of  cascara.  Now  in  1927,  ad- 
vertisements for  Weldona  are  offered  newspapers  and 
to  one  such  paper,  the  advertising  agency  handl'ng 
the  advertising  gave  the  following  as  ingredients  of 
Weldona:  Neocinchophen,  Extract  of  Cimicifuga. 

Fluid  Extract  of  Phytolacca,  Magnesium  Carbonate 
Light  and  Powdered  Extract  of  Cascara  Sagrada.  A 
commercial  laboratory  that  analyzed  Weldona  in  Sep- 
tember, 1927,  reported  that  it  consisted  largely  of 
vegetable  matter,  with  about  5%  per  cent  of  mineral 
matter.  The  vegetable  mattfer,  was  apparently^ 
Phytolacca  and  cascara  sagrada,  together  with  ace- 
tylsalicylic  acid  (aspirin)  and  salicylic  acid.  The 
laboratory  did  not  satisfactorily  prove  the  presence 
or  absence  of  neocinchophen,  but  did  report  that 
tests  for  alkalo  ds  showed  none  present.  It  seems 
evident  from  these  several  analyses  that  Weldona, 
like  so  many  other  “patent  medicines,”  is  a name 
rather  than  a thing — while  the  name  has  remained 
constant  the  composition  has  varied.  (Jour.  A.  M.  A., 
October  1,  1927,  p.  1167). 

ARC  Epilepsy  Remedy. — The  medical  profession 
has  recently  been  widely  circularized  by  the  Amer- 
ican Remedies  Company  of  Rockford,  111.  The  med- 
ical profession  is  asked  to  use  the  firm’s  “Reliable 
Remedy  for  Epilepsy”  and  is  told  by  the  firm  that  it 
does  not  “feel  justified”  in  exposing  its  formula — 
that  is,  the  med'cal  profession  is  asked  to  prescribe 
a preparation  of  secret  composition.  The  A.  M.  A. 
Chemical  Laboratory  analyzed  the  ARC  Epilepsy 
Remedy  and  found  it  to  consist  of  capsules,  each 
containing  about  1%  grains  of  phenobarbital 
(luminal)  and  a considerable  amount  of  a laxative 
(emodin-bearing)  drug  and  a small  amount  of  dye. 
Is  it  possible  that  there  are  physicians  who  are  so 
gullible  and  forgetful  of  their  duty  to  their  patients 
that  they  will  give  a dangerous  drug  in  unknown 
dosage?  A physician  who  uses  or  prescribes  “ARC 
Epilepsy  Remedy,”  giving  so  dangerous  a drug  as 
phenobarbital  in  unknown  dosage,  may  lay  himself 
open  to  a charge  of  doubtful  practice.  (Jour.  A.  M. 
A.,  October  1,  1927,  p.  1167). 


Asthmolysin. — Asthmolysin  is,  according  to  the  ad- 
vertising, “a  combination  of  the  suprarenal  and 
pituitary  hormones  in  distinct  proportions,”  prepared 
by  a “special  method.”  There  appears  to  be  no 
scientific  evidence  to  warrant  the  use  of  pituitary  in 
bronchial  asthma.  Epinephrine  is  frequently  used 
in  some  forms  of  asthma,  but  may  be  had  pure  and 
need  not  be  prescribed  in  a secret  preparation  con- 
taining an  undetermined  amount.  The  1927 
Asthmolysin  circular  consists  of  testimonials  from 
121  physicians,  of  whom  thirty-five  are  Fellows  and 
thirty-three  are  members  of  the  American  Medical 
Association,  while  fifty-three  are  neither  members 
nor  Fellows.  Such  testimonials,  given  for  a semi- 
secret preparation  of  unscientific  character,  are  no 
credit  to  those  members  of  the  supposedly  learned 
profession  that  gave  them.  (Jour.  A.  M.  A , October 
1,  1927,  p.  1170). 

Concentrated  Orchitic  Solution  (Orchitic  Substance 
Concentrated — Cousineau)  Not  Acceptable  for  N.  N. 
R. — The  Council  on  Pharmacy  and  Chemistry  reports 
that  Concentrated  Orchitic  Solution,  also  called 
Orchitic  Substance  Concentrated  (Cousineau),  is 
marketed  by  the  California  Endocrine  Foundation 
Laboratories,  Long  Beach,  California.  According  to 
the  label  on  the  specimen  it  is  “A  Preparation  of 
Orcho-Plasm  Ramm  Derivative”  while  in  an  ad- 
vertising booklet  it  is  stated  that  it  “consists  of  the 
small,  hard,  testicular  gland  of  the  healthy,  young, 
live  Goat,  Ram  or  Monkey,”  and  “contains  satura- 
tion of  the  whole  gland  substance  in  solution  ideally 
compounded.”  The  Council  found  that  many  un- 
warranted and  unsupported  claims  were  made  for 
the  preparation  and,  hence,  declared  it  inadmissible 
to  New  and  Nonofficial  Remedies.  When  the  Coun- 
cil’s statement  was  sent  the  California  Endocrine 
Foundation  Laboratories,  the  firm  submitted  a pro- 
posed revision  of  an  advertising  booklet.  In  the  ad- 
vertising the  general  impression  is  given  that  gland 
implants  such  as  those  of  Voronoff  are  highly  effec- 
tive, and  that  the  manufacturer’s  product,  admin- 
istered hypodermically,  will  give  equally  good  or  bet- 
ter results.  Even  if  the  proposed  revision  of  claims 
is  made,  the  preparation  is  still  unacceptable  for  the 
reason  that  the  manufacturer  has  not  submitted  any 
scientific  evidence  for  the  therapeutic  usefulness 
and  efficacy  of  the  product.  The  Council,  therefore, 
declared  Concentrated  Orchitic  Solution  (Orchitic 
Substance  Concentrated — Cousineau)  unacceptable 
for  New  and  Nonofficial  Remedies.  (Jour.  A.  M A., 
October  8,  1927,  p.  1267). 

The  A-Moy  Anti-Fat  Fake.— The  A-Moy  Company 
is  a trade  name  used  by  one  Charles  E.  Cessna,  of 
whom  the  Chicago  Tribune  once  said,  he  “at  differ- 
ent times  in  his  business  career  has  been  a loan 
shark,  patent  medicine  vendor,  and  land  promoter.” 
Cessna’s  present  anti-fat  quackery  consists  in  selling 
A-Moy  Reducing  Pills,  which,  according  to  a report, 
have  been  responsible  for  at  least  one  death.  (Jour. 
A.  M.  A.,  October  8,  1927,  p.  1267). 

Liver  Diet  in  Anemia. — While  liver  seems  to  be 
presenting  increasing  evidence  of  its  value  in  the 
treatment  of  anemia,  physicians  everywhere  are  find- 
ing it  difficult  to  keep  patients  contented  and  happy 
while  they  are  taking  it.  This  state  of  affairs  is  due 
partly  to  the  fact  that  few  people  can  cook  liver 
in  any  other  way  than  by  frying.  Recipes  taken 
from  English  and  French  sources  include  many 
ways  of  preparing  liver  for  the  table.  (Jour.  A.  M. 
A.,  October  15,  1927,  p.  1335). 

Fever-Producing  Methods  in  Treatment  of  General 
Paralysis. — Compilations  have  been  made  of  the  re- 
sults obtained  in  cases  of  general  paralysis  treated 
with  malaria.  The  treatment  has  also  been  applied 
to  patients  with  syphilis  of  the  central  nervous  sys- 
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tem.  A microscopic  study  of  the  brain  following 
treatment  by  malaria  leads  to  the  conclusion  on  the 
part  of  the  investigator  that  in  some  cases  in  the 
future  the  term  “recovery”  rather  than  “remission” 
will  be  justified.  Relatively  little  has  been  reported 
during  the  past  year  concerning  relapsing  fever  or 
sodoku  as  a therapeutic  measure  in  neurosyphilis. 
It  seems  likely  that,  if  infectious  disease  methods 
are  to  persist,  a contest  might  arise  between  malaria 
and  sodoku.  Possibly  the  inoculation  with  an  in- 
fectious disease  will  not  continue  to  be  necessary  in 
the  production  of  therapeutic  fever.  Reports  have 
been  published  on  the  production  of  fever  for  treat- 
ment in  general  paralysis  by  the  use  of  injections 
of  foreign  protein.  The  method  has  many  advantages 
and  the  few  cases  on  record  give  promise  of  good 
results.  (Jour.  A.  M.  A.,  October  15,  1927,  p.  1337). 

Peruna — Ancient  and  Modern  — The  Eighteenth 
Amendment  gave  a great  stimulus  to  one  branch  of 
the  “patent  medicine”  industry — that  devoted  to  the 
exploitation  of  alcoholics  sold  under  the  guise  of 
home  remedies.  Originally  containing  about  27  per 
cent  of  alcohol  and  very  little  else,  the  use  of 
Peruna  as  a beverage  in  those  parts  of  the  country 
that  were  at  that  time  nominally  “dry”  was  notori- 
ous. Cases  of  acute  and  chronic  alcoholism,  and 
even,  in  some  cases,  of  death  from  its  use  are  mat- 
ters of  record.  In  1905  the  sale  of  Peruna  to  Indians 
was  prohibited.  In  the  same  year  the  Bureau  of 
Internal  Revenue  classed  Peruna  as  an  alcoholic 
compound  advertised  and  sold  as  a medicine,  but 
without  the  addition  of  drugs  in  sufficient  quantity 
to  change  materially  the  character  of  the  alcoholic 
liquor.  Then  the  formula  of  Peruna  was  changed 
and  sufficient  senna  added  to  satisfy  the  Internal 
Revenue  Department  that  Peruna  could  no  longer 
be  used  for  beverage  purposes.  At  that  time  the 
alcohol  content  was  cut  down  from  27  per  cent  to 
20  per  cent.  When  national  prohibition  was  enacted, 
the  alcohol  content  of  Peruna  was  further  reduced 
to  12  per  cent.  Now,  within  the  past  few  months, 
another  change  has  taken  place.  The  manufacturers 
have  added  6 per  cent  alcohol  and  have  taken  out 
the  senna!  They  have  also  taken  out  golden  seal, 
which  for  some  years  has  been  one  of  the  alleged 
ingredients;  on  the  other  hand  they  have  added 
wild  cherry,  gentian  and  potassium  iodide.  The 
theory  under  which  alcoholic  “patent  medicines”  are 
supposed  to  be  tolerated  by  the  Internal  Revenue 
Department  is  that  they  shall  contain  the  minimal 
amount  of  alcohol  possible.  Just  why  the  manufac- 
turers of  a nostrum  with  a history  behind  it  such 
as  Peruna  should  have  been  permitted  to  increase 
the  alcohol  content  of  their  preparation  33  per  cent 
is  another  of  those  mysteries  that  only  govern- 
ment bureaus  can  explain.  (Jour.  A.  M.  A.,  October 
22,  1927,  p.  1444). 

Carl  C Lantz — Quack. — For  many  years  Carl  C. 
Lantz,  of  New  York  City  and  Atlantic  Highlands, 
N.  J.,  has  been  quacking  it  through  the  mails.  The 
Cosmopolitan  Magazine,  for  July,  1906,  contained  an 
advertisement  for  “The  Adonis”  sold  at  that  time 
by  Mr.  Lantz,  who  was  trading  as  the  Lantz-Adonis 
Co.,  in  New  York  City.  The  Adonis  was  said  to  pre- 
serve and  increase  mental,  physical  and  genital  vigor. 
Vanity  Fair  for  April,  1916,  contained  an  adver- 
tisement of  four  nostrums  put  out  by  Lantz,  who 
at  that  time  operated  under  the  trade  name  of  C.  C. 
Lantz  Laboratories.  The  preparations  were  “Lantz 
Face  Balm,”  “Lantz  Hair  Life,”  “Lantz  Foot  Tingle,” 
and  “Lantz  Riggs  Remedy.”  In  1918  he  offered 
“Lantz  Absorbent  Pastilles”  which  were  sold  as  “the 
modern  remedy  for  the  prostate  gland,  the  seat  of 
sexual  weakness.”  He  also  offered  the  “Lantz  Sup- 
porter” and  his  “Vacuum  Congestor”  a device  alleged 


to  be  sold  as  “a  means  to  develop,  strengthen  and 
enlarge  shrunken  or  naturally  small  organs.”  On 
October  10,  1927,  the  Postmaster  General  issued  a 
fraud  order  against  Carl  C.  Lantz  covering  both  the 
New  York  and  the  Atlantic  Highlands,  N.  J , ad- 
dresses. (Jour.  A.  M.  A.,  October  29,  1927,  p.  1534). 

Di-Citurin. — In  an  advertising  circular  this  prod- 
uct is  said  to  be  “Mono  Potassium  Diacetyl  Citrate” 
and  claims  are  made  for  its  action  that  by  no  stretch 
of  even  a lively  imagination  could  seem  to  be  in- 
herent in  a substance  of  such  composition.  The 
report  of  thirty  cases  of  hypertension  given  in  the 
advertising  is  far  from  being  sufficiently  detailed  or 
extensive  to  be  convincing.  In  va  n one  looks  for 
Di-Citurin  among  the  agents  described  in  New  and 
Nonofficial  Remedies.  This  may  be  taken  to  mean 
that  it  is  unacceptable  to  the  Council  on  Pharmacy 
and  Chemistry,  or  that  it  had  not  yet  been  sub- 
mitted to  or  passed  on  by  the  Council.  In  either 
case  it  is  well  for  the  physician  to  refrain  from  using 
it  until  it  has  been  passed  by  the  Council.  (Jour. 
A.  M.  A.,  October  29,  1927,  p.  1537). 

Blueberry  Leaf  Extract/ — The  Council  on  Phar- 
macy and  Chemistry  publishes  a preliminary  report 
on  a blueberry  leaf  extract  which  has  been  proposed 
for  use  in  the  treatment  of  diabetes.  A report  on 
this  product  was  read  at  the  last  meeting  of  the 
American  Medical  Association  by  F.  M.  Allen,  who 
had  continued  the  work  begun  in  Germany  by  Wag- 
ner and  others.  The  product  used  by  Allen  was 
made  by  E.  R.  Squibb  & Sons;  it  is  not  being  mar- 
keted and  will  not  be  offered  to  physicians  in  general 
until  its  usefulness  has  been  demonstrated.  The 
Council  published  its  preliminary  report  to  call  at- 
tention to  the  possible  usefulness  of  the  blueberry 
leaf  extract  used  by  Allen.  At  the  same  time  the 
Council  points  out  that  thus  far  no  standards  have 
been  developed  which  will  insure  a uniform  product; 
that  the  actual  value  of  the  product  in  the  treat- 
ment of  diabetes  has  not  yet  been  proved;  and 
that  such  proof  must  come  from  workers  who  have 
the  necessary  clinical  opportunities  and  laboratory 
facilities  on  which  to  base  judgment.  (Jour.  A.  M. 
A.,  November  5,  1927,  p.  1607. 

Introducing  New  Drugs. — The  report  on  blueberry 
leaf  extract  which  the  Council  on  Pharmacy  and 
Chemistry  publishes,  illustrates  the  praiseworthy 
and  increasing  tendency  on  the  part  of  the  large 
pharmaceutic  firms  to  adopt  the  ideal  method  of  in- 
troducing a new  drug,  namely,  demonstration  of  the 
drug’s  chemical  identity  and  uniformity;  report  of 
animal  experiments  giving  promise  of  therapeutic 
value;  report  of  clinical  trials  under  the  auspices 
of  the  discoverer;  and  provision  for  confirmatory 
study  of  the  drug’s  therapeutic  worth  by  independent 
investigation.  What  a contrast  to  the  unscientific 
and  haphazard  flooding  of  the  market  with  new  and 
untried  drugs  that  formerly  obtained  here  and  still 
obtains  abroad.  The  change  has  arisen  from  the 
increasingly  critical  attitude  of  the  American  medi- 
cal profession.  This,  it  seems  reasonable  to  believe, 
is  due  to  the  faithful  and  persistent  work  of  the 
Council  on  Pharmacy  and  Chemistry.  (Jour.  A.  M. 
A.,  November  5,  1927,  p.  1610). 
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Editorial 

Blood  and  Iron. 

The  color  of  the  whole  blood  is  red,  al- 
though white  blood  cells  form  a constituent 
part  of  the  blood.  The  color  scheme  of  the 
bile  is  yellow,  golden  yellow,  sometimes  with 
a greenish  tint.  The  color  of  urine  is  amber 
or  yellowish,  sometimes  spoken  of  as  of  straw- 
color.  The  play  of  color  in  blood  and  muscles, 
in  the  bile,  and  in  urine,  partaking  of  sup- 
plementary roles,  appears  to  afford  occasion 
for  comment  in  connection  with  iron  and  iron 
reserve  of  the  body.  Red  blood  gives  the  body 
its  color  scheme.  Deficiency  of  red  betokens 
a deficiency  of  iron,  for  iron  enters  into  the 
formation  of  hematin  in  hemoglobin  of  the 
red  blood  corpuscles.  Hemoglobin  is  a com- 
plex substance  composed  of  globin  (histons) 
and  a pigment:  hematin,  (C34  H-25  N4  Fe  05). 
Hematin  forms  about  4 per  cent,  while  protein 
forms  about  86  per  cent  of  the  molecule.  The 
blood  contains  about  five  million,  normally,  of 
red  blood  cells  per  cubic  millimeter.  Physi- 
ologists estimate  that  there  are  14  grams  of 
hemoglobin  to  each  100  c.c.  of  blood:  that  in 
a man  weighing  68  kilograms  there  is  500  to 
700  grams  of  hemoglobin,  and  that  this  hemo- 
globin is  distributed  among  some  25,000.000.- 
000  (twenty-five  billion)  red  blood  cells.  The 
red  corpuscles  are  probably  constantly  under- 
going formation  and  destruction.  The  length 
of  life  of  the  red  corpuscle  is  estimated  to  be 
from  two  to  four  weeks.  It  is  not  known  just 
how  red  cells  go  to  pieces,  whether  in  the 
stream  by  hemolysis  or  in  the  liver  and  spleen 


bv  special  agencies  of  dismemberment  as 
Kupffer  cells  which,  in  digesting  red  blood 
cells,  liberate  iron  of  hemoglobin.  Study  of  the 
termination  of  the  vast  hemoglobin  content 
of  the  body  and  its  final  elimination  has  been 
going  on  in  various  laboratories  for  some 
time.  The  formation  of  red  blood  cells  is  also 
an  interesting  page  in  physiology,  hut  suffice 
it  to  note  here  that  the  bone  marrow  furnishes 
the  body  with  the  red  blood  cell  and  outfits 
it  with  hemoglobin  mechanism  with  its  hema- 
tin content.  The  destruction  of  red  blood 
cells  and  the  liberation  of  hematin,  and  its 
chemical  change  and  its  final  liberation  from 
the  body  as  bile  pigment  and  urobilin  is  an- 
other phase  of  the  subject  which  we  can  not 
follow  here. 

The  foregoing  comment  is  made  in  order  to 
call  attention  to  an  article  by  Williamson  and 
others  (.4.  /.  Medicine , Vol.  40.  No.  5,  p.  669). 
on  iron  reserve  in  the  body.  While  it  has 
been  generally  thought  that  iron  in  the  tis- 
sues. particularly  the  liver  and  spleen,  serves 
as  an  iron  reserve  for  the  formation  of  hema- 
tin in  hemoglobin,  experiments  show  this 
to  have  been  unavailable. 

These  workers  show  that  a reservoir  of 
readily  utilizable  iron  may  be  built  up  in  tlu> 
liver  and  spleen  of  rats  by  placing  them  on  a 
diet  containing:  liver  and  that  this  store  mav 
lie  used  promptly  after  producing  an  anemia 
by  bleeding  the  animal. 

They  observed  that  animals  placed  on  a 
liver  diet  possess  141  per  cent  more  iron  in 
the  spleen  and  57  per  cent  more  iron  in  the 
liver  than  animals  fed  on  a casein  diet,  al- 
though those  fed  on  caesin  appeared  to  pro- 
duce enough  iron  to  maintain  a concentration 
of  hemoglobin  adequate  to  the  normal  destruc- 
tion of  hemoglobin. 

Bile  Pigment. 

The  belief  that  bile  pigments  are  formed  in 
the  liver  from  hemoglobin  either  by  the  liver 
cells  themselves  or  by  a combined  action  of 
the  liver  and  endothelial  (Kupffer)  cells  i> 
questioned. 

Mann  has  stated  that  bilirubin  accumu- 
lated progressively  in  the  body  after  the  liver 
had  been  removed.  He  attempted  by  a study 
of  the  difference  in  bilirubin  content  of  arte- 
rial and  venous  blood  from  given  organs 
to  run  down  the  site  of  the  formation  of 
bilirubin.  Since  the  liver  had  been  elim- 
inated as  the  only  source,  bilirubin  content  of 
major  arteries  and  veins  were  compared.  The 
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bilirubin  content  of  blood  going  and  coming 
from  the  kidneys  and  intestines  was  found  to 
be  the  same.  There  was  an  increase  of  bili- 
rubin in  venous  blood  from  spleen,  limbs, 
thorax  and  head.  Venous  blood  showing  the 
greatest  amount  of  bilirubin  was  from  the 
spleen,  skin,  fascia,  muscle  and  bone  marrow. 

As  a result  of  Mann’s  study  it  was  stated 
that  bilirubin  is  added  to  the  blood  as  it  tra- 
verses the  spleen  and  bone  marrow.  Whether 
or  not,  bilirubin  is  formed  in  the  liver,  Mann 
states,  has  not  been  determined.  While  the 
site  of  formation  is  open  to  question,  the  ap- 
pearance of  this  coloring  in  the  bile,  as  se- 
creted from  the  liver,  shows  that  the  pigment, 
arising  from  hemoglobin  destruction  in  spleen 
and  bone  marrow,  finds  its  egress  from  the 
blood  system  into  the  intestinal  tract.  Its 
further  function  and  fate  in  the  intestines  is 
not  now  to  be  considered. 

Muscle  Pigment. 

Red  muscle  coloring  is  believed  to  be  due 
to  a special  pigment,  which,  according  to 
Howell,  resembles  in  its  structure  and  proper- 
ties hemoglobin.  This  pigment  is  known  as 
myohematin.  It  probably  possesses  power  of 
holding  oxygen  in  loose  combinations  and  in 
this  way  plays  a part  in  exchange  of  oxygen 
and  carbon  dioxide. 

LTrinf.  Pigment. 

A late  editorial  in  -J . A.  M.  A.  (Dec.  24, 
1927),  comments  on  pigment  in  the  urine. 
The  amber  urine,  with  its  urinary  pigment, 
finds  its  source  of  coloring  from  the  blood. 
Urochrome  has  excited  much  inquiry,  as  has 
bile  pigment.  Its  site  of  formation,  its  source, 
have  long  excited  speculative  inquiry,  but. 
from  scientific  point  of  view,  much  remains 
unproven,  although  the  chemistry  and  physi- 
ology of  normal  pigment  of  the  urine  are  still 
under  scrutiny.  One  may  easily  fall  back 
upon  hemoglobin  dissolution  and  destruction 
as  a possible  source. 

The  quantity  variations  of  elimination  of 
urinary  pigment  are  probably  proportional 
to  the  variations  in  the  metabolism  of  blood, 
liver,  spleen,  bone  marrow,  muscle  tissue. 
Fasting,  administration  of  acids,  any  stimu- 
lation of  metabolic  activity  brings  on  in- 
creased discharge  of  pigment  in  urine.  There 
seems  to  be  parallel  between  urochrome  elim- 
ination and  basal  metabolic  rate.  Whether  it 
arises  from  hemoglobin  destruction  or  tissue 


protein,  or  respiratory  pigment  in  muscle, 
liver,  spleen,  or  bone  marrow ; the  actual  origin 
of  its  chemical  formation  is  yet  an  unsolved 
problem. 


News  Notes 


American  College  of  Surgeons — Local  Sec- 
tion. 

The  Sectional  Meeting  of  the  American  Col- 
lege of  Surgeons  for  the  states  of  Virginia. 
West  Virginia,  Maryland  and  the  District  of 
Columbia  is  to  be  held  at  Roanoke,  Virginia, 
on  January  18  and  19,  1928,  with  headquarters 
at  the  Patrick  Henry  Hotel. 

The  program  includes  dry  clinics  in  the 
Roanoke  hospitals,  clinical  addresses,  scientific 
meetings,  and  a Hospital  Standardization  pro- 
gram consisting  of  a round  table  conference, 
discussions,  and  visits  to  hospitals.  A com- 
munity Health  meeting  will  be  held  on  the 
evening  of  January  18. 

A distinguished  group  of  visiting  surgeons 
will  participate  in  the  program  of  clinical  ad- 
dresses and  scientific  papers.  The  complete 
detailed  program  has  been  sent  members. 

Information  about  the  various  hospital  con- 
ferences and  scientific  meetings  can  be  ob- 
tained at  the  Registration  Desk  in  the  Patrick 
Henry  Hotel. 

Mark  your  calendar  now  for  these  dates. 
The  Executive  Committee  is  depending  upon 
every  Fellow  of  the  College  to  do  his  part  in 
making  the  Virginia,  West  Virginia,  Mary- 
land and  District  of  Columbia  Sectional  Meet- 
ing a success. 

Enforcement  of  Caustic  Poison  Act  Begun. 

The  branch  stations  of  the  Food,  Drug  and 
Insecticide  Administration  of  the  United 
States  Department  of  Agriculture,  which  are 
located  in  sixteen  of  the  leading  trade  cen- 
ters  of  the  United  States,  have  been  instructed 
to  make  a survey  in  their  respective  territories 
of  the  jiroducts  subject  to  the  Federal  Caustic 
Poison  Act  and  to  initiate  such  action  as  may 
be  necessary  for  the  enforcement  of  the  act. 

The  purpose  of  the  act  is  to  safeguard  the 
distribution  and  sale  of  certain  dangerous 
caustic  or  corrosive  acids,  and  alkalies  in  in- 
terstate and  foreign  commerce.  It  became  a 
law  on  March  4,  1927,  but  no  penalties  were 
to  be  imposed  until  September  4,  1927,  six 
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months  after  its  enactment.  Manufacturers 
of  the  products  subject  to  the  act  have  now 
had  over  nine  months  in  which  to  familiarize 
themselves  with  the  requirements  of  the  act 
and  to  label  their  preparations  in  accordance 
with  its  terms.  It  provides  in  general  that 
dangerous  caustic  or  corrosive  acids  and  alka- 
lies, when  in  a container  suitable  for  house- 
hold use,  shall  bear  a conspicuous  and  easily 
legible  label  containing  the  common  name  of 
the  substance;  the  name  and  place  of  business 
of  the  manufacturer,  packer,  seller,  or  dis- 
tributor; the  word  "Poison”  to  be  in  uncon- 
densed, Gothic  capital  letters,  in  type  not 
smaller  than  the  largest  type  used  on  any 
part  of  the  label;  the  label  shall  also  bear 
directions  for  treatment  in  case  of  accidental 
personal  injury. 

Unveil  Tablet  to  Dr.  William  Brown. 

The  Susan  Riviere  Hetzel  Chapter,  Daugh- 
ters of  the  American  Revolution,  of  Washing- 
ton, D.  C..  recently  unveiled  a bronze  tablet  on 
the  grave  of  Dr.  William  Brown,  at  old  Pohick 
Church,  on  the  Richmond- Washington  High- 
way. Dr.  Brown  is  known  as  the  personal 
friend  and  physician  of  General  George  Wash- 
ington. and  physician  general  in  the  Conti- 
nental Army.  In  addition  to  his  services  in 
the  Revolutionary  War,  Dr.  Brown  should  be 
honored  for  his  work  on  the  first  American 
Pharmacopeia,  an  original  copy  of  which  is 
kept  in  a safety  vault  in  the  War  Department 
in  care  of  the  Surgeon  General. 

It  is  a matter  of  interest  that  Dr.  William 
Brown  is  an  ancestor  of  one  of  our  own  mem- 
bers— Dr.  Alexander  G.  Brown.  Jr.,  of  Rich- 
mond. 

Married. 

Dr.  Wilkins  Jeffries  Ozlin,  Dundas,  Va., 
and  Miss  Mary  Adams  Smallwood,  Roanoke. 
Va.,  December  21. 

Dr.  John  Thomas  Daves,  Danville,  Va.,  and 
Miss  Mary  Weldon  Kerfoot,  Shawnee,  Okla.. 
December  13. 

Dr.  John  Arnold  Board,  Altavista,  Va.,  and 
Miss  Mamie  Bowman,  Lynchburg,  Va.,  De- 
cember 14. 

Dr.  John  Robert  Bagby  and  Mrs.  Perle 
Stearnes  Robinson,  both  of  Newport  News. 
Va.,  December  10. 

Dr.  William  Richard  Morton  and  Miss 
Myrtle  Moore  Granger,  both  of  Richmond. 
December  20. 

Dr.  Luther  L.  Vann,  formerly  of  Danville, 


Va.,  and  Miss  Cornelia  Howell,  of  Mars  Hill 
College,  Asheville,  N.  C.,  December  23. 

Dr.  E.  G.  Moore,  Elm  City,  N.  C.,  and  Miss 
Ursula  Daniel,  Halifax,  N.  C.,  November  10. 
Eastern  Shore  Hospital. 

It  is  announced  that  the  new  hospital  which 
is  beino;  erected  at  Nassawadox,  near  the  bor- 
der  of  Aceomac  and  Northampton  Counties, 
Virginia,  is  to  be  opened  about  July  1,  1928. 
The  local  committee  has  been  hard  at  work 
raising  the  necessary  funds  and  fully  half  the 
people  on  “The  Shore”  have  contributed  to  the 
hospital  fund.  It  is  a four  story  brick  and 
stone  building  and  will  be  equipped  in  an  up- 
to-date  manner.  The  staff  of  the  Johnston- 
Willis  Hospital.  Richmond,  has  agreed  to 
assist  the  local  profession  and  will  have  a mem- 
ber of  its  staff  in  the  hospital  at  all  times. 

To  Succeed  Dr.  Geo.  H.  Preston. 

Dr.  Harvey  Coghill,  Richmond,  who  for 
sometime  has  been  away  studying  under  the 
Commonwealth  Fund  of  New  York,  will  suc- 
ceed Dr.  George  H.  Preston,  resigned,  as  di- 
rector of  the  Children’s  Memorial  Clinic  in 
this  city.  He  will  enter  upon  his  duties  about 
April  the  1st.  Dr.  Basil  B.  Jones  will  continue 
as  consulting  pediatrician.  Dr.  Preston  left 
the  end  of  the  year  for  Baltimore,  where  he 
is  now  executive  secretary  of  the  newlj'  or- 
ganized Maryland  Mental  Hygiene  Society 
Clinic  in  that  city. 

Dr.  W.  E.  Chapin,  a former  Richmonder 
and  alumnus  of  Johns  Hopkins  University,  is 
now  in  charge  of  the  pediatric  work,  and  Dr. 
Helen  Langner,  of  the  Yale  Medical  School, 
recently  with  the  Girls’  Service  League  of  N ev; 
York  City,  has  the  psychiatric  work. 

The  Medical  Society  of  the  District  of 

Columbia, 

At  its  annual  meeting  in  December,  elected 
officers  for  the  year  1928.  as  follows:  Presi- 
dent. Dr.  Oscar  B.  Hunter;  vice-presidents, 
Dr.  Robert  Young  Sullivan  and  Dr.  Louise 
Tayler- Jones;  secretary-treasurer,  Dr.  Coursen 
B.  Conklin  (re-elected).  New  members  of  the 
Elxecutive  Committee,  for  a term  of  three 
years,  are:  Dr.  Ralph  M.  LeComte,  Dr.  Frank 
Leech,  and  Dr.  Charles  S.  White.  Dr.  Philip 
S.  Rojr  was  re-elected  delegate  to  the  Ameri- 
can Medical  Association  with  Dr.  Thomas  A. 
Groover  as  alternate. 

Dr.  J.  B.  Dalton, 

Richmond,  left  the  first  of  this  month  for 
New  York,  to  take  post-graduate  work  in 
orthopedic  surgery.  He  will  spend  the  first 
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year  at  the  Hospital  for  Ruptured  and  Crip- 
pled in  New  York  City,  following  which  he 
will  be  at  the  Reconstruction  Hospital  in  that 
city  for  several  months.  He  will  then  go  to 
the  Robert  Jones  Clinic,  Liverpool,  England, 
for  several  months  before  returning  to  Rich- 
mond. 

The  Church  Hill  Medical  Society  of  Rich- 
mond, 

At  its  annual  meeting  in  December,  elected 
Dr.  William  R.  Weisiger  as  president  for  the 
coming  year,  Dr.  J.  G.  Trant  vice-president, 
and  re-elected  Dr.  R.  S.  Faris  secretary-treas- 
urer. Dr.  J.  Gordon  Boisseau  was  elected  re- 
porter and  Dr.  B.  L.  Phillips  librarian. 

Dr.  C.  D.  Kunkel, 

Pulaski,  Va.,  is  out  again,  after  having  been 
sick  for  several  weeks. 

Scholarships  on  Child  Development. 

A limited  number  of  national  scholarships 
in  child  development  for  1928-29  have  been 
announced  by  the  National  Research  Council, 
under  a grant  from  the  Laura  Spelman  Rocke- 
feller Memorial.  They  are  open  to  college 
graduates  of  the  United  States  and  Canada 
with  at  least  a year  of  graduate  work  and 
training  in  sciences  basic  to  the  study  of  child 
development.  They  carry  a stipend  of  $1,000 
for  nine  months’  work,  with  an  option  of  an 
additional  $200  for  a summer  session  of  six 
weeks.  Application  should  be  made  by  Janu- 
ary 21,  1928,  to  L.  R.  Marston,  executive  sec- 
retary, Committee  on  Child  Development, 
National  Research  Council,  Washington.  D.  C. 
New  Mental  Hygiene  Clinic  in  New  York 

City. 

A mental-hygiene  clinic,  which  is  an  out- 
growth of  the  experimental  clinic  established 
in  1922  by  the  National  Committee  for  Mental 
Hygiene  in  co-operation  with  the  Association 
for  Improving  the  Condition  of  the  Poor,  was 
opened  in  New  York  City  on  October  1.  This 
clinic  is  operated  jointly  for  and  by  the  State 
Charities  Aid  Association,  the  New  York  As- 
sociation for  Improving  the  Condition  of  the 
Poor,  and  he  Brooklyn  Bureau  of  Charities. 
An  annual  budget  of  $25,000  has  been  guar- 
anteed for  five  years,  half  the  funds  being  pro- 
vided by  the  agencies  and  half  by  the  Com- 
monwealth Fund. 

Dr.  G.  E.  Faulkner 

Recently  returned  to  his  home  in  South 
Boston,  Va.,  after  a visit  of  some  length  to 
friends  in  Tennessee. 


Heads  Local  Dental  Society. 

Dr.  John  Bell  Williams,  business  manager 
and  member  of  the  staff  of  McGuire  Clinic, 
this  city,  has  been  elected  president  of  the 
Richmond  Dental  Society,  for  the  current 
year. 

President  of  State  Board  of  Medical  Ex- 
aminers. 

The  Virginia  State  Board  of  Medical  Ex- 
aminers, at  its  meeting  in  Richmond,  last 
month,  elected  its  vice-president,  Dr.  Philip 
W.  Boyd,  of  Winchester,  as  president  to  suc- 
ceed the  late  Dr.  Robert  Glasgow.  Dr.  J.  H. 
Ayres,  Accomac,  was  elected  vice-president  of 
the  Board.  The  next  meeting  of  the  Board 
takes  place  June  19-22,  1928. 

Civil  Service  Positions  Open. 

The  IT.  S.  Civil  Service  Commission,  Wash- 
ington, D.  C.,  announces  the  following  open 
competitive  examinations,  applications  to  be 
rated  as  received  until  the  end  of  June,  1928: 

Assistant  medical  officer,  associate  medical 
officer,  medical  officer  and  senior  medical 
officer ; 

Dietitian ; 

Graduate  nurse,  graduate  nurse  (visiting 
duty),  and  graduate  nurse  (junior  grade). 

Proposed  Regulation  of  Child  Marrige  in 

India. 

A bill  for  the  prevention  of  marriage  of 
Hindu  girls  below  the  age  of  twelve  and  boys 
below  fifteen  came  before  the  Indian  National 
Assembly  on  September  15,  1927,  and  was  dis- 
cussed for  the  whole  sitting.  An  official 
amendment  that  the  bill  be  circulated  for  pub- 
lic opinion  was  negatived,  and  the  assembly 
thus  approved  the  principle  of  legislative  pre- 
vention of  child  marriage. 

The  Southern  Surgical  Association, 

Meeting  in  Augusta,  Ga.,  the  middle  of 
December,  had  the  record  meeting  in  its  his- 
tory of  forty  years,  with  238  surgeons,  their 
wives  and  guests  present.  Out  of  the  scien- 
tific program  of  forty  papers  thirty-seven  were 
read  and  discussed.  Dr.  Guy  Hunner,  of  Balti- 
more, presided.  Seven  new  members  were 
elected  to  Fellowship  as  follows : 

Dr.  Arthur  Shipley,  Baltimore,  Md. 

Dr.  Carrington  Williams,  Richmond,  Va. 

Dr.  R.  W.  Bolling,  New  York  City. 

Dr.  Guy  Aud,  Louisville,  Ivy. 

Dr.  L.  H.  McKinnie,  Colorado  Spi'ings,  Col. 

Dr.  Willis  D.  Gatch,  Indianapolis,  Ind. 

Dr.  L.  W.  Grove,  Atlanta,  Ga. 
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The  officers  elected  for  the  ensuing  year 
were:  President,  Dr.  Arthur  C.  Scott,  Tem- 
ple, Texas;  Vice-Presidents,  Dr.  Robert  C. 
Bryan,  Richmond,  Va.,  and  Dr.  Robert  L. 
Rhodes,  Augusta,  Ga.;  Treasurer,  Dr.  Julius 
H.  Taylor,  Columbia,  S.  C.,  and  Secretary, 
Dr.  Robert  L.  Payne,  Norfolk.  Va.  The  two 
latter  officers  were  elected  for  a period  of  five 
years.  The  next  meeting  will  be  held  Decem- 
ber 11,  12  and  13,  1928,  at  The  Greenbrier, 
White  Sulphur  Springs,  West  Virginia. 

Dr.  0.  B.  Darden, 

Richmond.  Va.,  has  been  elected  president 
of  the  Duke  University  Alumni  Association  of 
Richmond,  Petersburg  and  vicinity,  for  1928. 

Dr.  B.  B.  McCutehan, 

Clifton  Forge,  Va.,  was  recently  elected  one 
of  the  directors  of  the  Kiwanis  Club  of  that 
city,  for  the  present  year. 

Compensation  for  Child  Workers  in  Illinois. 

On  July  1,  1927,  the  new  provisions  of  the 
Illinois  workmen’s  compensation  act  came  in- 
to effect,  under  which  illegally  employed  chil- 
dren who  are  injured  in  industrial  accidents  are 
now  entitled  to  the  benefits  of  the  act  and  will 
also  receive  compensation  amounting  to  one 
and  a half  times  as  much  as  they  would  have 
received  if  they  had  been  legally  employed. 
Before  this  legislation  was  passed  illegally 
employed  children  had  no  rights  under  the 
compensation  act  but  had  to  bring  suit  against 
their  employers  under  the  common  law  in  case 
of  injury.  This  remedy,  however,  was  tried 
in  comparatively  few  cases  because  of  the  cost, 
uncertainty,  and  delay  of  court  procedure.  It 
is  expected  that  under  the  new  law  employers 
will  observe  more  carefully  the  State  child 
labor  law  and  will  demand  adequate  proof  of 
age  from  their  minor  workers. 

Central  Psychiatric  Hospital  Association. 

During  the  meeting  of  the  American  Psv- 
chiatric  Association  this  year  in  Cincinnati 
there  was  formed  the  Central  Psychiatric  Hos- 
pital Association,  which  is  composed  of  priv- 
ate sanitariums  for  the  care  and  treatment  of 
nervous  and  mental  diseases.  The  organiza- 
tion was  the  culmination  of  several  years’ 
thought  and  a feeling  that  the  necessity 
existed  for  such  an  association.  At  Minnea- 
polis in  October  permanent  officers  were 
elected  as  follows : 

President,  Dr.  Thomas  Ratliff.  Cincinnati, 
Ohio;  Vice-President,  Dr.  Russell  Doolittle. 
Des  Moines,  Iowa;  Secretary-Treasurer,  Dr.  D. 


A.  Johnston,  Cincinnati,  Ohio.  Councillors. 
Dr.  Frank  Norbury.  Jacksonville,  III.,  and  Dr. 
Karl  Menninger.  Topeka,  Ivans. 

The  purposes  of  this  Association  are  to  fos- 
ter co-operation  among  private  hospitals  for 
nervous  and  mental  diseases  for  their  mutual 
benefit  and  to  promote  and  maintain  higher 
standards,  increase  efficiency  of  organization 
and  the  advancement  of  scientific  care  and 
treatment  for  those  in  their  care. 

A committee  on  standards  was  to  meet  with 
the  council  in  Chicago,  December  14,  1927.  to 
formulate  standards  for  hospitals  of  this  type. 
College  Rank  Conferred  Upon  St.  Luke’s 

Hospital  at  Tokyo. 

State  recognition  of  the  high  rank  of  Saint 
Luke’s  International  Hospital  School  for 
Nurses,  Tsukiji.  Tokyo,  was  officially  con- 
firmed by  the  Imperial  Japanese  Department 
of  Education  bv  the  publication  under  date 
of  November  24.  1927,  of  an  official  decree 
conferring  college  (sennnon  gakko)  rank  on 
the  institution,  the  course  of  studv  being  for 
three  years,  and  one  year  extra  for  those  tak- 
ing special  higher  training. 

The  School  is  the  first  institution  for  nurses 
in  Japan  to  be  thus  recognized,  no  girls  being 
admitted  without  a diploma  from  a girls' 
high  school.  Saint  Luke’s  International  Hos- 
pital is  under  the  management  of  the  Ameri- 
can Episcopal  Mission,  its  head  being  Dr.  R. 

B.  Teusler,  surgeon  to  the  American  Embassy. 
New  Hospital  for  Crippled  Children  in  New 

Jersey. 

A citizen  of  New  Jersey  has  recently  en- 
dowed for  $1,000,000  a new  home  and  hospital 
for  crippled  children  to  be  built  in  Shrews- 
bury Township  as  a memorial  to  his  son.  and 
to  be  known  as  the  Raleigh  Fitkin  Memorial 
Institution.  It  is  to  educate  the  children  as 
well  as  to  improve  their  physical  condition. 
A self-sustaining  farm  will  be  operated  in 
connection  with  it. 

Officers  in  Omega  Upsilon  Phi  Fraternity. 

Three  Richmond  alumni  of  Nu  Chapter,  lo- 
cated at  Medical  College  of  Virginia,  were 
elected  as  grand  officers  of  Omega  Upsilon 
Phi  Medical  Fraternity  at  the  national  meet- 
ing held  recently  in  Philadelphia.  They  are: 
Dr.  W.  Ambi  •ose  McGee  as  Senior  Grand  Mas- 
ter; Dr.  Emmett  H.  Terrell  as  Grand  Scribe: 
and  Dr.  Clifford  A.  Folkes  as  Grand  Chancellor 
of  Exchequer.  At  this  meeting,  Mrs.  McGee 
was  awarded  a $25.00  prize  for  the  best  song 
submitted  to  the  1927  convention. 
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Dr.  and  Mrs.  Charles  E.  Conrad, 

Harrisonburg,  Va.,  recently  enjoyed  a vaca- 
tion spent  in  New  York  City. 

Diagnostic  Standards  of  Tuberculosis. 

Early  in  this  year,  all  tuberculosis  associa- 
tions in  the  United  States  plan  to  put  on  an 
early  diagnosis  campaign. 

In  this  connection,  it  is  stated  that  in  1917 
a Committee  on  Diagnostic  Standards,  ap- 
pointed by  the  National  Tuberculosis  Associa- 
tion, set  to  work  to  formulate  as  simply  and 
accurately  as  possible  standards  and  criteria 
for  the  diagnosis  of  tuberculosis.  The  seventh 
edition  of  the  booklet  prepared  by  this  com- 
mittee— “Diagnositc  Standards  for  Pulmo- 
nary and  Glandular  (Hilum)  Tuberculosis” — 
was  published  November,  1926.  It  contains 
much  of  interest  for  the  general  practitioner 
and  tuberculosis  specialists,  and  may  be  ob- 
tained free  from  the  National  Tuberculosis 
Association,  370  Seventh  Avenue,  New  York 
City. 

U.  S.  Public  Health  Service  Annual  Report. 

The  Surgeon  General  of  the  U.  S.  Public 
Health  Service,  in  his  annual  report,  states 
that  health  conditions  generally  throughout 
the  world  were  better  during  the  year  ended 
June  30,  1927,  than  for  any  previous  year  on 
record.  The  first  half  of  the  year  covered  in 
this  report  was  characterized  by  unusually  low 
death  rates  in  foreign  countries.  The  influenza 
epidemic  which  affected  a considerable  part  of 
Europe  at  that  time  kept  it  from  being  much 
lower. 

The  health  of  the  people  in  the  United  States 
was  generally  good  during  the  period  reported, 
as  compared  with  previous  years,  the  death 
rate  for  all  causes  for  the  calendar  year  of 
1926,  in  28  states,  being  12.1  per  1,000  popu- 
lation. There  was  an  increase  in  this  period 
in  deaths  from  respiratory  diseases  but  a de- 
crease in  the  death  rate  from  a number  of  dis- 
eases, the  case  and  death  rate  for  diphtheria 
being  the  lowest  ever  recorded.  This,  it  was 
stated,  was  undoubtedly  the  result  of  the  use 
of  antitoxin  and  toxin-antitoxin.  The  work 
of  the  Service  is  far-reaching  and  the  report 
is  excellent. 

In  closing,  the  Surgeon  General  makes  sev- 
eral recommendations  for  the  co-ordination  of 
public  health  activities  which  would  tend  to 
eliminate  duplication  of  effort  in  administra- 
tion, research,  and  educational  measures,  such 
as  would  prove  a decided  step  forward  in  the 
public  health  work  of  the  United  States. 
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Babies’  Hospital  to  be  in  Medical  Center. 

Excavations  have  been  begun  for  a twelve 
story  building  for  the  Babies’  Hospital  of 
New  York  City,  as  the  eleventh  unit  of  the 
New  York  Medical  Center.  It  is  expected  that 
it  will  cost  approximately  a million  and  a half 
to  build  and  equip  this  building,  and  a cam- 
paign will  be  put  on  during  the  winter  months 
to  raise  money  for  this  purpose. 

World  Child-Labor  Standards. 

Eighteen  countries  have  'ratified  the  draft 
convention  adopted  by  the  International  Labor 
Office  and  submitted  to  the  member  nations 
of  the  League  of  Nations,  which  places  the 
minimum  age  for  entrance  into  industry  at 
14  years,  and  20  countries  have  ratified  that 
prohibiting  night  work  of  minors  under  18 
in  industry,  with  certain  exceptions  for  those 
over  16. 

The  Seaboard  Medical  Association  of  Vir- 
ginia and  North  Carolina 

Held  a splendid  meeting  in  Norfolk,  Va.. 
early  in  December,  under  the  presidency  of 
Dr.  B.  R.  Kennon  of  that  city.  The  papers 
were  excellent  and  freely  discussed  and  the 
oyster  roast  the  last  day  was  enjoyed  by  all. 
The  following  officers  were  elected  for  the  1928 
session  which  is  to  be  held  in  Washington. 
N.  C-,  next  December : President,  Dr.  David 
T.  Tayloe,  Jr.,  Washington,  N.  C. ; vice-presi- 
dents, Dr.  C.  W.  Eley,  Portsmouth,  Va. ; Dr. 
S.  P.  Bass,  Tarboro,  N.  C. ; Dr.  C.  C.  Smith. 
Norfolk;  and  Dr.  V.  P.  Perry,  Kinston,  N.  C. 
Dr.  Clarence  Porter  Jones,  Newport  News. 
Va.,  and  Dr.  A.  M.  Burfoot,  Fentress,  Va.. 
were  re-elected  secretary  and  treasurer,  re- 
spectively. 

American  Social  Hygiene  Association. 

As  evidence  of  the  large  amount  of  work 
accomplished  by  this  Association  in  the  past 
year,  it  is  stated  that  they  covered  300,000 
miles  in  their  field  work  during  1927,  and  the 
Association’s  staff  gave  a total  of  1,125  lectures, 
which  were  attended  by  260,000  persons.  Much 
other  work  is  featured  in  the  report  of  this  As- 
sociation which  endeavors  to  help  where  serv- 
ice is  needed.  It  is  interesting  to  note  that  the 
Association  gave  special  summer  courses  in 
lectures  at  the  University  of  Virginia  and 
William  and  Mary  College,  and  a special  in- 
stitute for  teachers  was  provided  also  in  Har- 
risonburg. Va. 

Dr.  Emory  Hill, 

Richmond,  Va.,  by  int’itation,  gave  an  ad- 
dress at  the  annual  dinner  of  the  Indiana 
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Academy  of  Ophthalmology  and  Otolaryn- 
gology, in  Fort  Wayne,  the  middle  of  Decem- 
ber. 

Thanks  to  our  Members. 

The  responses  have  been  good  to  the  blue 
slips  placed  in  the  December  journals.  We 
realize,  however,  that  December  is  a heavy 
month,  with  Christmas,  taxes,  automobile 
licenses  and  innumerable  other  matters  to 
wind  up  a year.  Now  that  we  are  getting  back 
to  normal  again,  however,  we  hope  many  more 
members  may  look  up  the  ‘‘blue  slips”  in  their 
December  journals  and  send  checks  for  1928 
dues.  No  one  knows  better  than  doctors  what 
it  costs  in  time  and  postage  to  get  out  bills. 
This  is  just  “a  word  to  the  wise”. 

Employment  Success  of  Mental  and  Physi- 
cal Defectives  in  England. 

Of  1,056  children  18  years  of  age  or  -under, 
who  in  1926  were  “after-care”  cases  of  special 
schools  for  mental  defectives  in  London,  801 
were  found  to  be  gainfully  employed,  128  were 
employable  though  temporarily  out  of  work, 
and  only  88  were  unemployable,  according  to 
the  annual  report  of  the  London  County  Coun- 
cil for  1926.  The  After-Care  Association  for 
blind,  deaf,  and  crippled  children  reported 
that  during  a recent  year  1.248  of  1,580  former 
inmates  of  institutions  for  these  classes  of 
children  were  known  to  be  gainfully  employed, 
123  were  found  unemployable,  and  the  re- 
mainder were  continuing  training  or  were  not 
yet  placed. 

Dr.  Claude  M.  Lee, 

Who,  with  his  family  returned  from  China 
when  all  foreign  missionaries  were  ordered  to 
leave  the  country  last  summer,  recently  re- 
ceived orders  to  return  to  his  post  and  ex- 
pected to  leave  early  in  January  for  Shanghai 
where  he  will  be  located  while  re-organizing 
his  work  and  hospital  at  Wusih. 

Dr.  C.  H.  Iden, 

Berry ville,  Va.,  has  been  elected  junior  war- 
den for  Treadwell  Lodge  A.  F.  & A.  M.,  of 
that  place,  for  the  year  1928. 

The  Southern  Medical  Association, 

At  its  meeting  in  Memphis,  Tenn..  in  No- 
vember. elected  Dr.  William  R.  Bathurst. 
Little  Rock,  Ark.,  president;  Dr.  Edward  C. 
Ellett.  Memphis,  and  Dr.  William  L.  Dunn. 
Asheville,  N.  C.,  vice-presidents;  and  re-elected 
Mr.  C.  P.  Loranz,  Birmingham,  Ala.,  secre- 
tary-manager. The  next  meeting  is  to  be  held 
in  Asheville.  N.  C.,  November  12-15,  1928. 


The  Virginia  State  Health  Association, 

Meetng  in  Suffolk.  January  4th,  under  the 
presidency  of  Dr.  L.  L.  Williams,  of  the  State 
Health  Department,  elected  the  following  offi- 
cers for  the  ensuing  year:  President,  Dr.  C.  B. 
Ransome.  Roanoke;  vice-presidents.  Dr.  C.  H. 
Dawson.  Suffolk,  and  Dr.  P.  M.  Chichester. 
Clarendon ; secretary-treasurer,  Dr.  Powhatan 
S.  Schenck  (re-elected),  Norfolk. 

Dental  Work  for  School  Children  in  Ger- 
many. 

Of  92  German  cities  having  populations  of 
more  than  50,000,  a total  of  50  are  maintaining 
dental  clinics  for  school  children,  while  in  the 
other  cities  free  examinations  and  treatment 
are  provided  at  university  clinics,  bv  private 
dentists  employed  by  the  municipality,  or 
through  sickness-insurance  funds.  In  at  least 
28  cities  the  service  is  extended  to  the  compul- 
sory continuation  schools.  The  municipalities 
meet  almost  the  entire  cost  of  the  service, 
though  some  collect  a small  fee  from  the  pa- 
tients. 

No  Juvenile  Crime  Wave  in  Norfolk,  Va. 

The  juvenile  and  domestic  relations  court  of 
Norfolk.  Va.,  has  reported  that  since  its  es- 
tablishment in  1919  less  than  1 per  cent  of 
the  minors  under  18  years  of  age  who  have 
been  brought  before  the  juvenile  court  have 
subsequently  been  convicted  of  any  criminal 
offence.  Moreover,  the  total  volume  of  crime 
in  the  city  has  apparently  steadily  decreased. 
The  total  indictments  for  felony  before  the 
grand  jury  during  1923-1927,  inclusive,  were 
less  than  half  the  number  during  the  five-vear 
pei’iod  immediately  preceding. 

Dr.  Warren  T.  Vaughan, 

Of  Richmond,  Va..  addressed  the  Academy 
of  Medicine  of  Toledo,  Ohio,  at  their  Decem- 
ber meeting  on  “The  Correlation  of  Specific 
and  Non-Specific  Factors  in  Allergy.” 

Dr.  A.  S.  Davis, 

Of  the  class  of  '26,  Medical  College  of  Vir- 
ginia, after  a year’s  internship  at  St.  Luke’s 
Hospital,  San  Francisco,  Cal.,  is  now  located 
at  9311  East  Fourteenth  Street,  Oakland,  Cal. 
Dr.  Allan  M.  Kimbrough, 

"Who  has  been  for  sometime  taking  post- 
graduate work  in  orthopedics  in  the  New  York 
Orthopedic  Dispensary  and  Hospital,  spent  the 
holidays  with  relatives  in  Richmond,  Va.,  his 
former  home. 

The  Dangerous  Age  in  Employment, 

Children  16  and  17  years  of  age  suffer  pro- 
portionately more  injuries  while  at  work  than 
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children  either  older  or  younger,  according 
to  a recent  report  of  the  Wisconsin  Industrial 
Commission  on  child  labor  in  that  State. 

Dr.  Albert  E.  Wilson, 

Norfolk,  Va.,  announces  the  removal  of  his 
offices  from  Withers  Building  to  Medical  Arts 
Building,  that  city. 

Dr.  and  Mrs.  Howard  Masters, 

Richmond,  spent  the  holiday  season  at  their 
former  home  in  Fredericksburg,  Va. 
Intelligence  Tests  for  Blind  Children. 

During  the  last  10  years,  intelligence  tests 
adapted  for  blind  children  from  the  tests  used 
for  children  with  normal  sight  have  been  given 
in  more  than  half  the  schools  for  the  blind  in 
the  United  States.  The  Pennsylvania  Insti- 
tute for  the  Instruction  of  the  Blind  in 
Pennsylvania  and  the  Perkins  Institute  for  the 
Blind  in  Massachusetts  have  undertaken  ex- 
perimental studies  in  the  psychology  of  the 
blind,  in  the  hope  that  such  research  will  ulti- 
mately do  for  the  education  of  the  blind  what 
is  being  done  for  the  general  educational  sys- 
tem of  the  country,  through  the  classification 
of  students  according  to  ability,  the  diagnosis 
of  their  individual  difficulties,  and  vocational 
guidance. 

Dr.  Richard  P.  Bell, 

Staunton,  Va.,  was  recently  elected  presi- 
dent of  the  Staunton  and  Augusta  Alumni 
Association  of  the  University  of  Virginia  for 
1928. 

Dr.  J.  Shelton  Horsley, 

Richmond,  on  December  the  7th,  presented 
a paper  by  invitation  before  the  Society  of 
Alumni  of  Bellvue  Hospital,  New  York  City, 
his  subject  being  “Some  Underlying  Princi- 
ples of  Intestinal  Therapy.”  Dr.  Horsley  is 
one  of  the  five  honorary  members  of  this 
Society. 

The  American  Legion  Believes  in  Home 

Care. 

Of  the  523  children  in  care  of  the  child- 
welfare  division  of  the  American  Legion  at 
the  end  of  October,  391  were  in  the  mothers’ 
homes,  39  with  relatives,  45  in  foster  homes, 
and  only  48  in  legion  billets,  local  institutions, 
or  hospitals.  During  October  the  per  capita 
cost  of  providing  for  children  in  their  owui 
homes  was  $10.75;  in  local  institutions,  $24.48; 
and  in  legion  billets,  $70. 

The  Richmond  Eye,  Ear,  Nose  and  Throat 
Society 

Held  its  annual  meeting  in  this  city,  Decem- 


ber the  12th,  with  Dr.  T.  E.  Hughes,  Vice- 
President,  presiding.  Dr.  R.  E.  Mitchell  was 
elected  President  for  the  coming  year  and 
Dr.  W.  S.  Hodnett,  Vice-President.  Dr.  F.  H. 
Lee  was  re-elected  Secretary-Treasurer. 

It  was  announced  at  this  meeting  that  the 
retiring  president,  Dr.  R.  H.  Wright,  who 
was  badly  hurt  in  the  accident  at  Tate  Field, 
early  in  November,  had  left  the  hospital  the 
first  week  in  December  and  expected  to  be 
able  to  resume  his  practice  the  first  of  Feb- 
ruary. 

Dr.  and  Mrs.  Tom  Williams 

Have  returned  to  Miami  Beach,  Fla.,  after- 
spending  the  summer  and  early  fall  in  Italy. 
Since  their  return,  Dr.  Williams  has  visited 
the  principal  neurological  clinics  in  the  East 
and,  on  his  way  South,  spoke  before  several 
medical  societies  and  colleges. 

Dr.  and  Mrs.  J.  T.  Buxton, 

Who  have  been  for  several  months  in  the 
Adirondacks,  spent  the  Christmas  holidays 
with  their  family  in  Newport  News,  Va.  They 
left  early  in  January  for  California  and  points 
of  interest  on  the  West  Coast,  and  will  be  away 
several  months  longer. 

The  Richmond  Pediatric  Society, 

At  its  meeting  the  first  of  this  month,  elected 
Dr.  T.  D.  Jones  president;  Dr.  John  S.  Weitzel 
vice-president;  and  re-elected  Dr.  W.  Ambrose 
McGee  secretary-treasurer. 

Dr.  Samuel  Downing, 

Newport  News,  Va.,  was  called  to  his  home 
in  Lancaster  County,  Va.,  the  latter  part  of 
December  by  the  illness  and  dbath  of  hi£ 
father.  Senator  Thomas  A.  Downing, — for 
many  years  a prominent  and  popular  figure 
in  Virginia  politics. 

Dr.  James  A.  Martin, 

Lumberton,  N.  C.,  of  the  class  of  ’15,  Medi- 
cal College  of  Virginia,  was  elected  President 
of  Robeson  County,  N.  C.,  Medical  Society,  at 
its  regular  meeting  the  middle  of  December. 
At  the  same  time,  Dr.  E.  L.  Bowman,  Lumber- 
ton,  of  the  class  of  ’14,  was  elected  a Censor. 
Other  officers  elected  at  this  meeting  were  Dr. 
C.  T.  Johnson,  Red  Springs,  Vice-President, 
and  Dr.  J.  N.  Britt,  Lumberton,  Secretary- 
Treasurer.  The  other  Censors  are  Drs.  J. 
McN.  Smith,  of  Rowland,  and  R.  S.  Beam,  of 
Lumberton. 

Dr.  Frank  McLeod,  Florence,  S.  C.,  was  the 
speaker  of  the  evening,  and  told  of  the  ad- 
vances in  medicine  and  surgery  since  he  began 
practice  nearly  forty  years  ago. 
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Dr.  James  L.  Early, 

Radford,  Va..  was  elected  one  of  the  direc- 
tors of  the  Radford  Kiwanis  Club,  at  its  an- 
nual meeting  early  in  December. 

Will  Speak  in  Richmond. 

Dr.  Louis  B.  Wilson,  director  of  the  Mayo 
Foundation  for  Medical  Education  and  Re- 
search, will  be  the  founder’s  day  speaker  of 
the  ninetieth  session  of  the  Medical  College  of 
Virginia,  Richmond,  on  Friday,  January  20, 
1928.  At  the  same  time  the  cornerstone  will 
be  laid  for  Cabaniss  Hall,  the  new  women’s 
dormitory  which  will  serve  chiefly  the  school 
of  nursing.  This  building  will  house  one  hun- 
dred and  thirty-four  young  women  and  will 
cost  approximately  two  hundred  thousand  dol- 
lars. 

Dr.  Charles  McCulloch, 

After  a five  year  ‘‘furlough”,  recently  re- 
sumed the  practice  of  medicine,  with  offices  in 
Lexington.  Va. 

For  Sale: 

X-Ray  Tube  Stand  and  High  Frequency 
Outfit,  in  excellent  condition.  Diethermy, 
Oudin,  Tesla  currents;  Cautery  and  Diagnos- 
tic Lights  obtainable  conveniently.  Address 
“Tesla,”  care  ATrginia  Medical  Monthly. 


Obituary 


Dr.  Presley  W.  Moorehead, 

Clarendon,  Va.,  died  at  his  home  in  that 
place,  November  29,  at  the  age  of  sixty-seven. 
Dr.  Morehead  studied  medicine  at  the  College 
of  Physicians  and  Surgeons,  Baltimore,  from 
which  he  graduated  in  1HS4  and  had  been  for 
some  years  a member  of  the  Medical  Society 
of  Virginia.  His  wife  and  several  children 
survive  him. 

The  following  resolutions  were  adopted  on 
the  death  of  Dr.  Morehead  by  the  Arlington 

County  Medical  Society,  at  a called  meeting  on 
December  the  5th : 

WHEREAS,  It  has  pleased  our  Heavenly  Father 
to  remove  from  the  scene  of  his  earthly  labors  our 
fellow  practitioner,  Presley  W.  Morehead,  M.  D.,  of 
Clarendon,  on  Tuesday,  November  29,  1927;  there- 
fore, be  it 

RESOLVED,  That  the  physicians  of  Arlington 
County  deplore  the  death  of  Dr.  Morehead,  and 
hereby  express  our  sincere  sorrow  and  grief  to  his 
beloved  wife  and  children,  and  his  many  friends,  and 
be  it  further 


RESOLVED,  That  a copy  of  these  resolutions  be 
sent  to  his  bereaved  wife,  whom  we  sincerely  con- 
dole with  on  her  loss;  that  a copy  of  these  reso- 
lutions be  spread  upon  the  minutes  of  the  Society. 

H.  A.  Hornthal,  President , 

B.  H.  Swain,  Sec.-Treas., 

J.  H.  Walton, 

W.  C.  Welburn, 

Committee. 

Dr.  Morton  Eldridge  Hundley. 

A cablegram  received  in  Martinsville,  Va.. 
on  January  the  2nd.  announced  the  death  that 
morning  of  Dr.  Hundley,  of  that  place,  at 
Saint  Moritz,  Switzerland,  following  an  ill- 
ness of  several  days  with  pneumonia.  Dr. 
Hundley  was  recently  married  for  the  second 
time  and  had  gone  to  Europe  with  the  ex- 
pectation of  spending  the  winter  months.  He 
was  flftA’-two  years  of  age  and  graduated  in 
medicine  from  the  former  University  College 
of  Medicine,  Richmond,  in  1899,  joining  the 
Medical  Society  of  Virginia  that  same  year. 

Resolutions  on  Death  of  Dr.  Robert  Glasgow. 

The  Virginia  State  Board  of  Medical  Ex- 
aminers. at  its  semi-annual  meeting  in  Decem- 
ber, adopted  the  following  resolutions  on  the 
death  of  its  president,  Dr.  Robert  Glasgow : 

Whereas,  our  dear  friend  and  companion,  Dr. 
Robert  Glasgow,  has  passed  to  his  reward,  it  seems 
fitting  that  we  who  knew  and  loved  him  should  give 
expression  in  our  sorrow  to  a few  words  of  affection 
and  appreciation. 

Each  member  of  this  Board  feels  a peculiar  and 
personal  grief  in  his  loss.  As  our  presiding  officer 
for  so  many  years,  he  showed  to  all  unfailing 
courtesy  and  fairness.  He  was  gentle  and  lovable 
as  a companion,  firm  as  the  everlasting  hills  in  his 
stand  for  right  and  honest  dealing.  He  was  a Vir- 
ginian of  the  old  school,  a beloved  physician,  who 
impressed  those  who  knew  him  with  his  simplicity 
wisdom  and  Christian  dignity.  In  his  death,  the 
state  has  lost  a good  citizen  and  faithful  official,  the 
medical  profession  a loyal  physician  of  the  highest 
type  and  the  Examining  Board  a capable  and  helpful 
adviser. 

Your  committee  submits  these  few  words  and  asks 
that  they  be  recorded  in  the  Minutes  as  the  expres- 
sion of  our  Board  and  that  a copy  he  sent  to  Dr. 
Glasgow’s  family  and  published  in  the  Journal  of 
the  State  Medical  Society. 

(Signed) 

I.  C.  Harrison,  Chairman. 

H.  U.  Stephenson, 

G.  W.  Johnson. 

Dr.  John  William  Waldron, 

Grundy,  Va.,  died  October  23,  1927,  of  cere- 
bral hemorrhage.  Dr.  Waldron  was  born  in 
Tazewell  County,  Virginia,  seventy-five  years 
ago  and  attended  the  Louisville  Medical  Col- 
lege. He  had  been  a member  of  the  Medical 
Society  of  Virginia  since  1904. 
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PHYSIOLOGY  OF  THE  KIDNEY.* 

By  CHAS.  C.  HASKELL,  M.  D.,  Richmond,  Va. 

We  may  well  marvel  at  the  ability  of  the 
kidneys  to  eliminate  substances,  often  of  a 
toxic  nature,  over  long  periods  of  time  with- 
out suffering  serious  damage.  No  less  remark- 
able is  the  adaptability  of  these  organs, — how 
quickly  they  respond  to  the  slightest  tendency 
towards  alteration  in  the  hydrogen  ion  con- 
centration of  the  blood  plasma  by  a corre- 
sponding change  in  the  reaction  of  the  fluid 
which  they  excrete.  They  are  far  more  than 
passive  filters,  as  is  evidenced  by  the  power 
they  possess  to  retain  a crystalloid  substance, 
glucose,  and,  simultaneously,  allow  the  escape 
of  another  crystalloid,  sodium  chloride.  It  has 
been  said  that  their  activity  is  conditioned  by 
alterations  in  the  composition  of  the  blood ; 
if  this  is  true,  the  alterations  are  often  so  slight 
as  to  prevent  detection.  Thus,  sodium  chloride 
is  present  in  “normal”  urine  in  considerable 
amount;  in  salt  starvation,  with  no  appreciable 
change  in  the  chloride  content  of  the  plasma, 
this  salt  practically  disappears  from  the  urine. 
In  view  of  the  obvious  complexity  in  the  func- 
tion of  these  organs,  it  is  easy  to  understand 
the  “difficulty  of  designing  experiments  upon 
the  kidney,  of  which  the  results  shall  be  un- 
ambiguous and  crucial;”  and  we  are  prepared 
for  the  fact  that,  nearly  a century  after  the 
formulation  of  the  first  clearly  expressed 
theory  to  explain  renal  function,  conflicting 
views  are  held  by  the  leading  investigators, 
and  ignorance  is  frankly  confessed  regarding 
the  intimate  nature  of  the  processes  involved. 
Nevertheless,  advances  have  been  made,  and, 
especially  from  studies  carried  out  within  the 
last  few  years,  there  is  reason  to  believe  that 
the  outlook  for  final  solution  of  the  problem  is 
far  from  discouraging. 

In  1842,  Bowman  described  the  microscopic 
appearance  of  the  glomerulus  and  tubule. 
From  his  morphological  studies,  he  ascribed  to 
the  tubular  epithelium  the  function  of  form- 

*Read as  part  of  the  symposium  on  Diseases  of  the  Kidney, 
at  the  fifty-eighth  annual  meeting  of  the  MedicaJ  Society  of 
Virginia,  in  Petersburg,  October  18-20,  1927. 


ing  urine  by  a process  of  secretion,  similar  to 
that  occurring  in  various  other  glandular  or- 
gans. He  suggests,  with  some  vagueness,  that 
through  the  glomerular  vessels  water  escapes, 
presumably,  by  filtration.  Two  years  later, 
Ludwig  suggested  clearly  that  filtration  of  a 
complete  urine  through  the  capsular  epithe- 
lium takes  place,  and  that,  by  the  known 
physico-chemical  laws,  this  filtrate  is  concen- 
trated in  its  passage  down  the  tubules. 

It  was  not  until  1874  that  the  problem  was 
attacked  by  experimental  methods.  In  this 
year,  Heidenhain  reported  that  indigo-carmine, 
injected  into  the  circulation,  appeared  to  be 
secreted  by  the  cells  of  the  tubules.  From  his 
observations,  he  concluded  that  both  glomeru- 
lar and  tubular  epithelium  actively  secrete. 

In  the  half  century  following  Heidenhain’s 
report,  numerous  papers  dealing  with  renal 
function  appeared,  some  authors  supporting 
one,  and  some  the  other  view  as  to  the  processes 
involved.  In  1917,  Cushnv  proposed  the  so- 
called  “modern”  theory.  According  to  this 
theory,  the  glomeruli  form  a protein-free  fil- 
trate from  the  blood  plasma;  this  filtrate,  in 
its  passage  down  the  tubules,  assumes  the 
characteristics  of  bladder  urine  through  “se- 
lective absorption”  manifested  by  the  tubular 
epithelium. 

For  convenience,  the  views  regarding  the 
nature  of  glomerular  function  may  first  be 
discussed  in  detail.  From  the  structure  of  a 
renal  glomerulus,  it  is  obvious  that  the  ar- 
rangement is  well  suited  for  filtration.  A rela- 
tively large  afferent  vessel  breaks  up  into  a 
number  of  branches,  from  which  the  blood  is 
conducted  by  a narrower  efferent  channel.  The 
capillary  tuft  lies  within  the  expanded  end  of 
the  tubule,  separated  from  the  lumen  of  the 
latter  by  a single  delicate  layer  of  cells.  The 
filtration  pressure  is  the  difference  between 
intracapillary  and  intratubular  pressure;  con- 
sequently, an  increase  of  the  pressure  in  the 
capillaries  or  a fall  of  that  in  the  tubules  should 
increase  the  amount  of  filtration.  The  early 
experiments  of  Goll  appeared  to  offer  support 
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to  the  view  that  the  glomerular  function  was 
filtration;  various  procedures  which  raised 
arterial  blood  pressure  caused  an  increased  for- 
mation of  urine.  Against  this,  it  was  argued 
that  there  occurred  not  only  an  increase  of  in- 
tracapillary pressure  but  also  of  rate  of  flow 
through  these  vessels  when  the  general  arterial 
pressure  was  elevated : consequent^,  the 
heightened  urine  formation  might  result  merely 
from  more  active  secretion  because  of  the  larger 
blood  supply. 

Increased  intracapillary  pressure  may  be 
brought  about  not  only  by  raising  arterial  pres- 
sure but  also  by  retarding  the  flow  through  the 
efferent  vessel.  "When  the  renal  vein  is  com- 
pressed. with  a consequent  rise  of  intracapil- 
lary pressure,  instead  of  the  expected  increase 
in  urine  formation,  there  occurs  actually  a 
decrease.  This  seemed  to  offer  evidence  against 
the  filtration  theory:  but  it  has  been  explained 
satisfactorily  in  harmony  with  this  theory.  In 
the  first  place,  complete  occlusion  of  the  renal 
vein  leads  to  such  an  engorgement  of  the  kid- 
neys that  the  tubules  are  compressed,  thus  pi'e- 
venting  the  flow  of  fluid  through  them.  Re- 
tardation of  the  flow  of  blood  through  the 
capillaries  allows  of  a more  complete  filtering 
off  of  the  fluid  of  the  blood  plasma:  conse- 
quently. the  non-filterable  colloids  become  much 
concentrated.  It  has  been  demonstrated  that 
these  colloids  are  capable  of  exerting  osmotic 
tension;  under  the  conditions  present  in  the 
glomerulus,  this  osmotic  tension  opposes  fil- 
tration : consequently,  the  rising  concentration 
of  the  colloids  offers  an  adequate  explanation 
for  the  diminished  urine  formation. 

Occlusion  of  the  renal  artery  leads  to  a 
prompt  cessation  in  the  production  of  urine: 
on  re-establishing  the  blood  flow,  it  has  been 
stated,  the  kidneys  do  not  immediately  start 
functioning  and  the  amount  of  urine  may  be 
permanently  decreased.  If  the  glomerular 
function  is  one  of  filtration  merely,  it  has  been 
argued,  deprivation  of  blood,  injuring  the 
cells,  should  render  them  more  permeable,  and. 
consequently,  should  increase  the  amount  of 
urine.  The  accuracy  of  the  observation  has 
been  questioned:  even  if  it  does  occur  as 
claimed,  it  must  be  remembered  that  glomerular 
filtration,  normally  through  living  cells,  is  an 
entirely  different  process  from  the  passage  of 
fluid  through  a dead  membrane,  and  injury  to 
the  cells  may  interfere  just  as  well  with  filtra- 
tion as  with  secretion. 


In  1914,  Richards  and  Drinker  deA’ised  an 
apparatus  by  means  of  which  it  is  possible  to 
pump  blood  through  the  kidney  of  an  experi- 
mental animal  at  a constant  rate,  regardless 
of  changes  in  pressure.  Employing  this  ap- 
paratus, it  was  subseqeuently  shown  that  in- 
crease in  pressure,  with  no  increase  in  the  rate 
of  blood  flow,  sufficed  to  cause  an  increased 
amount  of  urine, — this  evidence  finally  settling 
the  much-discussed  question  and  constituting 
an  argument  in  fa\-or  of  the  view  that  the 
glomerular  function  is  one  of  filtration. 

Two  arguments  against  the  view  that  filtra- 
tion occurs  through  the  capsule  have  not  been 
answered  satsifaetorily  as  yet.  First,  a rise 
of  intratubular  pressure  should  oppose  filtra- 
tion and  lessen  the  amount  of  urine:  on  the 
contrary,  it  is  found  that,  within  limits,  in- 
creasing intratubular  pressure  leads  to  an  in- 
creased rate  of  urine  formation.  Oushny  sug- 
gests that  this  is  due  to  a reflex  involving  the 
A*essels;  evidence  in  support  of  this  is  want- 
ing. Secondly,  in  testing  blood  plasma  and 
capsular  fluid  obtained  at  the  same  time. 
Richards  and  his  collaborators  find  that  the 
latter  may  have  a higher  chloride  content  than 
the  former.  These  latter  obserA'ations  do  not 
conA’ince  Richards  that  secretion  takes  place 
through  the  capsule,  but  they  “show  the  neces- 
sity of  a further  scrupulous  investigation  of 
the  fashion  in  which  a physical  process  ’ 
be  modified  when  it  takes  place  through  the 
living  walls  of  tidies  of  capillary  size.” 

A vast  amount  of  experimentation  has  been 
carried  on  in  the  attempt  to  determine  the 
nature  of  tubular  activities.  Much  of  the  early 
work  may  be  discarded  because  of  obvious 
technical  errors  or  unjustified  inferences.  Thus, 
the  mere  presence  of  indigocarmine  in  the  lu- 
men and  cells  of  the  tubules  may  indicate  ab- 
sorption taking  place  or  it  may  arise  just  a 
Avell  from  the  escape  of  the  dye  out  of  the 
vessels  into  the  tubular  epithelium  and  subse- 
quent secretion  by  these  cells.  The  presence 
of  urates,  chlorides,  or  other  salts  in  higher 
concentration  in  the  tubules  may  indicate  either 
secretion  of  these  substances  or  absorption  of 
water  and  other  urinary  constituents.  Of  more 
significance  are  the  obserA’ations  of  Hirokawa. 
showing  that  the  osmotic  pressure  of  the  renal 
cortex  is  remarkably  constant  and  appreciate 
loAver  than  that  of  the  medulla,  and  of  Nishi. 
in  which  it  was  found  that  in  aglycosuric  an:- 
mals.  sugar  was  absent  from  the  medulla  but 
present  in  the  cortex. 
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In  the  past  few  years,  definite  proof  has 
been  secured  that  absorption  occurs  in  the  tu- 
bules. Wearn  and  Richards  succeeded  in  ob- 
taining- sufficient  glomerular  fluid  for  cherni- 
cal  analysis;  they  found  that  it  contained  botli 
sugar  and  chlorides  at  a time  when  the  blad- 
der urine  was  free  of  these  substances.  These 
experiments  have  been  confirmed  by  White  and 
Schmitt,  and  there  now  remains  no  question 
as  to  the  ability  of  the  tubular  cells  to  abstract 
both  chlorides  and  sugar  from  the  glomerular 
fluid.  That  absorption  is  the  sole  function  of 
the  tubular  cells  is  not  by  any  means  clear. 

Marshall  and  his  associates  have  demon- 
strated conclusively  that  after  the  intravenous 
injection  of  certain  dyes,  they  appear  in  higher 
concentration  in  the  tubular  epithelium  than 
elsewhere,  and  they  oiler  arguments  of  prac- 
tically a convincing  nature  in  support  of  the 
view  that  their  presence  is  due  to  abstraction 
from  the  blood  by  the  tubular  ceils  and  not  to 
absorption  from  the  lumen.  Accepting  the 
evidence  of  Nash  and  Benedict  as  to  the  for- 
mation of  ammonia  by  the  kidney,  we  are  com- 
pelled to  explain  the  elimination  of  this  sub- 
stance in  the  urine  as  the  result  of  secretory 
activity.  While  the  dyes  must  be  looked  upon 
as  foreign  substances,  ammonia  is  a normal 
urinary  constituent,  and  its  presence  in  the 
urine  considered  as  evidence  of  a normal  se- 
cretory process  occurring  somewhere  in  the 
kidney.  It  is  difficult  to  escape  the  conclusion, 
therefore,  that  the  tubular  cells  possess  the 
power  of  secreting  certain  substances  just  as 
they  are  abm  to  absorb  others. 

Accepting,  with  reservations,  the  view  that 
the  glomeruli  form  a protein-free  filtrate  from 
the  blood  plasma  and  that  this  fluid  is  altered 
in  its  passage  down  the  tubules  by  the  peculiar 
activities  of  the  lining  cells,  the  question  still 
remains  as  to  what  influences  are  responsible 
for  the  quantitative  changes  in  renal  activity. 
Obviously,  increase  in  either  the  rate  of  flow 
or  in  pressure  of  the  blood  in  the  glomerular 
capillaries  should  increase  the  amount  of  glo- 
merular filtration.  In  a series  of  beautiful 
experiments,  Richards  and  his  associates  have 
observed  changes  in  intraglomerular  pressure 
that  may  occur  entirely  independently  of  syste- 
mic alterations  in  blood-pressure  and  they  have 
shown  that  many  of  the  commonly  used  diuret- 
ics owe  their  influence  to  the  ability  to  effect 
either  an  increase  in  the  rate  of  flow  through 
the  capillaries  or  of  the  pressure  within  these 
vessels. 


Most  instructive  were  the  observations  on 
variations  in  the  number  of  active  glomeruli, 
as  observed  in  the  living  kidney  of  the  frog. 
During  comparatively  short  periods  of  time, 
the  vessels  within  a given  tuft  contracted, 
causing  a disappearance  of  the  glomerulus; 
while  in  another  portion  of  the  field,  estab- 
lishment of  blood  flow  through  previously  con- 
tracted capillaries  rendered  visible  and  indi- 
cated beginning  activity  of  another  g.omeru- 
lus.  The  addition  of  epinephrin  in  appropri- 
ate concentrations  to  the  blood  of  the  renal 
artery  led  to  an  enormous  increase  in  the  num- 
ber of  active  glomeruli,  which  is  explained  by 
a relatively  greater  constrictor  action  of  this 
drug  on  the  efferent  vessels  than  on  the  affer- 
ent. Caffeine,  likewise,  increased  the  number 
of  active  glomeruli,  because  of  the  power  of 
this  drug  to  cause  greater  relaxation  of  the 
afferent  than  of  the  efferent  vessels.  In  short, 
through  reference  to  alterations  in  capillary 
How  or  pressure,  Richards  sees  an  adequate  ex- 
planation for  the  quantitative  changes  in  urine 
formation,  either  as  occurring  in  nature  or 
from  the  influence  of  diuretics.  It  is  inter- 
esting to  note  that  he  finds  in  the  hormone 
from  the  suprarenal  glands  an  effective  gover- 
nor of  renal  activity;  through  it,  urine  forma- 
tion may  be  increased  or  decreased,  according 
to  the  effective  concentration  in  the  renal  ar- 
tery. On  the  other  hand,  Starling  suggests 
that  the  hypophysis  furnishes  a chemical  regu- 
lator of  renal  activity,  as  indicated  in  the 
well  known  influence  of  pituitary  extract  in 
relieving  the  polyuria  of  diabetes  inspidus  and 
also  by  certain  experiments,  in  which  he 
showed  that  the  addition  of  pituitary  extract 
to  perfusion  fluid  passing  through  an  excised 
kidney  not  only  reduced  the  amount  of  urine 
formed  but  markedly  increased  the  chloride 
content  of  this  fluid.  He  is  led  to  suggest  that 
“the  kidney  is  not  an  isolated  organ,  guided 
in  its  activity  merely  by  the  nervous  system 
. . . and  by  the  composition  of  the  blood, 

but  that  it  is  played  upon  by  chemical  messen- 
gers . . . which  reach  it  from  different 

parts  of  the  body  . . . One  of  these  hor- 
mones . . . would  appear  to  be  formed 

normally  in  the  posterior  lobe  of  the  pituitary; 
but  it  is  possible  that  other  hormones,  at  pres- 
ent unknown,  also  act  upon  the  kidney  and 
determine  the  degree  to  which  absorption  and 
secretion  of  the  different  constituents  of  the 
urine  are  carried  out  by  the  several  parts  of 
the  tubules.” 
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DIAGNOSIS  (LABORATORY  AND  CLINI- 
CAL) OF  DISEASES  OF  THE  KIDNEY.* 

By  F.  C.  RINKER,  B.  A.,  M.  D.,  F.  A.  C.  P„  Norfolk,  Va. 

The  kidney  is  subject  to  disease  through 
the  effects  of  remote  and  local  foci  of  infec- 
tions and  through  the  results  of  constitutional 
disease  and  abuse. 

Diseases  which  may  affect  one  or  both  kid- 
neys are  numerous  but  the  ones  most  fre- 
quently met  with  in  medicine  and  surgery 
are : 

1.  Congenital  deformities. 

2.  The  nephritides. 

3.  The  infections — (pyogenic  or  tubercu- 
lar). 

4.  Tumors. 

5.  Calcareous  deposits. 

G.  Cystic  degeneration. 

7.  Circulatory  disturbances. 

In  order  to  differentiate  the  various  dis- 
eases of  the  kidne}r,  and  to  diagnose  a con- 
dition as  renal  rather  than  as  some  other  of 
the  maladies  so  frequently  confused  with  kid- 
ney disease,  it  is  necessary  to  utilize  various 
methods  of  examination,  for  no  one  method 
will  suffice.  In  studjfing  kidney  conditions 
it  should  be  our  aim,  not  merely  to  detect  the 
disease  as  being  renal,  but  we  should  attempt 
to  find  out  the  exact  anatomical  or  physiolog- 
ical defect,  and  whether  or  not  it  is  progres- 
sive. 

In  this  section  of  the  symposium,  I shall 
attempt  to  outline  the  methods  most  com- 
monly used  in  the  diagnosis  of  kidney  dis- 
eases, and  to  correlate  the  deductions  to  be 
drawn  therefrom. 

As  in  all  conditions,  the  history  of  the  case 
is  of  primary  importance.  Dyspnoea,  edema 
of  the  feet,  eye-lids  or  body,  headaches  (par- 
ticularly morning  headaches),  or  disturbances 
of  vision,  suggest  the  possibility  of  nephritis. 
Pain  in  the  back  or  flank,  referred  to  the  lower 
abdominal  quadrants  or  genitalia,  with  or 
without  the  presence  of  blood  in  the  urine, 
leads  to  the  suspicion  of  nephro-lithiasis  or 
pyelo-nephrosis.  Painless  hematuria  suggests 
tuberculosis,  tumor  or  spontaneous  rupture  of 
a renal  blood  vessel.  The  latter  is  not  infre- 
quently met  with  and  has  been  termed  renal 
apoplexy. 

Physical  examination  aids  greatly  in  the 
diagnosis  of  renal  disease.  The  kidney  may  be 
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palpated  and  found  to  be  enlarged  and  ten- 
der, suggesting  infections,  tumor  or  stone.  It 
may  be  freely  movable,  resulting  in  ptosis  and 
causing  ureteral  kinks  when  the  patient  has 
endured  physical  strain  while  in  the  upright 
position.  The  breath  may  be  uriniferous  in 
odor  and  there  may  be  associated  with  it  or- 
thopnoea,  edema  of  the  extremities,  increase 
in  blood  pressure  and  the  presence  of  exudate 
or  hemorrhages  in  the  retinal  field,  leading 
to  the  probable  diagnosis  of  nephritis. 

I he  urinary  findings  are  of  particular  im- 
portance in  two  ways : first,  in  determining  the 
presence  of  inflammatory  or  degenerative  dis- 
ease; and,  second,  to  indicate  the  ability  of 
the  kidneys  to  perform  their  duties.  The  lat- 
ter is  a quantitative  study  and  requires  in- 
formation as  to  the  intake  of  foods,  fluids  and 

dyes.  _._*j 

In  considering  the  urine,  the  presence  or 
absence  of  albumin  is  possibly  the  most  valu- 
able determination  to  be  arrived  at.  It  may, 
however,  be  misleading.  Albumin  is  usually 
present  in  nephritis.  It  is  also  present  in  con- 
ditions in  which  pus  or  blood  is  being  excreted 
from  the  kidneys  or  bladder.  On  the  other 
hand,  albumin  in  the  urine  does  not  always 
spell  pathology.  Too  frequently  cases  have 
been  labeled  “chronic  nephritis”  when  they  are 
orthostatic  or  postural  albuminurias  so  often 
met  with  in  young  adults. 

The  finding  of  albumin  in  the  urine,  then, 
means  nephritis,  if  the  case  is  not  excreting 
pus  or  blood,  and  if  there  are  other  signs  and 
symptoms  which  prove  it  not  to  be  orthostatic. 

The  microscopical  examination  of  urinary 
sediment  will  reveal  the  presence  or  absence 
of  casts,  as  found  in  nephritis;  of  blood,  a-, 
found  with  stone,  tumors,  tuberculosis  and 
renal  apoplexy;  and  of  pus  which  is  found  in 
cases  of  abscess  or  pyelitis. 

We  come  now  to  the  studies  indicating:  the 
ability  of  the  kidneys  to  perform  their  nor- 
mal duties.  This  is  known  as  renal  function. 
The  renal  function  tests  are  of  value  not  alone 
with  respect  to  diagnosis,  but  also  for  the 
study  of  renal  efficiency  of  that  portion  of  tis- 
sue which  has  remained  untouched  by  disease, 
and  also  for  the  study  of  the  ability  of  one 
kidney  to  care  for  the  needs  of  the  body  should 
it  be  necessary  to  remove  the  other  kidney. 

Many  tests  have  been  suggested  for  the  study 
of  renal  function,  but  only  a few  have  stood 
the  test  of  time  and  experimentation.  Those 
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most  widely  used  are:  (1)  the  quantitative 
study  of  solids  excreted,  having  knowledge  of 
the  amount  of  food  ingested;  (2)  the  study 
of  the  ability  of  one  or  both  kidneys  to  elimi- 
nate a dye,  injected  into  the  body,  in  a given 
length  of  time;  and  (3)  the  two-hour  renal 
test. 

A study  of  the  chemistry  of  the  circulating 
blood  is  of  decided  value  in  the  diagnosis  of 
real  disease.  By  the  determination  of  urea 
nitrogen,  non-protein  nirogen,  uric  acid,  crea- 
tin,  creatinin,  and  ammonia  in  the  blood,  we 
are  able  to  estimate  the  ability  of  the  kidneys  to 
excrete  the  waste  products  of  metabolism  of 
both  food -stuffs  and  bocty  tissue.  These  sub- 
stances are  found  to  be  increased  in  cases  of 
nephritis,  renal  suppression,  tumors  and  in- 
fections of  the  kidney.  This  method  of  study 
is  also  of  great  value  in  determining  the  prog- 
ress or  prognosis  of  renal  cases,  and  in  the 
preparation  of  kidney  and  bladder  cases  for 
operation. 

Roentgen  ray  examinations  of  the  kidney 
are  of  inestimable  aid.  By  this  aid,  calculi 
are  readily  visualized,  and  by  means  of  pneu- 
moperitoneum the  kidney  itself  is  easily  out- 
lined on  the  X-ray  plate.  Also  definite  infor- 
mation regarding  the  size  and  shape  of  the 
renal  pelvis  may  be  gained  by  injecting  the 
pelvis  with  an  opaque  substance  and  making 
X-ray  photographs.  This  latter  method  fre- 
quentty  outlines  irregular  pelves  and  distorted 
calices,  so  frequently  found  in  infections,  tu- 
berculosis, tumors  and  congenital  deformities. 

Catheterization  of  the  kidneys  can  be  done 
with  the  aid  of  the  c ystoscope.  By  this  means 
one  is  able  to  determine  which  kidney  is 
hemorrhaging  and  which  may  be  excreting 
pus.  The  renal  function  of  an  individual  kid- 
ney can  be  obtained  by  the  use  of  this  method 
after  the  injection  of  phenolsulphonephthalein 
into  the  body. 

Lastly,  the  ophthalmoscope  should  be  in- 
cluded in  the  armamentarium  of  those  who 
study  diseases  of  the  kidney.  The  finding  of 
tortuous  vessels  or  of  hemorrhages  and  exu- 
dates in  the  retinal  field  frequently  are  among 
the  first  signs  of  an  oncoming  severe  nephritis. 


It’s  good  to  have  money  and  the  things  that  money 
can  buy;  but  it’s  good,  too,  to  check  up  once  in  a 
while  and  make  sure  you  haven't  lost  the  things 
that  money  can’t  buy. — George  Horace  Lorimer. 


MEDICAL  ASPECTS  OF  DISEASES  OF 
THE  KIDNEYS.* 

By  PHILIP  S.  SMITH,  M.  D„  F.  A.  C.  P.,  Abingdon,  Va. 

Geo.  Ben  Johnston  Memorial  Clinic. 

iFrom  the  view-point  of  medical  manage- 
ment, kidney  diseases  are  practically  limited 
to  nephritis,  as  other  renal  lesions  are  es- 
sentially urological  or  surgical. 

In  attempting  a discussion  of  this  subject,  it 
is  difficult  to  steer  a sane  course  between  the 
extremes  of  therapeutic  nihilism  and  unwar- 
ranted enthusiasm  in  the  advocacy  of  treat- 
ment. Until  the  factors  concerned  in  the 
etiology,  and  a more  accurate  appreciation  of 
the  pathological  changes  in  the  kidneys  and 
other  related  tissues,  are  known,  we  shall  al- 
ways feel  that  our  management  of  nephritics 
is  unsatisfactory.  During  the  past  decade  the 
prevailing  therapy  has  been  influenced  chiefly 
by  the  results  of  renal  function  tests  and  blood 
chemistry.  This  appears  to  be  a commendable 
step  in  the  evolution]  of  kidney  management ; 
for  it  has  resulted  in  a more  scientific  view- 
point and  conservative  treatment. 

A plan  of  therapy  based  on  the  recognized 
pathological  changes  has  its  merits,  but  it  is 
often  impossible  to  diagnose  accurately  the 
type  of  kidney  lesion.  For  these  reasons,  it  is 
believed  that  the  simple  classification,  acute 
and  chronic  nephritis,  is  sufficient  for  the  pur- 
poses of  this  paper. 

Acute  Nephritis. 

This  disease  more  frequently  affects  the 
young.  The  urinary  findings  and  clinical  pic- 
ture may  indicate  either  a primary  glomerular 
(hemorrhagic)  or  tubular  involvement.  In 
either  event  our  attention  must  he  concen- 
trated on  the  causative  condition.  As  the  re- 
sult of  the  systematic  inspection  of  school  chil- 
dren, eradication  of  dental,  tonsillar  and  ac- 
cessory nasal  sinus  infections,  and  more  gen- 
eral immunization  against  scarlet  fever  and 
diphtheria,  it  is  believed  that  the  incidence 
of  acute  nephritis  will  continue  to  show  a grati- 
fying decrease. 

The  patient  with  acute  tonsillitis,  or  the 
scarlet  fever  victim  thought'  convalescent,  may 
develop  a gross  hematuria  or  edema.  Such  ex- 
periences, in  part,  may  he  avoided  by  urging 
rest  in  bed  until  urinalyses  indicate  that  the 
kidney  integrity  is  not  involved. 
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The  prognosis  in  uncomplicated  acute  ne- 
phritis is  good,  not  only  as  regards  recovery 
of  the  patient,  but  the  ultimate  repair  of  the 
renal  lesion.  Generally  speaking,  there  is  no 
treatment  of  this  disease  apart  from  the  usual 
hygienic  and  dietary  care  of  a patient  with  an 
acute  infection.  During  the  early  febrile  stage, 
a diet  liquid  in  character  and  yet  of  sufficient 
caloric  value  is  indicated.  With  the  subsidence 
of  fever  and  impaired  digestion,  solid  foods 
of  high  carbohydrate  content  are  given.  If 
the  illness  be  prolonged,  the  diet  should  in- 
clude increasing  amounts  of  protein  to  replace 
nitrogenous  tissue  waste.  Ordinarily  fluids 
can  be  given  in  quantities  commensurate  with 
the  patient's  comfort.  If  much  edema  occurs, 
water  and  other  fluids  should  be  curtailed  and 
salt  restricted  to  a minimum. 

Drugs  have  little  value  in  the  treatment  of 
acute  nephritis,  though  the  milder  alkalies  and 
spirits  of  nitrous  ether  have  their  advocates. 
Daily  bowel  movements  are  desirable  through 
the  administration  of  enemata  or  mild  laxa- 
tives. 

Too  much  emphasis  cannot  be  placed  upon 
the  importance  of  maintenance  of  body 
warmth.  Fresh  air  in  the  patient’s  room  is 
important,  but  care  should  be  taken  to  pre- 
vent chilling  of  the  body  surface  during  the 
daily  bath  or  other  nursing  attention. 

Uremia  at  times  is  seen  in  the  more  severe 
cases;  its  management  will  be  discussed  un- 
der chronic  nephritis.  This  complication  of 
acute  nephritis,  however,  offers  a better  prog- 
nosis than  when  occurring  in  chronic  renal 
lesions. 

Where  active  focal  infections  are  regarded 
as  an  etiological  factor,  they  should  be  re- 
moved after  the  patient  is  convalescent  from 
the  acute  illness.  Exceptions  to  this  state- 
ment are  noted  when  recognizable  abscesses 
develop;  the  suppurative  middle  ear.  peri- 
tonsillar abscess,  and  other  conditions  at- 
tended by  confined  pus,  should  be  excised  and 
drained  promptly. 

A varying  percentage  of  cases  of  acute  ne- 
phritis improve  only  to  reach  a point  where 
convalescence  is  retarded  or  marked  by  exacer- 
bations of  the  inflammatory  process.  They 
usually  merge  into  the  type  described  as  sub- 
acute parenchymatous  nephritis  in  which  the 
prognosis  as  regards  complete  recovery  be- 
comes doubtful.  In  this  type  the  mistake  is 
frequently  made  in  not  providing  sufficient 


food,  including  proteins,  to  maintain  the 
patient's  nutrition  and  nitrogen  balance.  Since 
anemia  is  an  outstanding  feature  in  these 
patients,  tonics  containing  iron  and  arsenic  are 
prescribed. 

The  management  of  the  kidney  complica- 
tions of  late  pregnancy  is  not  unlike  that  of 
acute  nephritis.  We  have  been  impressed  with 
the  beneficial  effects  of  magnesium  sulphate  in- 
travenously in  patients  with  threatened  or 
existing  eclampsia.  Venesection  is  also  help- 
ful temporarily  when  the  vascular  tension  is 
high.  Those  with  pronounced  symptoms  of 
brain  irritation  may  be  quieted  by  a lumbar 
puncture.  Unless  there  has  been  a pre-existing 
nephritis,  the  situation  is  saved  in  most  of  these 
patients  by  conservative  delivery.  The  value 
of  preventive  measures  in  pregnant  women  is 
now  generally  recognized.  Two  lives  at  one 
and  the  same  time  are  jeopardized  by  neglect, 
especially  in  the  late  weeks  of  pregnancy. 

Chroxic  Nephritis. 

This  phase  of  the  subject  is  more  difficult 
than  the  preceding.  Most  of  us  prefer  to  treat 
the  patient  with  acute  nephritis.  We  follow 
with  enthusiasm  the  clinical  and  laboratory 
investigations  of  the  chronic  nephritic;  once 
the  diagnosis  is  established,  almost  uncon- 
sciously our  ardor  lessens  as  we  contemplate 
the  possibilities  of  therapy.  The  lack  of  some 
agent  that  will  influence  the  renal  disorder  as 
insulin  does  the  patient’s  metabolism  in  dia- 
betes. or  liver-feeding  the  unknown  cause  of 
pernicious  anemia,  is  keenly  felt.  But  con- 
fronted with  a disease  almost  inevitable  in 
advancing  years,  and  an  incidence  apparently 
increasing  in  those  of  earlier  life,  the  medical 
profession  is  challenged  to  renewed  interest 
and  effort. 

A review  of  recent  literature  dealing  with 
chronic  nephritis,  and  especially  its  treatment, 
is  illuminating  in  the  theories  advanced  and 
equally  confusing  in  the  lack  of  uniformity 
in  approach  and  conclusions.  Rarely  is  the 
pathology  limited  to  one  particular  part  of 
the  kidney  structure.  Until  some  more  satis- 
factory and  inclusive  classification  of  chronic 
renal  disorders  is  accepted,  we  must  continue 
to  consider  the  kidney  as  participating  in 
pathologic  changes  which  are  ofttimes  equally 
as  marked  in  other  tissues  and  organs.  Such 
a concept  permits  us  to  refer  -to  the  patient 
as  one  with  chronic  nephritis  and  arterio- 
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sclerosis,  myocarditis,  or  hypertension ; another 
with  chronic  nephritis  and  nitrogen,  or  salt 
and  fluid,  retention.  Thus  our  therapy  will 
be  directed  to  the  patient’s  generally  disordered 
physiology  in  which  the  kidney  function  is 
an  important  factor. 

Here,  again,  management  should  begin  with 
prevention  and  early  recognition.  It  is  in- 
teresting to  speculate  regarding  the  possible 
relationship  between  the  high  incidence  of 
chronic  nephritis  in  this  country  and  our  in- 
tensive habits  of  working  and  living.  If  the 
American  people  ever  cultivate  the  practice  of 
physical  and  mental  relaxation,  with  longer 
and  more  frequent  vacations,  it  is  believed  that 
these  degenerative  lesions  will  be  deferred  un- 
til a later  period  of  life. 

The  rapidly  increasing  number  of  applicants 
for  life  insurance  and  those  seeking  periodic 
physical  examinations  have  been  instrumental 
in  detecting  incipient  cases  which  frequently 
can  be  controlled  by  altered  habits  of  diet  and 
work,  or  by  eradication  of  focal  infections. 

Some  further  general  therapeutic  considera- 
tions applicable  to  most  types  of  chronic  ne- 
phritis can  be  stated  briefly. 

Many  nephritics  are  the  victims  of  obesity 
and  over-eating.  In  such  cases  reduction  in 
the  quantity  and  caloric  value  of  their  food  is 
advisable.  Sansum  advocates  a “basic  diet’’  in 
chronic  nephritis  with  or  without  hyperten- 
sion; with  the  urine  thus  rendered  neutral  or 
alkaline,  he  reports  improvement  of  symp- 
toms and  a reduction  of  blood  pressure. 

When  vascular  sclerosis,  hypertension  and 
cardiac  disability  are  complicating  factors,  rest 
in  bed  over  the  'week-ends  enables  many  ne- 
phritics to  carry  on  their  activities. 

Focal  infections  are  generally  regarded  as 
contributing  causes  of  chronic  nephritis. 
Where  no  definite  contra-indications  exist  they 
should  be  eradicated,  though  the  results  to  be 
expected  arej  palliative  rather  than  curative. 

Much  experimental  and  clinical  work  has 
been  done  to  prove  that  chronic  renal  changes 
frequently  result  from  intestinal  stasis.  Ad- 
mitting that  convincing  evidence  is  lacking, 
constipation  should  be  controlled,  preferably 
by  hygienic  measures. 

Special  Phases  or  Chronic  Nephritis. 

Arterial  Hypertension:  This  is  especially  a 
complication  of  interstitial  nephritis.  In  mode- 
rate degree,  like  cardiac  hypertrophy,  it  may 


be  regarded  as  a compensatory  phenomenon. 
Where  the  vascular  tension  is  excessive,  the 
subcutaneous  injections  of  guanidine-free  liver 
extract  may  even  yet  prove  of  real  value.  Our 
experience  with  this  agent  is  as  yet  too  limited 
to  make  possible  definite  conclusions,  though 
gratifying  reduction  of  blood  pressure  and  a 
corresponding  relief  of  symptoms  have  been 
observed. 

Nitroglycerin  and  the  nitrites  are  usually 
helpful  when  really  indicated  by  a dangerous 
degree  of  tension.  In  threatened  or  actual 
cardiac  decompensation  digitalis  is  the  drug 
of  choice. 

Blood  Nitrogen  Retention:  The  practice  in 
former  years  of  restricting  protein  food  to  a 
minimum  in  every  case  of  chronic  nephritis  is 
a heritage  that  should  be  abandoned  since 
blood  chemistry  has  become  available.  Many 
patients,  as  the  result  of  such  advice,  suffered 
from  insufficient  protein  allowance  to  maintain 
their  nitrogen  balance.  Deprived  of  an  ade- 
quate food  intake,  the  metabolic  processes  call 
upon  the  body  tissues  to  supply  the  necessary 
protein  requirements.  In  patients  with  edema, 
diuresis  and  disappearance  of  edema  may  be 
observed  following  a more  liberal  protein  diet. 
In  others  with  marked  long-standing  albumi- 
nuria and  blood  plasma  protein  loss  in  the 
urine,  the  deficit  can  be  restored  only  bv  an 
adequate  protein  allowance  (nephrosis  of 
Epstein).  Unless  the  blood  non-protein  nitro- 
gen or  urea  be  increased,  three-fourths  gram  of 
proteins  per  kilogram  of  the  patient’s  body 
-weight  can  safely  be  tried.  In  the  event  that 
subsequent  blood  determinations  indicate  in- 
creasing nitrogen  retention,  the  protein  allow- 
ance should  be  reduced. 

Edema:  Complicating  either  subacute  or 
chronic  nephritis,  edema  suggests  a poor  ulti- 
mate prognosis.  If  of  slight  degree  it  requires 
no  special  treatment.  Excessive  accumulations 
of  fluid  in  the  body  tissues  and  cavities  demand 
remedial  efforts.  The  dropsy  ma}r  be  partly  of 
cardiac  origin,  when  the  value  of  digitalis 
should  not  be  overlooked. 

The  inability  of  the  kidneys  to  eliminate 
water  adequately  necessitates  limiting  the 
patient’s  fluid  intake.  For  a few  days  800  c.c. 
can  be  given  in  twenty-four  hours;  if  the 
edema  disappears,  increasing  amounts  up  to 
1500  c.c.  may  be  permitted.  Cushny  states 
that  an  average  of  100  liters  of  plasma  filter 
through  the  normal  glomeruli  in  twenty- four 
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hours  and  approximately  98.5  liters  of  this 
amount  are  re-absorbed  bv  the  tubules.  If  his 
estimate  be  correct,  it  is  difficult  to  understand 
how  a difference  of  a few  hundred  cubic  cen- 
timeters of  fluid  intake  can  influence  materially 
the  patient’s  edema.  Yet,  clinical  results  fol- 
lowing fluid  restriction  in  this  type  of  patient 
are  ofttimes  striking. 

Sweating  and  catharsis  are  valuable  aids  in 
fluid  elimination,  but  neither  should  be  suffi- 
ciently vigorous  to  weaken  the  patient.  Ac- 
cumulations of  fluid  in  the  abdominal  and 
pieural  cavities  should  be  removed  by  para- 
centesis if  the  patient’s  respiration  and  circu- 
lation are  much  embarrassed.  Marked  sub- 
cutaneous edema  may  require  drainage  by  mul- 
tiple incisions. 

With  water-logged  tissues  there  is  usually  a 
corresponding  retention  of  sodium  chloride. 
Whether  it  is  the  sodium  element  alone,  as 
some  claim,  or  its  combination  with  chlorine, 
with  which  the  kidneys  cannot  cope,  a salt- 
free  diet  is  important  in  combating  edema. 

[Most  of  the  drugs  listed  as  diuretics  have 
little  value  in  the  treatment  of  chronic  nephri- 
tis. Some  cause  sufficient  kidney  irritation  to 
defeat  the  object  for  which  they  are  adminis- 
tered. However,  in  edematous  patients  the 
effort  should  be  made  to  increase  the  renal 
output  in  every  reasonable  way.  For  this  pur- 
pose such  drugs  as  theobromin-sodium-salicy- 
late,  caffeine  and  theocin  are  employed.  Be- 
ginning with  small  doses,  careful  observation 
should  be  made  of  the  fluid  intake,  urinary  out- 
put. and  the  patient’s  weight  to  determine  the 
effects  of  the  drug.  If  diuresis  results,  it  may 
be  continued;  otherwise,  it  should  be  stopped 
promptly. 

Much  work  has  been  done  recently  in  the 
treatment  of  edema  with  the  salts  of  calcium 
in  doses  of  10  to  18  grams  daily.  The  results 
have  not  been  uniformly  good,  but  cases  with 
striking  diuresis  have  been  reported  by  Rock- 
wood  and  Barrier.  Keith  and  Barrier  have 
since  published  gratifying  results  with  am- 
monium chloride  and  novasurol  in  conjunction 
with  a weighed,  salt-poor  nephritic  diet. 
Diuresis  and  excretion  of  sodium  chloride  did 
not  occur  in  some  of  their  cases  given  ammo- 
nium chloride  until  novasurol  10%  solution  was 
administered  intramuscularly  or  intravenously 
in  doses  of  0.5  to  2.5  c.c.  In  a personal  com- 
munication, Dr.  Banniclc,  of  the  same  clinic, 


writes  that  during  the  past  year  ammonium 
nitrate  in  doses  of  six  grams  daily  has  been 
used  more  frequently  than  ammonium  chloride, 
as  the  latter  drug  is  not  as  well  tolerated  and 
occasionally  has  induced  clinical  acidosis. 

Andison  states  that  novasurol  and  ammo- 
nium chloride  are  of  even  more  value  in  cardiac 
edema  and  hepatic  cirrhosis  with  ascites.  In 
patients  with  nephritic  edema  and  nitrogen  re- 
tention the  drugs  are  more  likely  to  cause 
acidosis.  Novasurol  occasionally  produces  a 
diarrhoea,  so  purgatives  should  be  given  with 
caution  at  the  same  time. 

Uremia:  This  complication  of  nephritis  is 
usually  a dramatic  close  of  the  patient’s  renal 
endurance.  Confronted  with  it,  the  physician 
is  conscious  of  the  futility  of  treatment  in  the 
majority  of  cases.  The  exceptional  recoveries, 
however,  justify  considerate  and  intensive 
therapeutic  effort. 

Elimination  is  the  basis  of  treatment.  Vene- 
section with  withdrawal  of  400  to  800  c.c.  of 
blood,  followed  by  a blood  transfusion  if  the 
patient  is  anemic,  is  ofttimes  helpful.  A 10 
per  cent  glucose  solution  intravenously  fur- 
nishes a readily  available  carbohydrate  and  has 
diuretic  properties.  A hypertonic  salt  solu- 
tion has  been  shown  to  relieve  brain  edema  and 
may  accomplish  the  purpose  of  a lumbar  punc- 
ture. Catharsis  and  sweating  with  hot  baths 
or  packs  are  indicated  as  a means  of  ridding 
the  patient  of  toxic  products. 

Repeated  convulsions,  otherwise  uncontroll- 
able, may  require  morphia  or  the  inhalation  of 
chloroform,  though  both  of  these  agents  are 
regarded  as  contributing  to  renal  insufficiency. 

In  thus  reviewing  cursorily  the  medical  man- 
agement of  neplmtis  no  effort  has  been  made 
to  cover  the  available  and  voluminous  litera- 
ture dealing  with  the  subject.  Rather  is  it 
hoped  that  conservatism  in  treatment,  based 
on  recognizable  clinical  and  laboratory  data 
in  each  particular  case,  has  been  emphasized. 
“Enthusiasm  for  the  new  is  not  infrequently 
permitted  to  obscure  the  merits  of  that  which 
has  preceded  it.”  "While  our  results  are  often 
most  discouraging,  the  recently  acquired 
knowledge  of  the  physiologic  and  pathologic 
back-ground  of  nephritis  has  been  helpful  in 
eliminating  much  unnecessary  treatment  and 
prolonging  the  useful  working  period  of  many 
victims  of  inflammatory  and  degenerative 
renal  disorders. 
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SURGICAL  ASPECT  OF  DISEASES  OF 
THE  KIDNEY.* 

By  J.  M.  ROBINSON,  M.  D„  Danville,  Va. 

It  is  eminently  impossible  to  cover  in  one 
paper  of  reasonable  length  all  the  conditions 
of  the  kidney  which  may  be  included  under 
the  above  caption  as  it  is  equally  as  impossible 
to  treat  the  kidney  from  a surgical  standpoint 
without  encroaching  upon  other  fields — pathol- 
ogy and  physiology  forming  the  ground  work, 
consideration  of  which  is  as  necessary  as  the 
foundation  of  a house  is  to  the  superstructure. 

The  advance  in  surgery  of  the  genito-uri- 
narv  system,  which  has  been  rapid  and  sound 
in  the  past  decade,  has  been  due  not  so  much 
to  the  improvement  in  the  technic  of  operat- 
ing as  in  the  painstaking  care  in  arriving  at 
a correct  diagnosis  and  in  an  estimation  of  the 
ability  of  the  patient  himself  to  withstand  the 
shock  which  is  peculiarly  present  in  this  type 
of  case.  This,  coupled  with  our  recognition 
of  the  vital  necessity  of  a preparation  of  the 
patient  both  from  a mental  and  physical 
standpoint  to  a point  of  maximum  resistance, 
which  one  can  not  describe  but  which  is 
recognized  through  experience  alone,  has 
brought  genito-urinary  surgery  well  abreast 
of  the  operative  field. 

I can  not  stress  too  strongly  at  this  point 
one  form  of  preparation  which,  too  often  neg- 
lected, has  impressed  me  more  and  more  with 
each  succeeding  year  until  now  consideration 
of  the  mental  attitude  of  the  patient  occupies 
a most  prominent  place  in  our  pre-operative 
school.  As  this  is  a hobby  with  me  I will  not 
linger  on  it  here  but  merely  mention  it  in 
passing  “lest  we  forget”. 

The  anatomical  structure  of  the  kidney,  the 
physiology  involved,  and  the  function  it  is 
called  upon  to  subserve,  make  us  wonder  why 
this  organ  is  not  diseased  more  frequently 
than  it  is. 


Let  us  now  consider  the  surgical  aspect  of 
the  kidney  or,  to  be  more  specific,  those  con- 
ditions of  the  kidney  for  which  surgical  meas- 
ures are  necessary  to  secure  their  amelioration 
or  relief. 

A brief  resume  of  the  anatomical  position  of 
the  kidneys  with  their  relationship  to  import- 
ant contiguous  structures,  solely  to  refresh  the 
memory  of  some  of  us  who  may  have  become 
a little  rusty,  I hope  will  not  be  amiss. 

The  kidneys  are  both  extra-peritoneal,  lying 
behind  the  peritoneum  which  covers  their  an- 
terior surfaces  only:  they  are  located  in  the 
upper  back  part  of  the  abdomen,  one  on  either 
side  of  the  vertebral  column  with  the  upper 
pole  opposite  the  twelfth  dorsal  and  extending 
down  to  the  third  lumbar  vertebra. 

They  are  covered  with  a thin  fibrous  capsule 
which  is  closely  adherent  to  the  organ  and 
surrounded  by  a bed  of  loose  fat  and  connec- 
tive tissue.  Important  points  to  remember 
are  that  the  descending  duodenum  lies  imme- 
diately in  front  of  the  right  kidney  and  can 
be  easily  caught  in  the  pedicle  clamp  if  care 
is  not  exercised  in  its  application  and  that 
the  diaphragm  and  pleura  lie  between  the 
posterior  upper  surface  of  the  kidney  and 
the  eleventh  and  twelfth  ribs,  the  upper  half 
of  the  kidney  being  normally  above  the  twelfth 
rib.  The  right  kidney  as  you  know  occupies 
a position  one  inch  lower  than  the  left,  due 
to  the  presence  of  the  liver,  it  is  therefore 
more  accessible  than  the  left,  more  frequently 
out  of  its  bed  as  well  as  being  more  often  the 
object  of  operative  measures. 

It  can  readily  be  seen  from  this  that  the 
kidneys  can  not  be  called  easily  accessible  or- 
gans and  especially  is  this  so  in  subjects  who 
are  heavily  muscled,  have  an  over-abundance 
of  fat,  or  who  have  a narrow  costo-iliac  space. 

There  are  two  methods  of  approach  to  the 
kidney — one  the  lumbar  route  with  its  many 
varieties  of  incisions,  and  the  other  the  ab- 
dominal route,  either  trans-  or  extra-peri- 
toneal. And  here  again  the  necessity  for  an 
accurate  diagnosis  is  most  important  in  or- 
der that  the  route  best  suited  for  the  case  may 
be  employed.  In  the  great  majority  of  cases 
the  lumbar  route  is  used  as  there  is  a com- 
paratively small  percentage  of  surgical  kid- 
neys which  can  not  be  handled  through  this 
incision.  Before  making  the  incision,  four 
landmarks  should  be  located,  namely,  the  tip 
of  the  twelfth  rib,  the  border  of  the  erector 
spinae  muscle,  the  crest  of  the  ilium  and  the 


*Read  as  part  of  the  symposium  on  Diseases  of  the  Kidney 
at  the  fifty-eighth  annual  meeting  of  the  Medical  Society  of 
Virginia,  in  Petersburg,  October  18-20,  1927. 
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anterior  superior  spine.  The  incision  should 
begin  just  back  of  the  tip  of  the  twelfth  rib, 
carried  downward  almost  parallel  with  the 
erector  spinae  muscle,  then  forward  parallel 
with  and  one  inch  from  the  crest  of  the  ilium, 
and  as  far  forward  as  necessary,  the  length 
depending  upon  the  thickness  of  the  abdomi- 
nal wall  and  the  extent  of  the  operation.  This 
also  allows  the  upper  part  of  the  ureter  to  be 
brought  under  inspection  where  it  can  be  ex- 
amined and  treated  as  the  condition  demands. 
I will  not  go  into  a detailed  description  of  the 
operation  as  you  are  doubtless  thoroughly 
familiar  with  the  procedure. 

In  the  abdominal  operation  the  incision  is 
made  about  one-half  to  one  inch  from  the 
median  line  and  extends  from  the  costal  bor- 
der to  within  two  or  three  inches  of  the  pubes : 
a second  supplementary  incision  may  be  used 
here,  beginning  about  two  inches  from  the  up- 
per end  of  the  longitudinal  incision  and  pass- 
ing transversely  outward  at  right  angles  just 
beneath  the  costal  margin  for  a distance  of 
four  or  five  inches.  This  T-shaped  incision 
is  most  useful  in  the  presence  of  large  tumors 
of  the  kidney  and  is  the  incision  of  choice 
when  malignancy  is  present  or  suspected. 

To  those  men  who  are  devoting  a greater 
part  of  their  time  and  energy  to  kidney  sur- 
gery. the  following  passage  from  Hinman  in 
his  article  on  Nephrectomy  is  most  appealing: 
“There  is  a certain  charm  about  surgery  of 
the  kidney.  It  exercises  the  imagination,  uses 
the  intellect,  requires  judgment,  and  benefits 
by  skill  and  experience  sufficiently  to  make  it 
fascinating.  Interest  is  diversified.  Prob- 
lems that  often  require  a high  degree  of  in- 
telligent solution  arise  throughout  the  course 
of  almost  every  case.  The  problem  of  diag- 
nosis comes  first  with  its  highly  technical 
methods  of  examination,  in  the  use  and  proper 
interpretation  of  which  both  training  and  ex- 
perience are  required.  Then  arises  the  prob- 
lem of  preparation  for  surgery,  such  as  cathe- 
ter drainage  or  nephrostomy,  and  the  prob- 
lem of  delay  against  early  operation.  Finally 
the  problem  of  choosing  the  best  surgical  at- 
tack is  a very  interesting  and  vital  one  . . . 

The  surgeon  chooses  for  the  patient  the  con- 
servative or  radical  way,  and  the  result  in 
time  proves  the  correctness  or  error  of  his 
judgment.  The  satisfaction  of  exact  diagnosis 
and  curative  treatment  is  no  greater  in  ant’ 
other  field  of  surgery”. 


In  reviewing  the  literature  on  this  subject 
one  can  not  help  but  note  the  enthusiasm  which 
permeates  these  articles  and  share  with  them 
the  feeling  that  another  epoch  in  surgical  his- 
tory has  been  made  and  success  has  been  the 
just  reward  for  their  untiring,  intelligent  and 
brilliant  efforts. 

In  approaching  the  kidney  from  a surgical 
standpoint  one  must,  like  a good  general,  plan 
his  campaign,  marshal  his  forces  and  be  pre- 
pared to  meet  any  emergency.  Before  going 
far  in  your  determination  of  what  to  do.  I 
wish  especially  to  call  your  attention  to  the 
necessity  of  establishing  the  presence  or  ab- 
sence of  a second  kidney.  Statistical  reports 
show  that  one  kidney  is  congenitally  absent  in 
one  out  of  every  2.400  subjects  and  one  surgeon 
reports  this  condition  found  in  two  out  of  500 
cases.  The  presence  of  a large  kidney  on  one 
side  with  no  readily  assignable  cause  should  be 
sufficient  in  itself  to  arouse  suspicion  and  call 
for  an  exploration  on  the  other  side. 

The  removal  of  a lone  kidney  has  occurred 
more  than  once,  much  to  the  discomfiture  of 
the  surgeon,  to  say  nothing  of  the  “annoyance” 
to  the  patient.  I feel,  however,  that  the  above 
admonition  is  unnecessary  as  it  is  inconceiv- 
able that  in  this  day  any  surgeon  would  oper- 
ate on  a kidney  without  first  having  the  routine 
functional,  cystoscopic.  X-ray.  and  such  like 
tests  made.  In  no  one  branch  of  surgery  is  a 
thorough  knowledge  of  existing  conditions  so 
important  as  in  surgery  of  the  genito-urinary 
system  where  the  margin  of  safety  is  always 
small  and  even  an  apparently  trivial  error  of 
omission  may  be  sufficient  to  decide  the  issue 
against  the  patient. 

According  to  Lower,  the  essential  character 
of  the  kidney  makes  the  following  the  out- 
standing considerations  which  must  be  met  in 
considering  any  surgical  procedures  upon 
them : 

1.  If  one  organ  is  impaired,  to  determine 
the  functional  capacity  of  the  other. 

2.  If  both  organs  are  impaired,  to  determine 
whether  or  not  the  impairment  of  one  is  of  a 
sufficiently  minor  degree  to  allow  it  to  under- 
take the  whole  functional  load. 

3.  If  both  are  impaired,  to  determine 
whether  or  not  the  impairment  of  both  is  so 
slight  that  first  one  and  then  the  other  may 
be  repaired. 

He  further  states  that  no  operation  on  the 
kidney  should  be  considered  a minor  opera- 
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tion.  Even  pyelotomy  for ’removal  of  a stone, 
unless  the  stone  lies  with  comparative  freedom 
entirely  within  the  pelvis,  may  be  followed  bjr 
injury  of  the  calices  and  adjacent  kidney  tis- 
sue to  such  an  extent  as  to  diminish  seriously 
the  functional  capacity  of  that  kidney. 

In  the  selection  of  surgical  conditions  of 
the  kidney  for  your  special  consideration,  I 
have  been  guided  in  my  choice  by  those  in 
which  recent  advances  in  their  treatment  have 
brought  them  prominently  to  the  attention  of 
our  profession. 

The  following  subjects  I will  of  necessity 
handle  very  briefly,  namely:  Tumors,  poly- 
cystic kidney,  stones,  hydronephrosis,  tubercu- 
lar infections,  nephropexy  and  nephritis. 

Tumors  : Under  this  heading  we  find  a large 
number  of  malignant  growths  grouped  under 
the  term  hypernephroma.  Young  has  very 
rightly  called  attention  to  the  fact  that  due  to 
the  uncertainty  of  their  histogenesis  these  tu- 
mors should  be  more  properly  called  nephroma 
as  no  proof  has  been  brought  forward  to  war- 
rant the  assumption  that  they  spring  from 
adrenal  tissue  as  the  former  term  would  seem 
to  imply.  Practically  all  tumors  of  the  kid- 
ney are  malignant  and  should  demand  ne- 
phrectomy. If  malignancy  is  suspected  or 
if  the  tumor  is  of  considerable  size,  the  ab- 
dominal route  should  be  the  approach  of 
choice.  This  is  especially  so  in  the  former 
condition  in  which  case  it  is  necessary  to  se- 
cure and  ligate  the  vascular  pedicle  as  early 
as  feasible  as  it  is  now  known  that  the  renal 
veins  are  often  involved  and  should  be  di- 
vided as  far  from  the  tumor  as  possible.  In 
this  operation  the  incision  must  be  free  and 
the  exposure  wide  as  your  success  depends 
upon  a complete  removal  of  the  fatty  cap- 
sule, the  glands  and  perhaps  the  adrenal.  The 
keynote  of  success  in  surgery  of  malignant 
conditions  is  early  and  radical  operation  and 
so  it  should  be  here,  and  yet  we  see  cases  in 
which  the  first  symptom  noted  by  the  patient 
appeared  only  a few  weeks  before  examina- 
tion and,  nothwithstanding  this,  we  find  a 
mass  which  is  beyond  surgical  measures; 
while  on  the  other  hand  we  see  cases  in  which 
the  symptoms  had  existed  over  a period  of 
several  years  that  have  been  operated  on  and 
apparently  cured. 

Polycystic  Kidney:  Here  again  the  kid- 
ney surgeon  is  called  upon  to  use  his  wits  to 
the  utmost.  It  is  still  a debatable  question 


with  the  concensuus  of  opinion  favoring  medi- 
cal rather  than  surgical  treatment.  It  is  gen- 
erally agreed  that  a polycystic  kidney  should 
not  be  removed  except  in  the  face  of  a rapidly 
growing  tumor  with  free  bleeding,  infection 
and  suppuration  or  tuberculosis ; and  even  then 
you  may  expect  in  the  too  near  future  a re- 
appearance of  the  symptoms  on  the  other  side, 
as  the  disease  is  in  the  majority  of  cases  bi- 
lateral. Surgical  evacuation  of  the  superficial 
cysts  may  be  justifiable  in  selected  cases. 

Stone  in  the  Kidney:  The  operations  for 
stone  in  the  kidney  are  pyelolithotomy,  nephro- 
lithotomy and  nephrectomy.  In  this  condi- 
tion the  operation  will  depend  upon  the  lo- 
cation, size  and  shape  of  the  stones,  which  are 
usually  located  in  the  pelvis  or  calices,  rarely 
in  the  cortex.  The  kidney  is  exposed  through 
a free  lumbar  opening  and  brought  into  the 
wound  where  a thorough  examination  by  pal- 
pation may  be  made  of  its  pelvis,  ureter  and 
kidney  proper  in  order  to  determine  if  pos- 
sible the  above  facts. 

If  the  stone  is  located  in  the  pelvis  and  its 
size  is  such  as  to  preclude  its  removal  by 
pyelotomy  without  doing  too  great  damage  to 
the  kidney  substance,  a nephrotomy  should  be 
done.  The  kidney  should  be  opened  by  an 
incision  a little  behind  the  convex  border  in 
the  line  of  Broedel,  or,  as  it  is  called  by  some, 
in  the  non-vascular  zone  of  Hyrtl,  as  it  is  here 
that  the  terminal  arteries  of  the  anterior  and 
posterior  group  intermingle  and  are  smallest  in 
size  and  fewest  in  number.  The  opening  should 
be  just  large  enough  to  admit  an  exploring 
finger  which  is  passed  into  the  pelvis,  the  stone 
located  and  extracted  with  forceps. 

If  in  addition  to  the  stone  infection  is  pres- 
ent and  if  the  other  kidney  has  been  examined 
and  found  to  be  healthy  and  normal,  nephrec- 
tomy would  be  considered  conservative  surg- 
ery. If  infection  is  present  and  nephrectomy 
is  contra-indicated,  the  pelvis  must  be  drained. 
Horsley  describes  a method  for  this  in  order 
to  avoid  placing  a drain  into  the  pelvis  direct 
which  as  a rule  results  in  a fistula  of  long 
standing.  He  passes  a pair  of  blunt  haemo- 
stats  through  the  pelvic  opening,  pushes  them 
up  through  the  substance  of  the  kidney  to- 
wards Broedel’s  line  where  they  are  shoved 
through  the  cortex;  a soft  rubber  catheter  is 
caught  in  the  bite  of  the  forceps  and  the  tip 
of  the  catheter  is  drawn  through  into  the  pel- 
vis of  the  kidney;  it  is  fixed  to  the  capsule  and 
brought  outside,  the  wound  in  the  pelvis  being 
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closed.  According  to  Eisendrath,  quite  large 
stones  of  the  branching  type  can  be  removed 
by  an  opening  into  the  kidney  pelvis  even 
though  it  may  be  necessary  to  extend  this  into 
the  cortical  substance,  with  much  less  damage 
to  the  kidney  than  a nephro-lithotomy.  As  a 
matter  of  fact  bisecting  the  kidney  should  not 
be  the  operation  of  choice  but  rather  the  one 
of  necessity. 

Hydronephrosiss  Hinman’s  researches  a 
few  years  back  have  served  to  present  this  sub- 
ject in  an  entirely  new  light.  We  had  been 
accustomed  to  think  that  removal  of  the  ob- 
struction in  the  ureter  was  quite  sufficient  to 
restore  the  function  of  the  affected  kidney.  He 
has  shown,  however,  that  in  a large  percent- 
age of  these  cases  the  opposite  kidney  has  un- 
dergone hypertrophy  and  has  taken  over  prac- 
tically the  entire  load  and,  even  though  the 
obstruction  is  corrected,  the  kidney  does  not 
resume  its  function  except  in  a minor  degree 
and  remains  as  a large  sac  which,  if  infection 
is  present,  will  in  time  endanger  the  good  kid- 
ney. It  would  seem,  therefore,  that  nephrec- 
tomy would  be  the  safest  procedure  here. 

According  to  Lower  in  his  article  on  “Sur- 
gery  of  the  Kidne3r,”  from  which  I have  al- 
ready quoted  at  some  length,  the  dangers  of 
nephrotomy  when  one  kidney  is  functioning 
properly  are  such  as  to  question  the  justifica- 
tion for  this  operation.  These  dangers  he 
states  are  as  follows:  Persistent  hemorrhage, 
failure  of  the  wound  to  close  with  the  conse- 
quent leaving  of  a constantly  infected  urinary 
fistula,  permanent  damage  to  the  kidnej^  struc- 
ture by  contracting  scar  tissue,  diminished  re- 
sistance of  the  kidney  operated  upon,  the  in- 
creased danger  of  the  recurrence  of  pathologi- 
cal conditions  whether  stone,  infection  or 
tumor,  and  finally,  the  inevitable  effect  of  a 
prolonged  suppuration  of  one  kidney  upon  its 
fellow. 

Young’s  conclusions  are  that  whenever  the 
opposite  kidney  is  normal  and  the  hydrone- 
phrosis is  of  considerable  size  a nephrectomy 
is  indicated.  If  the  hydronephrosis  is  early 
and  uninfected,  a plastic  should  be  done  when 
possible.  If  the  opposite  kidney  is  damaged 
or  absent,  a plastic  should  be  done  before  re- 
sorting to  a nephrostomy.  In  the  plastic 
operation  he  favors  the  simple  uretero-pyelo- 
plasty  and  cites  four  recent  cases  in  three  of 
which  the  results  were  perfect.  This  opera- 
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tion  is  described  in*  detail  in  his  ‘‘Practice  of 
Urology”. 

TuRERCunAR  Infection  of  the  Kidney:  Tu- 
berculosis may  develop  in  any  portion  of  the 
kidney  and  as  a rule  this  organ  is  the  one  first 
affected  in  the  genito-urinary  system.  In  the 
beginning  it  is  nearly  .always  unilateral  and 
may  remain  so  for  months  before  appearing 
in  the  opposite  kidney. 

The  diagnosis  of  renal  tuberculosis  having 
been  made,  what  then  ? A review  of  the 
literature  on  this  subject  shows  a remarkable 
unanimity  of  opinion  ranging  from  nephrec- 
tomy, provided  only  one  kidney  is  infected, 
to  removal  of  the  worst  kidney  even  though 
there  is  a marked  involvement  of  the  other. 
The  answer  will  probably  be  found  between 
these  extremes. 

Israel  asserts  that  there  is  no  non-operative 
cure  for  renal  tuberculosis  and  Wildbolz  that 
it  is  a disease  that  is  rarely  healed  spontane- 
ously. It  is  true  that  some  patients  may  live 
on  in  comparative  comfort  for  ten  or  fifteen 
years  or  more  but  this  is  probably  explained 
by  the  fact  that  the  infection  is  well  localized 
and  of  low  virulence  or,  as  Braasch  states, 
may  have  developed  an  immunity  from  a mul- 
tiplicity of  lesions.  Any  procedure  short  of 
primary  nephrectomy  will  afford  at  best  only 
temporar}7  relief. 

In  611  cases  in  the  Mayo  Clinic  in  which  a 
complete  follow-up  was  obtained  after  nephrec- 
tomy, 59  per  cent  were  apparently  cured  after 
an  average  of  four  years,  31  per  vent  were 
dead  from  all  causes,  and  in  10  per  cent  there 
was  still  evidence  of  some  tuberculosis  in  the 
genito-urinary  tract. 

In  comparison  with  this  Rafin  states  that 
ninety-one  out  of  168  patients  not  operated  on 
were  dead,  the  majority  within  the  first  three 
years  after  the  onset  of  symptoms.  It  is  prob- 
able that  the  vast  majority  of  the  remaining 
seventy-seven  was  suffering  the  distressing 
symptoms  of  tuberculosis  of  the  urinary  tract 
if  not  actually  dying  from  it. 

Early  operation  in  renal  tuberculosis  when 
the  infection  is  limited  to  one  kidney  or  when 
there  is  only  slight  involvement  of  the  second 
kidney  should  be  attended  by  a mortality  so 
low  as  to  be  practically  nil. 

Where  the  ureter  is  involved,  the  extent  of 
involvement  should  be  the  deciding  factor  in 
its  removal.  A slight  enlargement  or  nodu- 
lation  in  its  upper  part  will  be  arrested  or  will 
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clear  up  entirely  after  removal  of  the  kidney 
and  stoppage  of  the  passage  of  urine  over  it. 
As  a matter  of  fact  lesions  lower  down  in  the 
ureter  and  in  the  bladder  show  a remarkable 
tendency  to  get  well  after  the  diseased  kidney 
has  been  removed. 

Young  states  that  “the  injection  of  pure  car- 
bolic acid  into  the  ureter  is  valuable  in  steri- 
lizing the  ureter,  destroying  its  epithelium  and 
promoting  an  early  resorption  of  inflammatory 
changes.” 

Bidgood  states  that  in  a review  of  eighty- 
nine  cases  of  nephrectomy  for  tuberculosis, 
the  wound  broke  down  in  sixteen  after  opera- 
tion. In  a further  study  of  these  sixteen  cases 
he  found  that  no  feature  in  the  pre-operative 
examination  or  history  was  related  to  this 
breakdown  but  that  the  lesion  present  in  the 
kidney  was  of  prime  importance.  He  con- 
cluded that  the  cases  most  likely  to  break 
down  were  those  with  acute  tuberculosis,  es- 
pecially pyonephrosis  and  those  in  which  tuber- 
culous pus  was  spilled  in  the  wound.  We  have 
all  seen  cases  of  a persistent  sinus  after  ne- 
phrectomy where  non-absorbable  ligatures  were 
used  on  the  stump  in  which  it  was  difficult  to 
determine  the  cause  of  the  sinus  especially 
when  there  was  a tendency  towards  tubercu- 
losis. 

There  is  one  other  point  I would  like  to 
mention  before  leaving  this  very  important 
subject  and  that  is  to  stress  the  need  of  care 
and  gentleness  in  handling  the  kidney  as  to 

! traumatize  it  is  to  invite  complications  such 
as  embolism,  infection  of  the  wound  and  tu- 
bercular involvement  of  distant  organs. 

Nephropexy:  Mention  of  this  operation  is 
not  to  discuss  it  at  length  but  merely  to  say 
that  it  should  not  be  performed  except  in  the 
presence  of  positive  indications  for  it,  such  as 
mobilit}^  sufficient  to  cause  the  kidney  to  be 
damaged,  twists  or  kinks  in  the  ureter,  or 
symptoms  indicating  undue  traction  on  the 
pedicle. 

The  many  and  varied  symptoms,  mostly  of 
nervous  origin,  which  have  in  the  past  been 
attributed  to  movable  kidney  I believe,  with 
careful  investigation,  can  be  placed  in  their 
proper  category. 

Acute  and  Chronic  Nephritis  : The  sur- 
gical handling  of  these  conditions  has  blos- 
somed forth  in  many  well  written  and  inter- 
esting articles  but  whether  or  not  any  real 
progress  has  been  made  is  still  open  to  ques- 


tion. I can  do  no  better  than  to  summarize 
briefly  these  operations  according  to  Young’s 
classification  which  is  as  follows : 

Acute  Toxic  Nephritis:  Decapsulation  and 
decapsulation  with  nephrotomy  and  drainage 
have  been  recommended  but  beyond  a tem- 
porary increase  in  the  quantity  of  urine  noth- 
ing has  been  accomplished. 

Acute  Bacterial  Nephritis:  In  this  condi- 
tion operation  is  indicated  in  the  unilateral 
cases.  Where  there  is  fever,  pyuria,  hema- 
turia and  localized  pain  indicating  a tense  en- 
gorged kidney,  splitting  the  capsule  will  re- 
lieve pain  and  is  productive  of  good  results. 

Acute  Brights:  Pousson,  in  a study  of  the 
statistics  in  116  cases,  states  that  of  twenty- 
four  operated  on  in  the  early  stages,  eight 
are  dead  and  sixteen  living,  four  of  whom 
showed  no  improvement.  In  ninety-two  who 
were  operated  on  three  months  or  more  after 
onset,  twenty-five  are  dead  and  sixty-seven  liv- 
ing.  The  operations  done  were  decapsulation 
and  nephrotomy. 

Chronic  Brights:  Decapsulation  as  brought 
forward  by  Edabohls  in  1898  has  not  met  with 
the  success  in  this  condition  which  would  es- 
tablish it  as  an  effective  operation.  In  a 
resume  Young  says  that  decapsulation  has 
been  proposed  on  two  bases: 

1.  To  allow  new  vascular  cdnnections  with 
the  kidney  to  form. 

2.  To  relieve  internal  pressure  of  the  kid- 
ney. 

The  first  named  object  is  probably  not  ac- 
complished and  the  second  can  be  sought  onty 
when  a kidney  is  congested  or  oedematous. 

In  properly  selected  cases,  pain  is  relieved 
and  the  flow  of  urine  is  increased;  as  to  the 
ultimate  result,  however,  little  can  be  said. 

I regret  that  time  will  not  allow  a more 
complete  exposition  of  the  subjects  upon  which 
we  have  just  touched  or  permit  us  to  go  into 
other  phases  of  kidney  problems  which  are 
of  equal  interest  and  importance,  such  as  the 
formation  of  hematogenous  abscesses  in  the 
kidney  secondary  to  distant  foci,  nephralgia, 
extraction  of  stones  through  the  ureter  by  re- 
cent improved  methods,  as  well  as  the  ques- 
tion of  diet  and  general  management  in  con- 
junction with  surgical  treatment.  These  ques- 
tions, however,  will  probably  be  brought  out 
in  the  discussion  of  this  symposium  and  in  a 
much  more  attractive  and  forceful  manner  than 
can  be  done  by  the  essayist. 
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In  summing  up  the  question  of  surgery  of 
the  kidney.  Bugbee  says,  “Conservatism  in  de- 
ciding on  operation,  the  proper  preparation 
of  the  patient  for  operation,  conservation  of 
renal  tissue,  nephrotomy  preliminary  to  ne- 
phrectomy in  the  presence  of  serious  surgical 
risk,  the  free  employment  of  transfusion,  and 
intelligent  after-care,  will  go  far  toward  plac- 
ing renal  surgery  in  its  proper  place  as  one 
of  the  most  interesting,  accurate  and  satisfac- 
tory branches  of  surgery.” 
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Disccssiox  of  Papers  by  Drs.  Haskell.  Rixker. 

Smith  and  Robinson. 

Dr.  Joseph  F.  Geisixger,*  Richmond:— The  So- 
ciety doubtless  realizes  without  any  suggestion  from 
me  that  it  has  just  heard  an  admirable  symposium 
upon  a subject  touching  more  or  less  intimately 
every  department  of  medicine  and  surgery.  I am 
personally  grateful  to  the  essayists  for  the  compre- 
hensive sweep  of  this  symposium  and  for  the  sound- 
ness of  the  information  it  conveys. 

It  would  be  interesting  to  attempt  now  an  equally 
comprehensive  discussion,  but  the  field  covered  is 
too  vast  and  the  time  allotted  far  too  short.  The 
anatomy  and  physiology  of  the  renal  apparatus,  for 
instance,  though  splendidly  exhibited  by  Dr.  Haskell, 
I am  compelled  to  pass  by  with  the  simple  remark 
that  we  have  happily  emerged  from  the  era  when 
Ave  were  disposed  to  relegate  these  fundamentals  to 
the  class-room  and  have  now  come  to  realize  quite 
fully  that  clinical  medicine  has  its  roots  here  and 
must  always  display  the  most  intimate  regard  for 
them.  Much  of  our  knowledge  of  the  manner  in 
which  the  kidneys  accomplish  their  functions  is  un- 
fortunately still  speculative,  but  as  these  processes 
become  better  understood  it  is  possible  that  some 
of  the  bedside  problems  associated  with  them  will 
likewise  become  unfolded. 

The  diagnostic  measures  at  the  disposal  of  the  at- 
tendant confronted  with  a renal  problem  have  been 
outlined  in  detail  by  Dr.  Rinker  and  need  no  further 
comment.  The  combination  of  clinical  judgment, 
laboratory  data,  roentgenology,  and  cystoscopy  pro- 
vide us  with  an  armamentarium  which  in  the  gen- 
eral airerage  of  cases  renders  diagnosis  in  this  field 
at  least  as  precise  as  it  is  in  any  other  branch  of 
medicine. 

The  medical  aspects  of  renal  disorders,  which  is 
the  subject  of  the  excellent  paper  by  Dr.  Smith,  I 
do  not  consider  myself  competent  to  discuss.  It 

•Editor’s  Note : The  opening  of  the  discussion  of  the 
symposium  on  “Diseases  of  the  Kidney”  was  assigned  by  the 
Program  Committee  to  Dr.  Geisinger  who  was  furnished  with 
copies  of  the  papers  in  advance  of  the  meeting. 


may  be  permissible,  however,  to  call  attention  to 
the  possibility  of  the  existence  of  certain  types,  or 
at  least  one  type,  of  nephritis  which  is  not  described 
in  any  text  and  which  is  yet  not  uncommonly  met 
under  certain  circumstances.  This  type  of  nephri- 
tis is  not  frank  in  its  expression,  is  not  constant  in 
its  manifestations,  is  not  associated  with  edema  or 
hypertension,  exhibits  no  casts  in  the  urine,  but  may 
present  a fixed  low  specific  gravity,  marked  reten- 
tion of  nitrogenous  products,  possibly  gross  hema- 
turia, and  often  a steady  downhill  progress  which 
nothing  seems  competent  to  arrest.  I have  invited 
the  consideration  of  my  medical  colleagues  at  the 
Stuart  Circle  Hospital  to  this  tricky  renal  situation 
as  well  as  to  the  general  riddle  of  uremia  to  which 
it  often  leads. 

The  surgical  aspects  of  renal  disease  concern  me 
more  particularly  and_  if  time  permitted,  I should 
enjoy  a more  extended  exchange  of  views  at  this 
point  of  the  discussion.  Fortunately,  the  soundness 
of  the  conclusions  expressed  by  Dr.  Robinson  lea\res 
no  occasion  for  any  elaborate  comment.  Our  ex- 
periences at  Stuart  Circle  place  us  in  substantial 
agreement  with  everything  he  has  said.  We  are  per- 
haps somewhat  less  disposed  to  consider  operation 
in  bilateral  renal  tuberculosis,  which  we  hav^e  come 
to  regard  as  an  out-and-out  non-surgical  condition 
unless  one  kidney,  with  all  its  function,  is  completely 
destroyed  and  yet  behaving  as  an  active  focus. 
Where  nephrectomy  is  performed  in  unilateral  cases, 
we  prefer  complete  wound  closure  without  drainage 
and  make  no  attempt  at  ureterectomy  which,  to  be 
efficient,  must  be  complete,  and  hence  is  usually  im- 
possible or  unwise. 

The  futility  of  conservatism  in  the  presence  of 
large  hydronephrosis,  where  the  total  renal  func- 
tion has  been  assumed  by  the  other  side;  the  re- 
moval of  polycystic  disease  from  the  surgical  field, 
except  under  most  unusual  circumstances;  the  reali- 
zation of  the  advantages  of  the  transperitoneal  ap- 
proach to  tumors  of  the  kidney,  large  or  small,  all 
appeal  to  our  best  judgment.  The  nephrotomy  drain- 
age which  he  associates  with  the  name  of  Horsley 
is  an  admirable  procedure  which  is  usually  ignored 
but  which,  if  more  frequently  employed  in  infected 
calculus  kidneys,  would  unquestionably,  I believe, 
result  in  a definite  reduction  of  the  present  depress- 
ing incidence  of  stone  recurrence.  The  caution 
against  the  indiscriminate  use  of  nephropexy  is 
timely,  but,  lest  the  pendulum  swing  too  far,  should 
be  accompanied  by  a reminder  that  now  and  then 
in  a well-selected  case^  this  operation  becomes  one 
of  the  most  brilliant  in  surgery.  The  difficulty  lies 
mainly  in  the  selection.  We  are  at  present  giving 
some  particular  thought  to  the  question  of  decapsu- 
lation in  nephritis,  concerning  the  desirability  of 
which  the  evidence  is  extremely  conflicting  and 
confusing.  In  the  typical  nephritis  resulting  from 
poisoning  with  bichloride  of  mercury  we  are  be- 
coming disposed  for  certain  reasons  to  believe  that 
the  dreary  results  of  decapsulation  might  perhaps 
be  improved  if  the  operation  were  performed  imme- 
diately and  not,  as  usually  happens,  after  several 
days  of  other  treatment,  during  which  irreparable 
damage  to  renal  tissue  has  occurred. 

Finally,  may  I commend  especially  and  most  heart- 
ily the  more  general  aspects  of  renal  surgery  as  ex- 
pressed by  Dr.  Robinson.  He  refers  to  a “hobby” 
of  his  own  and  here  touches  one  of  mine,  which  I 
have  previously  discussed  in  a manner  before  the 
Society,  but  to  which,  if  I may,  I shall  turn  again 
by  way  of  conclusion  of  this  fragmentary  and  cur- 
sory discussion: 
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1.  Renal  surgery  is  but  rarely  of  an  emergency 
character  and,  except  in  a very  occasional  instance, 
will  permit  complete  pre-operative  study  by  all  the 
means  now  at  the  command  of  the  urologist. 

2.  This  preliminary  investigation  should  embrace 
the  supposedly  sound  side  as  well  as  the  side  un- 
der attack,  and  it  should  be  recognized  as  a car- 
dinal principle  in  this  field  that  no  major  surgery 
upon  one  kidney  should  be  undertaken  until  the  in- 
tegrity of  the  other  organ  is  soundly  established. 
Unexpected  pathology,  operative  accidents,  or  ex- 
treme technical  difficulties  may  require  nephrectomy 
where  some  simpler  procedure  had  been  planned; 
or  the  degree  of  operative  traumatism,  where 
nephrectomy  is  not  done,  may  cause  temporary  sup- 
pression of  function  in  the  kidney  involved.  The 
burden  of  sustaining  life  in  the  patient  is  then 
thrown  upon  the  opposite  organ  and  its  actual  exist- 
ence or  its  freedom  from  disease  cannot  be  left  to 
hypothesis. 

3.  The  comprehensive  study  here  pictured  will 
not  only  disclose  the  condition  of  the  sound  side, 
the  nature  of  the  processes  at  work  in  the  diseased 
side,  and  the  most  appropriate  measures  for  the 
relief  of  these  latter,  but  will  also  not  infrequently 
suggest  preliminary  treatment  over  a longer  or 
shorter  period,  during  which  period  essential  changes 
may  occur,  making  less  surgery  sufficient,  or  no 
surgery  necessary,  or  more  surgery  possible.  The 
lesson  taught  by  the  preliminary  phase  of  prostatic 
surgery  should  be  applied  more  consistently  to  the 
upper  tract  and  in  certain  cases,  perhaps  in  many, 
will  be  found  productive  of  some  astonishing  and 
most  gratifying  results. 

4.  The  immense  value  of  renal  tissue  and  its 
amazing  recuperative  powers  should  ever  be  in  the 
forethought  of  the  urologic  surgeon,  leading  him 
away  from  the  greater  radicalism  of  the  past  to- 
ward the  greater  conservatism  which  is  steadily 
growing  in  the  present  and  will  be  further  empha- 
sized in  the  future.  Certain  conditions — unilateral 
tuberculosis,  large  hydronephrosis,  tumor,  calculi  of 
some  types,  pyonephrosis — demand  nephrectomy  with 
no  uncertainty.  In  various  other  conditions,  how- 
ever, less  drastic  measures  are  often  efficient  and 
not  infrequently  surgery  may  be  totally  replaced  by 
other  methods  of  attack.  One  may  then  enjoy  the 
peculiarly  stimulating  experience  of  not  only  re- 
lieving the  patient  of  his  disability,  but  of  restoring 
to  him  an  organ  which  may  at  some  future  date 
represent  to  him  the  difference  between  life  and 
death.  It  would  be  interesting  and  instructive  to 
illustrate  these  considerations  in  some  detail  but 
the  limits  of  the  present  discussion  make  it  neces- 
sary to  reserve  this  for  some  subsequent  communi- 
cation. 

5.  Approached  in  this  attitude,  radical  where 
necessary,  constructive  and  conservative  where  possi- 
ble, guided  by  careful  preliminary  study,  and  forti- 
fied by  equally  careful  preparatory  and  post-opera- 
tive treatment,  renal  surgery  is  unsurpassed  in  any 
branch  of  medicine  for  excellence  and  permanence 
of  results. 

6.  The  age  distinction  which  separates  infancy 
from  maturity  in  this  field  is  artificial,  unreason- 
able. and  unjust,  and,  in  closing,  one  cannot  re- 
frain from  a final  word  in  behalf  of  these  little  suf- 
ferers, who  are  subject  to  the  same  disorders  as 
their  elders,  but  who,  in  spite  of  their  well-known 
tolerance  of  cystoscopic  manipulations,  are  still  so 
seldom  permitted  to  have  the  benefit  of  the  pre- 
cision of  diagnosis  and  treatment,  surgical  or  other- 


wise, which  is  accorded  to  the  adult  as  a matter  of 
course. 

Dr.  C.  C.  Haskejll,  Richmond , closing  discussion: 
There  are  one  or  two  points  that  I should  like  to 
comment  on.  The  first  of  these  is  in  connection 
with  the  interesting  experiments  performed  by  Dr. 
Richards,  of  Philadelphia,  and  the  inferences  he  drew 
therefrom.  He  suspected  that  if  the  glomerular  ves- 
sels were  to  remain  contracted  for  a considerable 
time,  the  resulting  oxygen  deprivation  would  injure 
them.  He  tested  this  by  injecting  a solution  of 
epinephrin  intravenously  into  cats,  finding  that  al- 
bumin subsequently  appeared  in  the  urine;  this  ap- 
pearing to  offer  confirmation  of  the  view  that  vas- 
cular constriction  would  injure  the  glomeruli  if  suf- 
ficiently prolonged.  Since  it  has  been  claimed  by 
some  that  there  is  an  increased  secretion  of  epine- 
phrin as  a result  of  emotional  stress,  Dr.  Richards 
next  tried  the  influence  of  emotions,  such  as  anger 
or  fear,  finding  that  they,  likewise,  lead  to  the  ap- 
pearance of  albumin  in  the  urine  of  cats.  The  in- 
ference is  that  certain  cases  of  nephritis  occurring 
in  man  may  owe  their  production  to  unwholesome 
emotional  states,  such  as  worry;  the  mechanism  in- 
volved being  an  over-production  of  epinephrin  and 
prolonged  constriction  of  the  glomerular  vessels. 

We  must  recognize  that  Dr.  Smith  is  not  alone  in 
having  obtained  good  results  from  the  intravenous 
injection  of  calcium  chloride  in  some  cases  of  ne- 
phritis. However,  this  drug  should  be  used  with 
caution  intravenously— with  the  caution  I am  sure 
Dr.  Smith  always  exercises.  We  are  in  an  era  of 
enthusiasm  for  intravenous  medication,  but  anyone 
having  an  opportunity  to  observe  the  effects  of  the 
intravenous  injection  of  even  hypertonic  sodium 
chloride  solution  will  realize  that  the  procedure  is 
not  devoid  of  danger.  Only  recently,  I had  the  op- 
portunity to  learn  of  a case  where  only  a portion 
of  the  recommended  dose  of  calcium  chloride  solu- 
tion injected  intravenously  into  a child  resulted  in 
prompt  death  of  the  patient.  Understand,  I am  not 
condemning  the  use  of  calcium  chloride  or  intrave- 
nous medication  in  selected  cases,  but  it  should  al- 
ways be  borne  in  mind  that  there  is  a constant  ele- 
ment of  danger. 

Dr.  P.  S.  Smith,  Abingdon , closing  the  discussion: 
Answering  Dr.  Haskell,  I think  probably  he  misun- 
derstood me  in  saying  that  I use  calcium  salts  in- 
travenously in  the  treatment  of  nephritis,  for  I 
have  never  done  so.  We  have  used  calcium  chloride 
intravenously  in  patients  with  gall-bladder  disease 
associated  with  jaundice,  preparatory  to  operation. 
We  have  also  given  magnesium  sulphate  in  the  vein 
in  cases  of  eclampsia  with  good  results.  I agree, 
however,  with  Dr.  Haskell,  that  any  agent  employed 
intravenously  should  be  used  with  caution. 


THE  POLICY  OF  THE  STATE  BOARD  OF 
HEALTH  IN  REGARD  TO  TUBER- 
CULOSIS.* 

By  ENNION  G.  WILLIAMS,  M.  D.,  Richmond,  Va. 

State  Health  Commissioner. 

On  previous  occasions  I have  addressed  our 
Society  on  matters  that  might  be  regarded  as 
debatable  spheres  of  public  health  activities, 
twilight  zones.  I shall  today  present  for  your 
consideration  the  subject  of  tuberculosis  and 

♦Read  at  the  fifty-eighth  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Petersburg,  October  18-20,  1927. 


692 

the  State’s  duty  in  regard  to  the  tuberculous 
so  far  as  it  has  been  regarded  by  the  State  De- 
partment of  Health  and  by  the  General  As- 
sembly of  Virginia. 

At  the  outset  I ma}1-  say  that  virtually  all 
governments,  certainly  all  States  of  the  Union 
and  provinces  of  Canada,  have  considered 
tuberculosis  as  a disease  which  should  receive 
the  attention  of  the  public  health  authorities. 
With  few  exceptions,  every  State  has  sanatoria 
for  the  care  and  the  cure  of  tuberculosis. 

Our  first  biennial  appropriation  gave  $20,000 
for  general  health  work  and  $20,000  for  tuber- 
culosis. Since  that  time  the  tuberculosis  ap- 
propriations have  mounted  until  they  reached 
the  peak  in  1923-24,  a total  of  $398,648.  In 
that  year  we  received  for  public  health  work 
$194,174.  Since  that  time  this  discrepancy  has 
lessened  and  for  the  current  year  our  tuber- 
culosis appropriations  exceed  our  general 
health  appropriations  by  about  $163,000. 

It  would  seem  from  these  figures  that  Vir- 
ginia has  tried  to  deal  generously  with  its 
tuberculous ; and  one  of  the  most  serious  prob- 
lems which  the  State  Health  Department  has 
been  forced  to  consider  is — how  to  spend  this 
money  wisely  and  to  the  best  advantage  alike 
for  the  victims  of  tuberculosis  and  the  State  as 
a whole. 

Briefly,  I shall  place  before  you  the  steps  by 
which  we  arrived  at  our  system  of  charges. 
This  was  not  the  first  or  most  important  ques- 
tion for  us  to  solve,  but  it  has  much  to  do 
with  the  main  thought  of  this  paper. 

By  appropriating  money  the  State  openly 
recognizes  its  interest  in  tuberculosis.  It  took 
the  ground  that  there  was  a distinct  benefit  to 
all  the  people  when  tuberculosis  was  arrested 
and  the  number  of  its  victims  lessened.  This 
policy  put  tuberculosis  in  a class  separate  from 
all  other  diseases,  although  it  might  be  said 
with  equal  truth  that  the  elimination  or  the 
cure  of  any  ailment  adds  to  the  wealth  and  the 
happiness  of  the  State. 

At  the  outset  we  knew  that  an  appropriation 
of  $20,000,  or  ten  times  $20,000  would  not  en- 
able us  to  look  after  the  tuberculosis  patients 
in  Virginia.  There  were  as  late  as  1915  more 
than  4,000  deaths  from  tuberculosis  annually 
in  Virginia,  and,  roughly  estimating,  this 
meant  that  there  were  more  than  40,000  Vir- 
ginians suffering  from  tuberculosis.  We  had, 
therefore,  to  use  discretion  in  selecting  our 
patients,  and  we  had  to  consider  what  part  the 
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State  should  pay  and  what  part  should  be  paid 
by  the  patient. 

As  a matter  of  fact,  I advocated  a fee  based 
upon  the  ability  of  the  patients  to  pay;  but  a 
majority  of  the  board  decided  that  at  Catawba, 
our  first  sanatorium,  there  should  be  a fixed  fee 
for  all  patients,  one-half  the  cost  to  be  de- 
frayed by  the  State  and  the  other  half  by  the 
patient  or  the  community  from  which  the 
patient  came. 

Years  later  when  Blue  Ridge  Sanatorium 
was  established  a graduated  scale  of  charges 
was  tried;  the  financial  condition  of  the  pa- 
tient was  taken  into  consideration  and  those 
able  to  pay  little  were  charged  little.  This 
plan  soon  was  found  to  be  entirely  impractica- 
ble. The  officials  of  the  sanatorium  could  not 
possibly  decide  on  the  financial  status  of  the 
patient;  and,  unfortunately,  the  word  of  the 
patient  could  not  always  be  taken  at  face  value. 
It  was  found  to  be  almost  equally  impossible 
to  decide  fairly  upon  the  information  given  by 
acquaintances  or  friends  of  the  patient.  They 
either  were  partial  or  lacked  true  knowledge 
of  the  patient’s  condition.  To  have  emplo}Ted 
investigators  to  ascertain  the  financial  status 
of  the  patients  would  probably  cost  as  much 
as  iti  would  cost  the  State  to  give  free  care. 

I may  quote  to  you  an  experience  which 
shows  the  difficulty  in  determining  the  finan- 
cial status  of  patients.  Several  years  ago  the 
State  Department  of  Health  gave  free  Pasteur 
treatments  to  those  unable  to  pay.  One  day 
two  men.  who  had  been  bitten  by  a mad  dog, 
came  to  the  office  for  treatment.  They  had  let- 
ters from  the  mayor  and  the  health  officer  of 
the  city  in  which  they  lived,  stating  that  they 
were  unable  to  pay  for  treatment.  When  they 
were  told  that  they  would  have  to  wait  until 
the  next  day  for  us  to  get  the  material  from 
Washington,  they  became  indignant  and  went 
immediately  to  a private  Pasteur  Institute 
where  each  immediately  and  without  protest 
paid  $75.00  for  the  treatment. 

So,  I frankly  confess  that  my  original  judg- 
ment was  wrong.  The  experience  of  eighteen 
years  has  demonstrated  that  the  fixed  fee  is 
the  more  desirable  policy;  and  at  the  State 
Sanatoria  for  white  people  the  costs  are  split 
evenly  between  the  State  and  the  patient : 
while  at  the  sanatorium  for  colored  people,  the 
State  pays  a slightly  higher  proportion. 

States  do  not  consider  indigency.  So  far  as 
I know,  there  is  nowhere  a State  poor  house 
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or  similar  institution.  The  care  of  the  in- 
digent has  always  been  a matter  of  local  con- 
cern. There  are  county  poor  houses,  or  county 
homes,  or  county  farms ; and  cities  have  similar 
institutions.  It  will  probably  be  urged  by 
those  in  favor  of  the  State  assuming  the  charge 
of  indigent  tuberculous  that  there  is  a differ- 
ence between  the  indigent  who  is  not  suffering 
from  a communicable  disease  and  the  indigent 
who  is  apt  to  be  a menace  to  his  neighbors. 
That  is  perfectly  true;  but  it  will  be  recalled 
that  the  State  pays  half  the  cost  of  maintain- 
ing the  sanatorium  patient  and  this  might 
fairly  be  regarded  as  the  measure  of  the  State’s 
interest  as  compared  with  private  or  local  in- 
terest. 

Therefore,  the  State,  through  the  General 
Assembly,  took  the  position  that  where  a pa- 
tient is  unable  to  pay  for  treatment  at  a sana- 
torium, the  community  in  which  the  patient  re- 
sides should  bear  a share  of  the  expense,  and 
so  there  was  passed  an  act  authorizing  the  cities 
and  counties  to  appropriate  money  for  the  sup- 
port of  patients  unable  to  pay.  Some  cities 
and  counties  now  exercise  this  right  and  send 
patients  to  the  tuberculosis  sanatoria. 

Viewed  from  an  economic  standpoint,  it  is 
unfortunate  that  a large  majority  of  tuber- 
culous patients  whose  expenses  are  partly 
borne  by  communities  are  generally  far  ad- 
vanced cases;  and  every  far  advanced  case  at 
our  sanatoria  is  necessarily  an  additional  cost 
in  the  operation  of  the  institutions.  This  is, 
of  course,  too  obvious  to  need  any  detailed  ex- 
planation. You  doctors  know  how  much  more 
it  costs  to  care  for  bed  patients  than  it  does  to 
care  for  those  who  can  attend  and  do  attend 
regularly  the  dining  room. 

Fortunately,  our  problem  today  is  not  as 
serious  as  it  was  in  1908.  We  have  no  vital 
statistics  for  that  year,  but  I feel  safe  in  say- 
ing that  there  is  today  in  Virginia  less  than 
one-half  the  tuberculosis  there  was  twenty 
years  ago.  To  give  some  exact  figures,  the 
tuberculosis  death  total  for  1915  was  4,003 ; the 
1926  mortality  was  2,673  and,  taking  into  con- 
sideration the  increased  population,  this  makes 
a decline  of  more  than  40  per  cent  in  the  death 
rate  from  tuberculosis.  Nevertheless,  we  may 
set  the  figure  that  we  have  today  at  more  than 
20,000  cases  of  tuberculosis  in  Virginia. 

Obviously,  we  can  nob  hospitalize  all,  even 
if  we  were  to  take  only  for  the  briefest  period 
(hose  who  require  a minimum  of  instruction. 


We  now  have  beds  for  more  than  six  hundred 
white  patients  and  for  about  one  hundred  and 
fifty  Negroes.  We  believe  that  we  should  use 
these  beds,  so  far  as  it  is  humanly  possible  to 
use  them,  for  the  care  of  incipient  or  mode- 
rately advanced  cases,  patients  who  will  stay 
at  the  sanatoria  for  a limited  length  of  time, 
who  will  be  benefited  by  the  treatment  and 
restored  to  active  life,  and  who  will  be  able 
to  protect  others  and  to  teach  other  tuber- 
culous patients  how  to  care  for  themselves  and 
how  to  protect  the  community. 

Nevertheless,  we  find  ourselves  at  odds  with 
many  people,  with  many  doctors.  We  find 
that  there  are  many  of  our  leading  doctors 
who  think  that  the  State  should  take  charge 
of  advanced  cases.  It  is  an  economic  prob- 
lem. Can  the  State  afford  to  do  so  ? 

It  is  now  costing  Virginia  about  $300,000 
a year  to  maintain  its  sanatoria  and  about 
$70,000  a j'-ear  to  maintain  tuberculosis  clinics. 
Taking  the  death  total  of  1926  as  a basis, 
2,673,  it  is  safe  to  say  that  there  are  con- 
siderably more  than  5,000  far  advanced  cases 
in  Virginia. 

We  have  a method  of  approximating  our 
tuberculosis  data  without  taking  the  arbitrary 
statement  that  there  are  ten  cases  to  every 
death.  We  maintain  a well-equipped,  care- 
fully organized  clinic  service  which  holds  in 
sparsely  settled  sections  occasional  clinics,  that 
is,  clinics  which  have  no  definite  date  every 
year,  but  are  held  as  frequently  as  the  size  of 
our  force  will  permit.  In  more  thickly  settled 
sections,  especially  in  counties  where  there  are 
centers  of  population,  we  hold  periodic  clinics, 
usually  four  times  a year.  These  are  strictly 
diagnostic  clinics.  They  are  case-finding  clinics 
and  it  has  been  our  experience  that  not  only 
a considerable  amount  of  unsuspected  tuber- 
culosis has  been  disclosed  at  these  examinations 
but  that  a far  greater  amount  of  unsuspected 
and  untreated  diseases  has  been  disclosed. 

'While  the  nominal,  and  the  main  object  of 
these  clinics  is  to  investigate  and  determine 
tuberculosis,  still  we  have  found  that  the  ad- 
vice of  our  clinician,  based  on  a thorough  ex- 
amination, has  resulted  in  sending  to  doctors 
throughout  the  country  innumerable  cases 
which  would  have  developed  seriously  and 
which,  now  under  treatment,  are  on  the  road 
to  recovery. 

We  examined  last  year  8,818  patients.  Of 
these,  only  1,824  showed  pulmonary  tubercu- 
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losis.  but  6,507  showed  sickness  of  some  sort 
or  other  requiring  a doctor’s  care,  yet  only 
791  were  at  the  time  under  the  care  of  a 
physician. 

Our  clinics  are,  as  I have  said,  strictly  diag- 
nostic; even  for  tuberculosis  we  correspond 
with  the  physician  and  not  with  the  patient : 
and  no  cure  of  any  sort  was  recommended  to 
any  one  of  the  6.507  cases  of  illness,  but  each 
case  was  advised  to  see1  his  family  physician. 
Our  only  advice,  which  in  any  sense  might  be 
regarded  as  tending  to  the  curative,  is  that  we 
do  advise  sanatorium  treatment  to  those  who 
we  think  would  be  benefited  by  that  sort  of 
treatment.  We  do,  however,  distribute  tuber- 
culosis literature,  which  is  available  from  any 
source. 

Our  clinicians  are  strictly  debarred  from 
private  practice  and  they  are  not  permitted  to 
receive  a fee  when  they  go  into  consultation. 
We  do  not  hold  clinics  in  opposition  to  the 
wishes  of  the  local  doctors.  If  we  start  such 
a service  and  we  find  that  there  is  such  opposi- 
tion. we  withdraw;  and  our  nurses  are  careful 
always  in  visiting  the  local  doctors  in  advance 
of  the  clinic  and  inviting  them  to  the  clinic : 
so.  with  this  record  of  case  findings,  we  feel 
safe  in  saying  there  are  at  least  5,000  far  ad- 
's anced  cases  in  Virginia. 

Now.  it  will  be  seen  that  this  is  not  a matter 
simply  of  maintenance.  It  will  probably  cost 
not  less  than  $1,500  per  bed  at  a well  equipped 
sanatorium.  I am  inclined  to  think  that  the 
cost  will  run  nearer  to  $2,000.  Far  advanced 
cases  require  facilities  that  will  enable  sleep- 
ing indoors  during  rigorous  weather:  and  we 
can  not  build  houses  suitable  for  such  cases  un- 
less we  use  durable  weather-proof  material, 
such  as  brick  or  concrete.  Assuming  that  the 
cost  would  be  only  $1,500  per  bed,  to  provide 
for  5,000  far  advanced  cases  would  require  an 
expenditure  of  $7,500,000.  It  might  be  said 
that  such  a sum  would  never  be  required,  that 
all  advanced  cases  would  not  want  hospitaliza- 
tion, that  some  would  rather  stay  home;  but 
you  can  never  tell  how  far  a policy  will  ex- 
tend once  you  embark  upon  it;  and  I feel  sure 
that  to  provide  facilities  for  the  care  of  ad- 
vanced cases,  even  those  able  to  pay  their  own 
expenses,  would  involve  money  expenditures 
far  beyond  the  resources  of  Virginia. 

"What  are  we  to  do?  Are  we- to  pursue  the 
policy  which  we  have  followed,  to  pay  partic- 


ular attention  to  the  patient  who  can  be  re- 
stored to  active  life,  or  are  we  to  turn  our 
sanatoria  into  segregation  homes,  where  the 
far  advanced  tuberculous  patient  shall  stay 
until  he  dies?  I do  not  believe  that  the  latter 
plan  is  consistent  with  public  health  ideas. 
Conceding  that  the  far  advanced  case  may  be 
a menace  to  the  health  of  others,  I believe  that 
the  far  advanced  case  is  considerably  less  of 
a menace  than  the  moderately  advanced  case 
which  circulates  freely  among  the  members  of 
the  community  in  which  he  lives. 

Frankly.  I do  not  know  under  whose  direc- 
tion such  segregation  homes  shoidd  properly 
be  placed.  If  they  ever  should  be  established 
and  placed  with  the  health  department,  we 
would  do  our  best  to  manage  them  properly, 
but  it  seems  to  me  to  be  largely  a welfare  mat- 
ter; and.  if  indigence  is  combined  with  sick- 
ness, I think  it  would  be  more  a matter  of 
local  concern  than  of  State  concern. 

I am  giving  to  you  doctors  the  benefit  of  my 
nineteen  years’  experience  as  heath  commis- 
sioner. and  during  eighteen  of  these  years  we 
have  been  operating  one  or  more  sanatoria. 
We  believe  that  instead  of  there*  being  a just 
criticism  of  our  policy  in  endeavoring  to  ex- 
clude far  advanced  cases,  we  are  really  open  to 
blame  for  having  accepted  such  a large  num- 
ber of  cases  of  moderately  and  far  advanced. 
In  extenuation,  we  may  say  that  frequently  it 
is  hard  to  draw  the  line  and  to  catalogue  ab- 
solutely the  condition  of  the  patient:  yet  we 
certainly  have  at  each  of  the  sanatoria  more 
far  advanced  than  we  should  have. 

The  sanatoria  justify  themselves  as  public 
health  activities  when  thejr  serve  as  schools  for 
teaching  patients  how  to  prevent  the  spread  of 
tuberculosis;  they  justify  themselves  as  eco- 
nomic investments  when  they  return  to  active 
life  people  who  otherwise  would  be  charges  on 
their  families  or  their  communities;  but  I fail 
to  see  how  they  justify  themselves  with  our 
limited  funds  when  they  serve  only  as  segrega- 
tion homes.  Yet.  a number  of  Virginia  doc- 
tors, men  of  high  standing,  wise  men,  take 
issue  with  this  and  think  that  it  is  the  bounden 
duty  of  the  State  to  take  care  of  its  helpless 
and  hopeless  tuberculous.  Charity  and  human- 
ity naturally  incline  us  all  to  that  view,  but 
is  such  an  undertaking  strictly  public  health 
work  until  the  State  has  far  more  money  for 
this  work  than  appears  at  the  present  time? 
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Discussion. 

Dr.  C L.  Harrell.  Norfolk:  I understand  Dr.  Wil- 
liams selected  me  to  open  the  discussion  on  his 
paper  because  I would  disagree  with  him.  I think 
Dr.  Williams  and  his  co-workers  are  to  be  congratu- 
lated on  the  great  strides  made  in  the  fight  against 
tuberculosis  in  the  last  few  years.  Well  do  I remem- 
ber when  Catawba  Sanatorium  was  opened,  with  a 
very  few  patients;  now  the  three  state  sanatoria 
together  handle  from  1,000  to  1,200  patients  each 
year.  These  cases  when  they  return  home  help  to 
educate  others.  I have  often  made  the  statement 
that  I believe  the  sanatoria  in  this  state  do  as  much 
good  along  educational  lines  as  any  institution  of 
learning  in  the  state. 

There  are  one  or  two  slight  criticisms  I wish 
to  make  of  the  present  tuberculosis  program.  First, 
not  more  than  25%  of  the  patients  that  I refer  to 
the  sanatoria  consult  me  again,  until  they  relapse 
too  far  for  help.  The  only  reason  I can  give  for 
this,  they  learn  just  enough  to  think  they  can  treat 
themselves  without  the  aid  of  a physician,  and  that 
all  their  ills  are  due  to  tuberculosis. 

Another  is  the  state  clinics.  I have  done  some 
work  in  these  clinics.  The  cases  are  not  studied 
close  enough,  because  the  doctors  have  too  many 
patients  to  see.  I have  attempted  to  examine  as 
many  as  forty-seven  cases  on  a hot  July  day.  After 
you  have  listened  to  about  twenty-five  chests  it  is 
almost  impossible  to  tell  an  abnormal  from  a normal 
sound.  I think  twenty-five  a day  should  be  the 
limit.  The  cases  should  also  be  confined  to  those 
who  are  not  able  to  pay.  It  is  not  fair  to  the  local 
physician  for  the  state  nurses  to  go  about  in  the 
rural  districts  and  drum  up  patients,  regardless  of 
their  ability  to  pay,  in  order  to  make  a good  show- 
ing at  the  clinic.  I think  it  better  to  confine  your 
efforts  to  those  who  really  need  attention. 

The  juvenile  type  is  handled  only  to  a small  ex- 
tent in  this  state.  The  children’s  pavilion  at  Blue 
Ridge  can  accommodate  about  forty  children,  and 
these  cases  are  given  expert  care.  Richmond  has  a 
preventorium,  where  it  cares  for  a few  children 
during  the  summer  months.  Norfolk  has  a preven- 
torium that  runs  in  conjunction  with  the  tubercu- 
losis clinic.  It  provides  for  twenty-five  or  thirty 
children  for  two  months  during  the  summer.  Dr. 
Grandy  tells  me  that  only  one  case  has  developed 
active  tuberculosis  to  his  knowledge  that  has  been 
taken  care  of  at  this  preventorium  since  it  has 
been  in  operation,  which  is  about  seventeen  years. 
But  think  of  the  large  number  of  children  through- 
out the  state  that  get  no  attention  at  all. 

I heartily  agree  with  Dr.  Williams  that  the  state 
should  not  be  expected  to  provide  beds  and  take 
care  of  the  far  advanced  cases  of  tuberculosis.  In 
the  first  place,  a real  sick  patient  should  not  be 
taken  too  far  away  from  home  for  treatment;  sec- 
ondly, it  would  be  too  expensive.  But  some  pro- 
vision should  be  made  near  the  homes  to  provide 
for  the  far  advanced  cases,  either  by  city  or  county, 
or  the  two  combined.  The  far  advanced  case  should 
be  taken  out  of  the  home.  Dr.  Williams  says  there 
are  about  5,000  active  cases  in  the  state  at  present. 
Miss  Randolph  says  there  are  about  5,000  children  in 
contact  with  these  cases.  It  is  from  this  group  of 
contact  cases  that  we  get  our  future  active  cases  of 
tuberculosis.  We  should  do  all  in  our  power  to 
separate  the  child  from  the  active  case. 

Illinois  has  a law  that  no  child  under  sixteen 
years  of  age  shall  live  in  a house  where  there  is 
a known  active  case  of  tuberculosis.  Chicago  has 


tried  to  enforce  that  law.  Chicago  had  a record 
March  1,  1927,  that  showed  2,680  cases,  with  a posi 
tive  sputum.  The  health  department  reports  that 
only  twenty-eight  cases  under  sixteen  years  of  age 
were  actually  in  contact  with  any  of  this  number. 
What  Chicago  has  done  on  a grand  scale,  Virginia 
should  attempt  to  do  on  a small  scale. 

I wish  to  congratulate  Dr.  Williams  and  his  co- 
workers on  the  good  work  they  are  doing,  but  I 
am  hoping  for  still  greater  improvement  in  the 
near  future. 

Dr.  Charles  R.  Grandy,  Norfolk:  I have  heard 
with  a great  deal  of  pleasure  what  Dr.  Williams 
and  Dr.  Harrell  have  had  to  say  in  regard  to  the 
sanatoria.  Having  been  actively  engaged  in  tuber- 
culosis work  for  many  years,  possibly  longer  than 
either  of  the  gentlemen  who  have  spoken,  I believe 
we  can  go  even  further  than  Dr.  Williams  goes.  I 
think  that  the  care  of  the  far  advanced  case  does 
not  lie  with  the  state,  but  with  the  subdivisions 
of  the  state.  In  making  a check  of  the  amount  of 
money  spent  by  the  different  cities  of  the  state,  I 
find  that  the  cities  of  the  state  were  appropriating 
only  about  $100,000  a year  for  the  direct  care  of 
the  tuberculous,  and  $80,000  of  that  came  from  Rich- 
mond. In  other  words,  most  of  the  cities  of  the 
state  were  passing  the  buck,  to  use  the  American 
expression,  to  the  state  to  take  care  of  their  tuber- 
culous cases.  They  were  not  giving  them  proper 
care  and  were  letting  them  infect  the  people  around 
them.  They  had  to  pay  a mill  tax  and  wanted  the 
state  do  all  the  work.  I am  one  of  the  people  who 
is  glad  that  the  mill  tax  was  taken  off,  because  it 
will  not  give  the  cities  an  opportunity  to  pass  all 
the  burden  on  to  the  State. 

The  sanatoria  do  splendid  work  in  the  majority 
of  cases.  Let  us  look  at  our  own  pockets  when  we 
go  away  from  home  and  consider  what  we  had  to 
pay.  The  white  sanatorium  patient  pays  one  dol- 
lar. Let  us  compare  that  with  what  we  pay  when 
we  go  to  a hotel.  I frequently  tell  patients  when 
they  ask  me  where  to  go,  whether  to  go  to  Catawba 
or,  let  us  say  for  comparison,  to  Asheville,  that  at 
Catawba  they  pay  a dollar  a day,  and — while  they 
do  not  get  a private  bath — they  get  everything  they 
need  and  get  it  for  a dollar,  and  at  Asheville  they 
have  to  pay  five  dollars  a day  and  up.  In  the  white 
sanatoria  our  accommodations  and  buildings  com- 
pare very  favorably  with  the  big  sanatoria.  They 
are  very  much  better  than  some  of  the  big  sana- 
toria in  the  North,  yet  we  get  the  service  at  this 
very  nominal  charge.  I think  the  doctors  of  the 
state  should  be  congratulated  upon  the  service  they 
are  getting  from  the  sanatoria. 

In  conclusion,  the  clinic  in  Norfolk,  which  I have 
been  running  for  a number  of  years,  has  at  the  dif- 
ferent sanatoria,  between  fifteen  and  twenty  cases 
all  the  time.  We  are  spending  around  $2,500  a year 
on  the  patients’  board.  Some  patients  are  able  to 
pay;  some  have  to  be  taken  care  of  by  different 
organizations.  We  think  it  is  money  well  expended 
and  wish  we  had  more.  I hope  the  medical  profes- 
sion will  not  blame  the  State  of  Virginia  for  not 
giving  the  patients  more,  because  I believe  the  State 
of  Virginia  is  doing  everything  possible  for  the 
patients.  If  you  make  treatment  absolutely  free 
and  can  take  care  of  only  a limited  number  of  pa- 
tients, you  will  get  in  many  far  advanced  cases 
that  last  forever,  and  they  will  keep  out  the  cases 
that  might  be  benefited. 

Dr.  Williams,  closing  the  discussion;  I am  glad 
to  hear  the  criticisms  of  Dr.  Harrell  and  Dr.  Grandy. 
We  are  always  glad  to  hear  from  the  doctors  of 
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the  state,  even  if  we  do  not  agree  with  what  they 
say.  I should  like  to  add  also  that  we  should  be 
glad  to  have  any  doctor  in  the  State  of  Virginia 
come  to  the  sanatoria  and  spend  twTo  or  three  days 
as  our  guest,  because  I believe  it  is  good  for  the 
doctors  to  come  there  and  see  the  problem  and  be- 
come really  acquainted  with  what  is  being  done. 


CAESAREAN  SECTION.* 

By  J.  HUNTER  PEAK,  M.  D.,  Louisville,  Ky. 

Since  the  dawn  of  human  history,  or  since 
life  came  into  the  world,  there  is  no  question 
but  many  women  have  lost  their  lives  on  ac- 
count of  conditions  we  recognize  today,  and 
which,  if  known  then,  and  the  way  of  hand- 
ling them  as  we  know  now,  the  women  would 
not  have  died  from  those  causes. 

Back  in  the  time  of  the  Pharaohs,  today, 
and  within  the  last  few  years,  there  have 
been  found  many  bas-relief  works  or  pictures 
of  women  undergoing  the  operation  now 
known  as  Caesarean  section.  We  do  not  know, 
from  any  authentic  source,  whether  these 
women  were  living  or  dead  when  the  opera- 
tion was  undertaken. 

It  has  been  shown  that  manjq  many  cen- 
turies before  the  time  of  Christ,  in  women 
who  died  at  or  near  the  end  of  utero-gestation, 
the  abdomen  was  opened  for  the  purpose  of 
removing  the  child  in  the  hope  that  it  might 
live.  About  715  B.  C.  Pompilius  codified  the 
Roman  laws  and  afterward  they  were  called 
“lex  regia.”  In  these  laws  it  was  decreed  and 
made  obligatory  on  the  part  of  the  public 
that  in  all  women  who  died  near  the  end  of 
gestation  the  child  should  be  delivered  in  that 
way.  There  were  two  reasons  for  this:  First, 
that  the  child  might  live  and  be  of  benefit  to 
the  community  in  which  it  would  be  reared; 
second,  if  the  child  did  not  live,  it  and  the 
mother  could  be  given  a separate  funeral. 

The  name  “Caesarean”  a great  many  peo- 
ple have  thought  comes  from  “Caesar.”  That 
Julius  Caesar  was  born  that  way  I expect 
there  is  no  question,  but  the  old  idea  that 
his  mother  consented  to  give  her  life  in  order 
that  there  might  be  an  heir  to  the  throne  is 
possibly  a mistake,  because  letters  have  been 
found  written  many  years  later  to  Julia,  his 
mother,  so  she  must  have  lived  after  he  was 
born.  Caesar  was  born  about  one  hundred 
years  before  Christ,  and  some  have  thought 
the  word  Caesarean  was  derived  from  this 
operation,  but  this  is  not  true,  because  Caesars 

•Read  by  Dr.  Owen  M.  Wheeler  in  absence  of  Dr.  Peak 
(invited  guest)  before  Southwestern  Virginia  Medical  Society, 
in  Bristol,  Va.,  September  22-23,  1927. 


lived  before  that  time,  there  were  other  rulers 
by  the  same  name  before  Julius  Caesar  came 
into  the  world.  It  is  more  likely  that  the 
word  Caesarean  comes  from  the  Latin,  caedere 
(i.  e.,  to  cut),  and  this  means  was  used  to 
deliver  women,  not  only  those  where  the  child 
was  possibly  living,  but  also  those  who  had 
been  dead  long  enough  so  that  the  child  was 
also  dead. 

The  first  period  of  Caesarean  section  and 
the  development  of  this  work  extended  from 
the  earliest  time,  of  which  there  is  little  known, 
downward  to  about  the  time  of  Christ,  then 
to  the  fifteenth  or  beginning  of  the  sixteenth 
century,  to  provide  separate  burial  for  mother 
and  child,  or  for  preservation  of  the  child  if 
the  operation  could  be  performed  sufficiently 
early  after  the  mother’s  death. 

After  the  birth  of  Julius  Caesar,  according 
to  history,  the  first  living  child  to  be  born 
by  Caesarean  section  and  the  mother  to  sur- 
vive, was  in  Switzerland,  the  operation  being 
performed  by  Jacob  Nufer.  a Swiss  butcher, 
upon  his  own  wife.  That  was  about  the  be- 
ginning of  the  sixteenth  century.  After  all 
the  midwives  had  attempted  delivery  with- 
out success,  and  after  several  barber-surgeons 
had  been  called  in  considtation  and  could  not 
affect  delivery,  the  woman  was  told  there  was 
no  further  hope.  However,  the  husband  told 
her  that  he  would  not  let  her  die,  that  he 
would  open  her  abdomen  and  deliver  the 
child.  This  was  successfully  accomplished, 
and  we  are  told  in  history  that  she  bore  four 
or  five  children  normally  afterward. 

From  that  time  until  1876,  nearly  all  the 
women  subjected  to  Caesarean  section  died, 
and,  when  we  consider  the  crude  manner  in 
which  the  work  was  done,  we  can  understand 
the  reason  for  the  mortality.  That  was  be- 
fore the  days  of  asepsis  and  antisepsis.  The 
uterus  was  simply  opened  and  the  child  and 
placenta  extracted.  The  uterus  was  then  al- 
lowed to  recede  into  the  abdominal  cavity  and 
the  external  incision  was  closed.  There  were 
two  reasons  whj7  the  woman  might  die:  First, 
the  lochia  escaped  into  the  abdominal  cavity, 
infection  occurred,  and  fatality  was  almost 
inevitable;  or,  if  the  woman  survived,  she  was 
thereafter  an  invalid  as  the  result  of  the  in- 
fection; second,  death  supervened  as  the  re- 
sult of  severe  hemorrhage. 

It  was  Porro,  in  1876.  who  recognized  these 
two  factors  as  the  cause  of  so  manv  deaths.  The 
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surgical  technique  was  not  then  so  well  de- 
veloped as  it  is  now  and  has  been  since  the 
advent  or  bacteriology,  and  yet  Porro  recog- 
nized the  dangers  and  attempted  to  forestall 
them  by  emptying  and  amputating  the  uterus 
and  fixing  the  stump  in  the  abdominal  wall. 
For  this  purpose  he  used  what  is  now  known 
as  a figure-of-eight  suture  placed  around  two 
steel  pins,  transfixing  the  stump  in  the  ab- 
dominal wound.  Before  that  time  the  mor- 
tality from  Caesarean  section  was  at  least 
90  per  cent,  and  subsequently  about  52  per 
cent  of  the  women  died.  Many  of  those  who 
survived  were  in  a serious  condition  because 
of  the  long  continued  infection  following  the 
procedure. 

Strange  to  say,  during  the  same  year  (1876) 
or  the  year  following,  Sanger  conceived  the 
idea  that  the  best  way  was  not  to  perform  the 
Porro  operation,  which  entailed  fixing  the 
uterine  stump  in  the  abdominal  wall,  but  to 

I ! suture  the  uterine  incision,  replace  the  uterus 
in  the  cavity,  and  close  the  abdominal  wall 
just  as  in  any  other  operation.  Credit  is  due 
Sanger  for  the  present  perfected  technique 
of  Caesarean  section.  He  may  legitimately 
be  called  the  father  of  the  present  surgical 
technique  of  the  operation. 

I There  are  four  periods  in  the  history  of 
the  Caesarean  section : The  first  period  was 
where  women  were  delivered  in  this  man- 
ner for  the  purpose  of  saving  the  child  if 
possible,  or  giving  it  a separate  funeral  if 
dead,  there  being  no  hope  of  saving  the  life 
of  the  mother.  That  period  extended  from 
the  earliest  times  to  about  1500  A.  D.  The 
second  period  was  from  1500  to  1876.  During 
that  time  very  few  of  the  women  recovered 
following  the  operation,  and  it  was  never  un- 
dertaken except  as  a dernier  resort  in  an  at- 

I tempt  to  save  the  life  of  the  child  as  well  as 
the  mother. 

It  was  stated  by  Budin,  of  Paris,  and  by 
Spaeth,  of  Vienna,  also  by  Murphy,  of  Lon- 
don, and  authorities  in  all  the  other  great 
centers  of  medicine  and  surgery  in  Europe, 
that  not  a single  patient  survived  the  opera- 
tion of  Caesarean  section  from  1778  to  1876, 
a period  of  ninety-eight  years.  However,  dur- 
ing that  time,  Harris,  of  New  York,  had  col- 
• lected  sixteen  cases  with  a mortality  of  56 

!2>er  cent.  Subsequent  to  the  Sanger  operation 
and  its  perfected  technique,  Harris  collected 
1606  cases  with  a mortality  of  only  4 per  cent; 


in  other  words,  96  per  cent  of  the  patients  re- 
covered. 

The  period  from  1500  to  1876  was  what 
might  be  termed  the  experimental  stage  of 
the  operation,  which  was  considered  very 
dangerous  until  the  technique  was  improved 
and  simplified  by  Porro  and  Sanger.  From 
that  time  (1876)  until  1907  may  be  considered 
(he  third  period,  or  the  period  of  perfection 
of  the  technique,  and  where  the  lives  of  nearly 
all  the  patients  were  saved.  With  the  pres- 
ent perfection  of  the  technical  details  of  the 
procedure,  Caesarean  section  is  about  as  safe 
as  any  other  abdominal  operation,  everything 
else  being  equal. 

(From  1907  until  the  present  time  there  have 
been  a few  operators  who  have  advocated  and 
practiced  Caesarean  section  without  entering 
(he  abdominal  cavity,  that  is  by  the  extra- 
peritoneal  method.  It  is  claimed  this  plan  is 
more  advantageous  than  ordinary  Caesarean 
section  in  the  presence  of  frank  infection,  or 
in  cases  where  it  is  known  infection  might 
have  been  easily  acquired  and  probably  exists, 
and  where  delivery  otherwise  than  by  opera- 
tive means  is  impossible.  I understand  the 
extra-peritoneal  method  is  now  practiced  by 
DeLee  and  several  others  in  this  country  in 
cases  where  infection  has  already  occurred.  I 
wish  to  sajr  that  I doubt  very  much  whether, 
under  our  present  methods  of  protecting  the 
abdominal  cavity  from  extension  of  infection, 
anjr  such  operation  is  ever  justifiable.  The 
procedure  requires  too  much  time,  it  is  too 
tedious,  and  it  is  unsatisfactory,  because  the 
peritoneum  is  often  torn,  adjacent  structures, 
especially  the  urinary  bladder,  are  injured, 
and  disastrous  results  sometimes  follow.  At 
all  events,  the  extra-peritoneal  method  should 
never  be  attempted  by  any  surgeon  who  has 
not  thoroughly  mastered  the  technique  of  the 
procedure.  It  is  infinitely  more  difficult  and 
entails  greater  danger  to  both  mother  and 
child  than  the  ordinary  Caesarean  section. 

It  is  not  my  intention  to  describe  the  tech- 
nical details  of  Caesarean  section, — the  mov- 
ing picture  will  do  that, — but  it  may  be  in- 
teresting to  briefly  mention  some  of  the  recog- 
nized indications  for  the  operation. 

It  has  always  been  known  that  the  pelvis 
of  woman  may  be  subject  to  faulty  develop- 
ment. When  a woman  is  normally  developed, 
when  her  pelvis  and  everything  else  is  nor- 
mal, we  know  that  she  has  very  little  trouble 
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in  giving  birth  to  her  child  through  the  nat- 
ural channel;  but  sometimes  there  is  faulty 
development  of  the  pelvis,  the  most  common 
type  being  what  is  known  as  infantile  pelvis. 

I have  performed  sixty-five  Caesarean  sec- 
tions. The  fifty-fourth  operation  was  per- 
formed last  April  and  will  presently  be  shown 
in  moving  picture,  and  since  then  ten  other 
patients  have  been  similarly  operated  upon. 
The  case  to  be  illustrated  by  the  moving  pic- 
ture tonight  belongs  to  that  class  known  as 
infantile  pelvis,  the  antero-posterior  diameter 
being  only  two  inches  and  the  lateral  diameter 
not  more  than  four  inches,  making  it  impos- 
sible to  deliver  the  woman  by  version  or  any 
other  method  than  Caesarean  section.  The 
patient  was  otherwise  perfectly  normal  and 
healthy.  This  child  was  the  third  that  I had 
delivered  for  the  woman  in  the  same  way.  and 
she  and  all  three  children  are  living. 

Any  disease  or  deformity  causing  marked 
change  in  the  contour  or  size  of  the  pelvis 
may  be  a direct  indication  for  Caesarean  sec- 
tion. The  so-called  Nagele’s  pelvis  is  an  ex- 
ample of  this  type.  In  such  cases  the  deform- 
ity is  caused  by  fusion  of  the  sacrum  with 
the  ilium,  the  result  of  arrested  development, 
giving  the  appearance  of  only  half  a pelvis. 
Tuberculosis,  osteoma,  cancer  and  other  dis- 
eases may  cause  pelvic  deformity  and  bring 
about  the  necessity  for  Caesarean  section.  I 
have  seen  two  cases  in  which  Nagele’s  pelvis 
Avas  present,  and  recall  seA’eral  others  where 
pelvic  deformity  was  due  to  tumors. 

About  five  years  ago  I presented  before  our 
county  society  a paper  on  the  indications  for 
Caesarean  section,  and  reported  forty-four 
cases,  ten  or  fifteen  of  the  patients  being  pres- 
ent with  their  children.  I do  not  uoav  recall 
how  many  different  indications  for  the  opera- 
tion were  represented  by  the  group  of  cases 
presented,  but  there  were  many. 

In  the  presence  of  cervical  neoplasms,  par- 
ticularly adAranced  carcinoma.  I belie\*e  Caesa- 
rean section  is  indicated.  Malignant  disease 
in\rolving  the  \raginal  outlet  and  the  rectum, 
on  account  of  the  great  amount  of  neoplastic 
tissue,  may  be  an  indication.  I haA’e  seen  one 
case,  the  only  one  of  the  kind  I have  ob- 
serA  ed  or  of  which  record  can  be  found,  where 
a tumor  in  the  anterior  \Taginal  wall  filled  the 
entire  pelvis  and  prevented  normal  delivery. 
A small  tumor  was  noticed  when  the  first 
child  was  born  but  the  patient  did  not  haA’e 


it  removed.  She  again  became  pregnant  and 
this  time  was  sent  to  the  hospital  and  pre- 
pared for  delivery  by  Caesarean  section  be- 
cause of  obstruction  from  the  tumor.  While 
on  the  table  with  the  operation  started,  labor 
pains  became  so  A'iolent  that  the  child’s  head, 
pressing  doAvnward  against  the  tumor,  caused 
it  to  rupture.  The  contents  had  much  the 
appearance  of  a dermoid  cy'st.  with  very  foul 
odor  and  other  evidences  of  the  presence  of 
considerable  purulent  material.  Caesarean 
section  had  to  be  completed  and  the  child 
lived  but  the  mother  died.  This  case  was  not 
in  my  personal  practice,  but  I happened  to 
be  present  at  the  operation. 

Any  tumor  in  the  anterior  uterine  wall, 
such  as  a fibromyoma.  situated  low  between 
the  parturient  canal  and  the  urinary  bladder, 
may  so  fill  the  space  as  to  obstruct  descent  of 
the  child’s  head,  and  thus  constitute  an  indi- 
cation for  Caesarean  section.  I operated  in 
one  case  where  the  woman  had  previously 
gh’en  birth  to  fourteen  children  in  the  normal 
way.  When  pregnant  Avith  the  fifteenth  child 
it  was  found  she  had  a uterine  fibromyoma 
which  preAented  the  child  from  making  any 
presentation  whatsoever,  except  a cross  presen- 
tation, and  normal  delivery  was  impossible. 
Caesarean  section  Avas  performed,  the  child 
lh’ed,  and  the  woman  left  the  hospital  on  the 
ninth  day'  after  operation.  This  patient 
stated  that  if  she  ever  had  any'  more  children 
she  wanted  them  delivered  by'  operation,  that 
she  did  not  wish  to  bear  further  children  in 
the  natural  wav,  since  she  had  seen  how  easy 
it  was  to  be  delivered  by  Caesarean  section. 

Ovarian  tumors  may’  be  so  situated  as  to 
obstruct  deliA’ery,  because  of  their  great  de- 
velopment. or  possibly'  by’  adhesions  to  other 
pelvic  viscera.  Such  tumors  sometimes  develop 
almost  entirely'  in  the  dowmvard  direction  in- 
stead of  upward,  and  may  so  fill  the  peh’is 
as  to  effectively  prevent  delivery. 

Sometimes  anterior  or  ventral  fixation  of 
the  uterus  may’  be  the  cause  of  seA’ere  dystocia, 
on  account  of  distortion  of  the  normal  uterine 
relations,  so  that  when  labor  begins  Caesarean 
section  may  be  found  necessary'. 

ExtensiA’e  cervical  and  perineal  lacerations 
in  preA’ious  labors,  especially  Avhere  the  rec- 
tum is  inA’oh'ed,  eA’en  though  successfully  re- 
paired at  the  time,  constitute  a A’alid  indica- 
tion for  Caesarean  section.  The  same  may 
also  be  said  of  scar  tissue  of  extensive  nature 
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in  the  vaginal  walls.  Under  such  conditions, 
if  the  woman  is  delivered  in  the  normal  way 
in  subsequent  pregnancies  the  extensive  scar 
tissue  is  certain  to  be  separated;  the  injury 
may  extend  into  the  uterus  and  the  woman 
succumb  from  infection.  Moreover,  ruptured 
scar  tissue  rarely  heals,  and  that  of  itself 
would  be  a constant  source  of  danger. 

Advanced  pulmonary  tuberculosis,  where 
the  woman  is  so  exhausted  from  the  effects 
of  the  disease  that  she  cannot  withstand  nor- 
mal labor,  may  be  an  indication.  Many 
women  with  tuberculosis  have  lived  for  years 
after  delivery  by  Caesarean  section,  whereas 
their  lives  might  have  been  lost  had  they  been 
delivered  in  the  normal  manner. 

Serious  cardiac  disease,  such  as  myocarditis, 
valvular  lesions  where  there  is  no  attempt  at 
compensation,  etc.,  may  be  a valid  indication. 
In  the  presence  of  serious  renal  lesions  Caesa- 
rean section  may  prevent  extension  of  the 
disease  and  prolong  the  life  of  the  woman 
for  many  years. 

In  persistent  occipito-posterior  positions, 
where  the  high  forceps  operation  would  be 
necessary  to  effect  delivery,  and  especially 
where  efforts  at  labor  have  already  exhausted 
the  woman  and  complete  uterine  inertia  has 
supervened,  Caesarean  section  is  indicated. 
Crossed  or  shoulder  presentation,  particularly 
where  one  arm  is  protruding,  must  also  be 
considered  as  an  indication. 

Puerperal  eclampsia  is  sometimes  an  im- 
portant indication  for  Caesarean  section.  I 
do  not  mean  to  say,  however,  that  the  opera- 
tion is  indicated  in  every  case  of  eclampsia. 
Take  a case,  for  instance,  where  a woman, 
rather  advanced  in  years,  is  pregnant  with 
her  first  child,  where  possibly  the  viability  of 
the  child  is  certain  if  given  a chance  to  be 
born,  but  where  the  mother’s  condition  is 
very  serious,  where  the  cervix  is  elongated 
with  vaginal  outlet  small,  where  the  cervix 
is  difficult  to  dilate,  and  where  conditions  are 
such  that  it  would  be  impossible  to  do  any- 
thing of  advantage  unless  done  quickly, 
Caesarean  section  in  my  opinion  offers  the 
best  opportunity  for  both  the  mother  and  the 
child.  Eclampsia  seldom  develops  until  after 
the  seventh  month  of  gestation,  and  in  such 
cases  prompt  Caesarean  section  may  be  the 
means  of  saving  mother  and  child. 

Placenta  previa,  especially  of  the  centralis 
type,  is  in  itself  in  many  instances  an  indica- 


tion for  Caesarean  section.  I have  operated 
upon  several  patients  of  this  type  and  have 
never  lost  a child  that  was  living  when  the 
operation  was  started,  and  only  one  of  the 
mothers  succumbed.  This  patient  was  a Mrs. 
AV.,  who  had  central  implantation  of  the 
placenta  and  when  first  seen  by  me  was  so 
exhausted  from  hemorrhage  that  I could  see 
nothing  to  be  done  except  take  her  to  the 
hospital  and  complete  delivery  as  quicldy  as 
possible.  The  child  was  already  dead,  the 
cord  was  prolapsed,  and  an  arm  protruded 
through  the  placenta  into  the  outside  world. 
I had  many  times  performed  version  and  de- 
livered women  in  that  way.  This  we  know 
is  always  dangerous  to  the  child,  but  in  this 
case  the  child  was  already  dead.  Under  the 
circumstances  I believed  possibly  I could  de- 
liver this  woman  by  version,  and  while  she 
was  in  the  hospital  I attempted  it,  but  the 
hemorrhage  was  so  great  that  it  could  not  be 
sufficiently  controlled  to  save  her  life.  I be- 
lieve in  that  case  Caesarean  section  was  the 
better  plan.  It  is  relatively  a simple  opera- 
tion, can  be  performed  very  quickly,  and, 
everything  else  being  equal,  it  is  practically 
devoid  of  danger.  This  particular  patient 
died;  the  child  was  already  dead  when  I was 
first  called,  it  being  the  only  fatality  in  fifty- 
five  cases.  All  the  other  mothers  and  chil- 
dren are  living  and  well  today. 

It  is  thought  by  many  physicians  that  it  is 
extremely  hazardous  to  deliver  a woman  by 
Caesarean  section  where  forceps  have  been 
previously  used.  If  forceps  have  been  tried 
under  strict  aseptic  precautions  with  the 
patient  in  the  hospital, — and  I think  no  woman 
should  be  delivered  with  forceps  except  in  a 
well-equipped  hospital, — I do  not  believe  it 
would  be  hazardous  to  deliver  her  at  any  time 
afterward  by  Caesarean  section.  However,  it 
is  recognized  that  the  dangers  are  increased 
where  a great  many  vaginal  examinations  have 
been  previously  made,  and  yet  the  woman 
whose  moving  picture  you  will  see  presently 
had  been  in  labor  for  thirty-six  hours  before 
I saw  her  the  first  time  and  I expect  one 
hundred  vaginal  examinations  had  been  made 
by  those  who  attended  her  and  attempted  to 
complete  delivery,  without  any  special  pre- 
cautions whatever  being  taken.  Complete 
uterine  inertia  had  supervened  when  I first 
saw  the  woman,  and  examination  disclosed  the 
fact  that  she  could  not  be  delivered  in  the 
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normal  way.  She  was  placed  in  the  hospital 
and  allowed  to  rest  until  the  next  morning 
when  Caesarean  section  was  performed. 
Despite  the  unfavorable  conditions,  due  to  re- 
peated examinations  and  attempts  at  delivery, 
she  had  no  trouble  following  the  operation, — 
no  fever,  no  infection,  no  sepsis.  Under  any 
circumstances  where  the  conditions  demand 
Die  high  forceps  operation,  I believe  Caesarean 
section  is  much  safer.  High  forceps  appli- 
cation often  causes  serious  injury  to  the  soft 
parts  of  the  mother,  and  there  is  always 
danger  of  fatal  injury  to  the  child. 

I have  already  detailed  much  of  the  his- 
tory of  the  woman  whose  picture  is  to  be 
shown.  She  was  perfectly  healthy  in  every 
respect,  but  had  an  infantile  pelvis.  She  was 
anxious  to  have  a family  and  was  willing  to 
bear  children  even  after  she  knew  they  could 
be  delivered  only  by  Caesarean  section.  She 
was  a very  intelligent  and  deeply  religious 
woman.  The  first  operation  upon  her  has  been 
sufficiently  described. 

The  second  time  she  was  admitted  to  the 
hospital  a day  or  two  before  the  time  when 
labor  Avas  expected.  No  vaginal  examination 
Avas  made  and  none  was  necessary  hntil  the 
adA7ent  of  signs  of  beginning  labor.  When 
the  cervix  was  found  quite  well  dilated  she 
Avas  taken  to  the  operating  room  and  again 
deli\ered  by  Caesarean  section.  No  trouble 
deATeloped  folloAving  the  first  operation,  e\Ten 
though  perfect  asepsis  Avas  probably  not  at- 
tained, but  after  the  second  operation,  Avhen 
we  Avere  certain  of  aseptic  technique  through- 
out, a stitch  abscess  developed.  However,  this 
caused  little  trouble  and  the  patient  was  dis- 
missed Avell  on  the  fifteenth  day  after  opera- 
tion. 

Before  the  third  operation  the  Avoman  was 
kept  in  the  hospital  under  proper  care  for 
some  time,  her  physical  condition  was  care- 
fully watched,  her  urine  Avas  frequently  ex- 
amined Avith  negative  results,  and  during  the 
entire  time  she  complained  of  nothing.  She 
had  no  pain  and  expressed  herself  as  feeling 
perfeetty  well.  Strange  as  it  may  seem,  at 
the  third  operation  the  uterus  Avas  found 
firmly  attached  to  the  anterior  abdominal  Avail 
by  omental  adhesions,  there  being  nothing  be- 
tAveen  the  uterus  and  the  abdominal  Avail  ex- 
cept the  omentum,  to  which  both  the  uterus 
and  the  abdominal  wall  Avere  attached.  It 
was,  therefore,  impossible  to  effect  delivery 


of  the  child  by  Caesarean  section  without  dis- 
secting the  omentum  from  the  surface  of  the 
uterus.  It  was  thought  unwise  to  separate  the 
adhesions  betAveen  the  omentum  and  the  ab- 
dominal wall  because  of  the  extensive  area 
covered  and  the  large  blood  vessels  in  the 
omentum  which,  if  divided,  might  have  caused 
hemorrhage  and  death.  The  omentum  Avas 
accordingly  left  attached  to  the  abdominal 
wall  just  as  it  had  been  since  the  second  opera- 
tion, making  an  incision  through  the  omentum 
and  separating  it  from  the  uterus  in  order  to 
complete  the  operation.  The  Avoman  had  com- 
plained of  no  symptoms  during  the  time  these 
adhesions  had  existed,  so  evidently  they  did 
no  harm.  To  have  dissected  the  omentum 
from  the  abdominal  wall  Avould  haA7e  required 
considerable  time  and  Avould  probably  ha\e 
increased  the  danger  of  the  operation.  After 
dissecting  the  omentum  from  the  uterus  the 
latter  Avas  incised  and  the  baby  and  placenta 
delivered.  The  uterine  wall  was  badly  torn 
during  the  procedure  as  the  Avork  had  to  be 
done  hurriedly.  The  placenta  Avas  attached 
anteriorly  and  had  to  be  incised  before  the 
child  could  be  delivered. 

In  this  instance  a modified  Porro  operation 
would  have  been  necessary  because  of  the  torn 
condition  of  the  uterus,  but  fortunately  both 
the  Avoman  and  her  husband,  over  their  sig- 
natures, had  requested  me  to  do  something 
that  would  prevent  further  pregnancies,  as 
they  already  had  three  children  and  all  had 
been  delivered  by  Caesarean  section.  A 
supravaginal  amputation  of  the  uterus  was 
performed,  the  uterine  stump  allowed  to  re- 
cede into  the  abdominal  cavity,  and  closure 
of  the  various  structures  effected  in  the  usual 
Avay. 

The  child  Avas  living  and  cried  lustily  within 
four  minutes  after  being  delivered.  The  con- 
valescence of  the  mother  Avas  Avithout  un- 
toward incident  and  she  left  the  hospital  Avith 
her  baby  on  the  fourteenth  day  after  opera- 
tion. 

I might  mention  that  in  the  after-care  of 
patients  subjected  to  Caesarean  section  an 
obstetrical  binder  is  applied,  just  as  after  nor- 
mal labor,  and  the  abdominal  wall  is  further 
protected  by  adhesive  plaster  first.  Pituitrin 
is  administered  every  four  hours  for  the  first 
few  days  to  prevent  gaseous  distention. 

The  moving  picture  uoav  being  shown  Avas 
taken  at  the  Deaconess  Hospital  with  the  con- 
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sent  of  the  patient  and  her  husband.  The 
various  steps  of  the  operation  are  fairly  well 
illustrated  as  will  be  observed  by  those  of 
you  who  can  see  the  picture.  What  is  ap- 
parently a serious  hemorrhage  during  de- 
livery of  the  child  is  principally  from  the 
placenta  and  little  attention  was  given  to  it. 
The  woman  lost  very  little  blood  during  the 
operation. 

In  closing,  I wish  to  say  that  just  thirteen 
days  after  the  operation  the  patient  witnessed 
herself  being  operated  upon  when  the  picture 
was  shown  at  the  hospital  for  my  approval. 

811-812  Stark's  Building. 


ORAL  SEPSIS  FROM  THE  STANDPOINT 
OF  INTERNAL  MEDICINE.* 

By  THOMAS  P.  SPRUNT,  M.  D„  Baltimore,  Md. 

The  Doctrine  of  Focal  Infections 

Before  taking  up  the  relationship  of  mouth 
infections  to  the  general  health,  let  us  first 
consider  the  idea  of  focal  infections  in  general, 
of  which  oral  sepsis  is  one  in  particular.  The 
doctrine  of  focal  infections  as  we  are  consid- 
ering it  now  is  comparatively  new.  The  im- 
portance of  portals  of  entry  or  gateways  of 
infection  has  been  kept  in  mind  as  long  as 
bacterial  diseases  have  been  studied.  Only 
fifteen  or  sixteen  years  ago  Billings  and  his 
co-workers  emphasized  this  doctrine — that  bac- 
teria may  lurk  in  certain  localized  areas,  set 
up  inflammation  there,  may  cause  little  or  no 
local  disturbance,  but  are  capable  of  bringing 
about  diseased  states  in  different  parts  of  the 
body  by  the  intermittent  seeding  off  of  bac- 
teria into  the  blood  stream  or  by  the  absorp- 
tion of  toxins  from  such  an  area  into  the  blood 
stream.  It  is  a fascinating  doctrine.  In  theorj^ 
it  has  supplied  an  hypothesis  concerning  the 
direct  cause  of  many  pathological  states  the 
etiology  of  which  was  formerly  quite  obscure. 
In  practice  it  has  been  even  more  dramatic, 
tending  to  change  our  position  in  the  thera- 
peutics of  chronic  diseases  from  one  approach- 
ing therapeutic  nihilism  to  one  full  of  buoy- 
ancy, activity  and  optimism. 

You  are,  perhaps,  familiar  with  this  Osier 
anecdote.  When  a young  physician  asked  Dr. 
Osier  how  he  should  handle  a patient  with 
chronic  arthritis,  Dr.  Osier  is  said  to  have  re- 
plied, “ When  you  see  a chronic  arthritic  com0 
in  at  the  front  door,  climb  the  back  fence”. 

•Read  by  invitation  before  a joint  meeting  of  the  Richmond 
Academy  of  Medicine  and  the  Richmond  Dental  Society,  Novem- 
ber 8,  1927. 


Do  we  climb  the  back  fence  today?  We  do 
not.  We  approach  the  problem  with  zest  and 
earnestness,  searching  the  patient  fore  aaid 
aft,  from  gums  to  prostate,  for  possible  foci 
of  infection.  We  then  outline  a plan  for  the 
eradication  of  such  foci,  for  the  building  up 
of  his  general  health,  and  for  the  further 
treatment  by  physiotherapy,  thermotherapy, 
vaccine  therapy,  pharmacotherapy,  and  other 
suitable  forms  of  therapy  at  our  disposal.  Do 
we  obtain  better  results  than  we  might  expect 
by  following  the  Oslerian  suggestion?  We  be- 
lieve that  we  do  although  it  might  be  difficult 
to  convince  the  intelligent  skeptic  if  he  insisted 
upon  rigid  scientific  proof;  at  least  it  might 
be  difficult  to  convince  him  that  the  removal 
of  the  focal  infections  was  the  cause  of  the 
improvement  noted,  for  it  would  seem  an  un- 
doubted fact  that  the  doctrine  of  focal  infec- 
tions has  served  as  a tremendous  stimulus  to 
other  forms  of  therapy  that  are  usually  re- 
garded as  adjuncts  to  the  method  by  which 
the  assumed  cause  has  been  removed.  The 
optimism  resulting  from  this  stimulus  has  been 
helpful.  Most  physicians  are  therapeutic 
optimists  and  it  is  well  to  remember  that  thera- 
peutic optimism  is  helpful  to  the  patient  as 
well  as  to  the  physician. 

Abuses  of  the  Doctrine 
The  focal  infection  doctrine  is  a rational 
one.  It  is  an  appealing  one.  Those  of  us  who 
work  in  a clinic  where  it  is  the  daily  thought 
and  practice  to  search  carefully  for  possible 
foci  of  infection  are  apt  to  become  placid  be- 
lievers in  this  type  of  therapeutic  endeavor 
and  to  forget  that  there  are  in  the  profession 
aggressive  doubters.  It  is  always  fortunate 
that  there  are  aggressive  doubters  and  it  seems 
quite  probable  that  the  number  of  these  doubt- 
ers will  increase,  for  the  more  radical  among 
us  are  carrying  this  doctrine  to  unwarranted 
extremes.  The  patient  with  arterial  hyper- 
tension and  with  arteriosclerosis  has  his  ton- 
sils removed  and  several  teeth  extracted.  If  his 
blood  pressure  does  not  go  down  and  signs  of 
marked  improvement  are  not  apparent  he  is 
told  that  the  focus  has  not  been  found  and 
the  search  continues.  Perhaps  he  is  sent  to 
some  other  clinic  in  the  hope  that  some  one 
else  may  be  able  to  find  the  focus  of  infection 
that  is  the  cause  of  his  disease.  Patients  have 
been  led  to  believe,  or  perversely  believe  of 
their  own  accord,  that  the  extraction  of  an  in- 
fected tooth  will  cure  practically  any  ill,  like 


702 


VIRGINIA  MEDICAL  MONTHLY 


[February, 


the  wonderful  potions  of  the  Arabian  Nights. 
Certain  enthusiasts  in  the  profession  have  ad- 
vocated the  resection  of  a great  part  of  the 
large  intestine  in  the  treatment  of  schizo- 
phrenia and  other  mental  disturbances.  Such 
extreme  measures  tend  to  bring  our  doctrine 
into  disfavor,  to  increase  the  list  of  aggressive 
doubters  and  to  inspire  the  jokesmiths  that 
notice  the  medical  profession. 

Breadth  of  View  in  Considering  Causes  of 
Disease 

Such  tremendous  emphasis  upon  focal  in- 
fections or  upon  any  other  one  factor  would 
seem  to  show  a lack  of  appreciation  or  of  the 
proper  evaluation  of  the  causes  of  disease  in 
general  or  indeed  of  the  causes  of  any  biologi- 
cal phenomenon.  We  have  all  been  taught  to 
think  of  predisposing  causes  and  of  exciting 
causes,  though  in  the  years  following  the  ad- 
vent of  bacteriology  medicine  paid  but  scant 
attention  to  the  former.  We  have  been  taught, 
too,  that  while  practically  all  the  so-called  ex- 
citing or  direct  causes  of  disease  are  in  our 
environment,  the  predisposing  causes  maj^  be 
due  either  to  inherited  or  to  acquired,  that  is 
environmental,  factors.  Medicine  is  being 
more  and  more  influenced  by  fundamental  bio- 
logical thought.  Biologists,  during  the  past 
few  decades,  have  been  particularly  interested 
in  the  heredity  and  in  the  development  of 
the  individual.  They  show  that  hereditary 
factors  are  of  considerable  importance  in  the 
production  of  many  characters  that  are  of  con- 
sequence in  disease.  They  indicate,  for  ex- 
ample, that  the  duration  of  life  is  strongly  in- 
fluenced by  heredity  and  hence  one  must  keep 
such  factors  in  mind  in  considering  the  chronic 
diseases  and  disabilities  that  aid  in  bringing 
life  to  an  end.  AVhat  a complicated  list  of 
possibilities  there  are  to  consider  in  determin- 
ing why  a man  is  what  he  is  at  the  age,  say, 
of  fifty ! Much  depends  upon  who  were  his 
father  and  his  mother;  upon  what  particular 
spermatozoon  happened  to  encounter  what  par- 
ticular ovum  (for  the  differences  may  be 
great) ; upon  the  manner  of  the  union  of  the 
chromosomes  of  those  two  organisms;  of  the 
environmental  circumstances  surrounding  the 
developing  ovum  or  zygote;  the  infant’s  en- 
trance into  the  world ; the  numerous  physical, 
chemical,  psychic  and  social  environmental  in- 
fluences playing  upon  the  infant,  upon  the 
child,  upon  the  adolescent  and  upon  the  adult 
man.  With  so  many  possible  factors  to  be 


considered  why  lay  all  the  emphasis  upon  one ! 
The  constitutional  factors  may  be  the  deter- 
mining ones  in  the  incidence  of  an  infection, 
in  the  localization  perhaps  of  the  infection, 
and  in  the  course  of  the  infectious  process 
either  with  or  without  the  removal  of  the  pri- 
mary focus.  You  would  enjoy  reading,  in 
this  connection,  the  little  book  by  Dr.  Ray- 
mond Pearl  entitled  “The  Biology  of  Death.” 
In  that  book  he  likens  the  animal  constitution 
to  an  eight  day  clock.  It  is  wound  up  to  run 
for  eight  days.  Some  of  the  poor  ones  may 
stop  after  two,  or  three  or  four  days.  The 
good  ones  run  for  eight  days,  the  best  ones 
for  ten  days  or  longer  provided  no  extraneous 
agents  like  sand  get  into  the  works.  We  be- 
lieve that  oral  sepsis  and  other  focal  infections 
may  act  as  sand  in  the  human  constitution  and 
that  they  should  be  eradicated  if  it  can  be  done 
without  too  much  damage  to  the  essential 
works. 

Difficulty  of  Scientific  Proof  of  Doctrine 
of  Focal  Infections 

The  doubters  to  whom  we  have  already  re- 
ferred maintain  that  we  have  not  yet  presented 
scientific  evidence  that  the  practice  of  remov- 
ing foci  of  infection  is  helpful  and  sound,  and 
we  must  admit  that  they  are  right.  We  are 
all  convinced  that  improvement  does  not  al- 
ways follow  such  procedures.  We  have,  on 
the  other  hand,  seen  many  cases  in  which  the 
improvement  is  striking.  There  are  several 
difficulties  in  the  way  of  scientific  proof.  We 
must  take  into  consideration  the  psychology 
of  the  sick  and  recognize  the  fact  that  marked 
improvement  may  follow  the  ministrations  of 
Christian  Science  healers,  the  institution  of 
bizarre  diets,  or  the  exercise  of  other  medical 
fads.  We  must  consider,  too,  the  natural 
course  of  the  disease  with  or  without  therapy. 
Many  chronic  disease  processes  are  character- 
ized by  verjr  striking  spontaneous  remissions. 
A helpful  method  of  study  would  be  by  means 
of  carefully  controlled  series  of  cases,  the  one 
treated  by  remoATal  of  infectious  foci,  and  the 
other  treated  in  all  other  respects  similarly 
but  without  the  removal  of  such  foci.  Such 
studies  may  be  conducted  with  comparative 
ease  in  acute  diseases  which  run  a relatively 
short  course  but  are  much  more  difficult  in 
the  chronic  diseases,  and  those  which  have  been 
attempted  have  not  been  particularly  convinc- 
ing to  the  advocates  of  either  side  of  the  con- 
troversy. So  much  for  the  clinical  evidence. 
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From  the  laboratory  or  experimental  side, 
animal  experimentation  does  not  satisfy  the 
doubter  for  he  recognizes  that  such  experi- 
ments bear  only  crude  resemblances  to  the 
diseases  in  human  beings.  One  may,  therefore, 
well  hesitate  before  attempting  to  convince  the 
honest  and  intelligent  skeptic;  but  the  doc- 
trine is  so  appealing  that  we  are  apt  to  be 
greatly  impressed  by  striking  clinical  ex- 
amples such  as  the  one  that  I shall  now  cite 
you. 

Illustrative  Case 

This  was  a case  of  a toxic  hepatopathv  that 
has  been  referred  to  several  times  in  the  litera- 
ture by  Barker.  The  patient  was  observed  on 
the  public  wards  of  the  Johns  Hopkins  Hos- 
pital some  twelve  or  fifteen  years  ago  and  was 
one  of  the  earlier  cases  that  stimulated  there 
a special  interest  in  the  possible  relationship 
of  oral  sepsis  to  diseases  of  the  internal  or- 
gans. The  patient  was  a hotel  keeper,  forty- 
eight  years  of  age,  who  had  used  alcohol  to 
great  excess  and  during  recent  years  had  suf- 
fered from  attacks  of  indigestion  especially 
after  debauches.  His  illness  had  begun  in- 
sidiously about  five  years  before  and  was  char- 
acterized by  progressive  weakness,  loss  of 
weight,  and  digestive  disturbances.  On  physi- 
cal examination  there  was  marked  pallor  and 
emaciation.  There  was  extreme  pyorrhoea 
alveolaris,  all  the  teeth  sitting  in  pus  baths. 
There  was  a firm,  palpable  spleen  and  a greatly 
enlarged  liver,  its  edge  being  felt  at  the  level 
of  the  umbilicus  in  the  right  mammillary  line. 
There  were  a marked  secondary  anaemia,  an 
achlorhydria  gastrica,  moderate  fever  up  to 
100.5°,  slight  jaundice,  and  a somewhat  con- 
fused mental  state.  During  the  first  period 
of  his  hospital  stay  attempts  were  made  to 
clean  up  the  mouth  by  repeated  irrigations 
with  antiseptic  solutions  but  the  pyorrhoea 
continued  most  profuse  and  the  patient’s  gen- 
eral progress  was  downward.  It  was  then  de- 
cided to  extract  the  infected  teeth  and  after 
this  was  done  the  general  improvement  was 
most  surprising.  Within  a week  the  tempera- 
ture was  normal,  the  mouth  was  clean,  and 
the  patient  stated  that  he  felt  much  better. 
The  reduction  in  the  size  of  the  liver  was  so 
speedy,  after  the  removal  of  the  teeth,  that  it 
seemed  quite  impossible  to  doubt  a direct  re- 
lationship between  the  oral  sepsis  and  the 
hepatic  enlargement.  The  patient  gained 
rapidly  in  weight  and  left  the  hospital  about 


three  weeks  after  the  teeth  were  extracted 
feeling  very  well.  One  is  tempted  to  interpret 
this  case  as  illustrating  a constitutional  sus- 
ceptibility of  the  liver  to  disease,  a further  con- 
stitutional defect  of  the  nervous  system  that 
permitted  and  encouraged  an  excessive  alco- 
holism, with  a resulting  alcoholic  cirrhosis. 
The  development  of  a severe  pyorrhoea  alveo- 
laris had  brought  about  a general  intoxication 
with  the  toxic  hepatopathy  and  a severe  secon- 
dary anaemia.  With  the  removal  of  the  oral 
sepsis  the  enlargement  of  the  liver  disap- 
peared, the  blood  rapidly  improved,  the  pa- 
tient gained  in  weight  and  his  general  condi- 
tion was  greatly  bettered. 

Ttpes  of  Oral  Sepsis 
We  believe  that  oral  sepsis  shares  the  honor, 
or  the  dishonor,  with  infected  tonsils  and  para- 
nasal sinuses,  as  the  chief  among  focal  infec- 
tions. In  general  we  would  expect  tonsillar 
and  sinus  infections  to  predominate  in  youth- 
ful individuals  and  oral  sepsis  to  be  of  more 
importance  in  people  of  middle  age  and  later 
life.  The  types  of  oral  infection  that  interest 
us  most  are  superficial  suppurative  gingivitis 
or  pyorrhoea  alveolaris  and  the  deeper  peri- 
apical infections  resulting  from  infected  pulp 
and  associated  usually  with  pulpless  and,  per- 
haps inadequately  treated,  pulpless  teeth. 

Results  of  Oral  Sepsis 
In  regard  to  the  disturbances  of  the  general 
health  that  may  result  from  focal  infections 
in  general  and  from  oral  sepsis  in  particular, 
we  have  already  intimated  that  extremists  in 
the  medical  profession  have  made  absurd 
claims  and  have  instituted  tragic  surgical  pro- 
cedures to  cure  almost  all  the  ills  to  which 
the  human  flesh  is  heir.  But  we  need  not  let 
this  bother  us  too  greatly  when  we  remem- 
ber the  unfortunate  tendency  in  this  country 
to  push  ideas  and  practices  to  extremes. 
Among  the  pathological  conditions  in  the  body 
that  are  more  generally  accepted  as  being  fre- 
quently secondary  to  such  focal  infections  we 
may  mention : infections  of  arthritis  and  its  as- 
sociated myositis  and  fibrositis;  infections  of 
the  nervous  tissues,  especially  neuritis,  retro- 
bulbar neuritis,  chorioretinitis  and  other  le- 
sions in  the  ophthalmological  domain;  endo- 
carditis and  other  inflammatory  lesions  of  the 
heart;  nephritis;  secondary  anaemias;  certain 
gastrointestinal  disturbances;  and  we  believe 
also  that  certain  generally  run  down  states  of 
the  system  appear  to  be  sequels  of,  or  at  least 
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are  very  unfavorably  affected  by,  the  presence 
of  primary  infections  localized  in  some  part 
of  the  body. 

Pathogenesis 

In  regard  to  the  method  by  which  these  dis- 
turbances may  be  brought  about  it  would  seem 
that  direct  extension  of  infection  may  occur 
from  infected  teeth  and  gums  to  other  struc- 
tures of  the  mouth,  to  the  paranasal  sinuses, 
to  the  tonsils  and  pharynx,  and  by  aspiration 
to  the  lower  respiratory  tract.  Gastrointestinal 
disturbances  may  result  from  the  constant  and 
prolonged  swallowing  of  purulent,  infected 
material  of  pyorrhoea,  especially  in  associa- 
tion with  an  achylia  gastrica.  In  the  case  of 
the  production  of  more  distant  lesions  there 
must  usually  occur  an  actual  metastasis  of 
bacteria,  especially  streptococci,  but  it  seems 
possible  that  some  disturbances  may  arise  from 
the  absorption  into  the  blood  of  poisonous  ma- 
terial from  the  locally  infected  areas. 

Localization  or  Metastatic  Foci 

The  question  of  the  localization  of  metasta- 
tic foci  is  a most  interesting  one.  You  are 
doubtless  familiar  with  the  experimental  work 
inaugurated  by  Rosenow  and  confirmed  by 
some  other  bacteriologists  and  their  interpre- 
tation of  the  experimental  results  to  the  effect 
that  the  bacteria  themselves,  by  reason  of 
their  adaptation  to  certain  degrees  of  oxygen 
tension  or  other  physical  and  chemical  condi- 
tions, have  acquired  the  property  of  localizing 
in  certain  definite  structures  of  the  body  where 
such  physico-chemical  conditions  obtain.  These 
experiments  and  interpretations  have  never 
seemed  to  me  particularly  convincing,  however 
fascinating  they  may  be  to  a bacteriologist. 
It  would  seem  that  the  determiners  of  locali- 
zation would  be  much  less  superficial  and 
would  depend  rather  upon  innate  and  acquired 
susceptibilities  of  different  tissues  of  the  host 
rather  than  upon  some  quality  of  the  invading 
microorganism.  The  pathologist  often  sees  in- 
teresting examples  of  tissue  susceptibility  or 
resistance.  Why,  for  example,  does  one  al- 
most never  see  a miliary  tubercle  in  the  pan- 
creas in  a case  of  generalized  miliary  tuber- 
culosis, although  other  focal  necroses  may  be 
found  in  that  organ. 

Conservatism  in  Prognosis 

In  the  treatment  of  oral  infections  for  sys- 
temic disease  conservatism  in  expectation,  and 
especially  in  prognosis,  may  save  us  much  dis- 
appointment, many  heartaches  and  perhaps 
even  some  lawsuits.  The  prognosis,  of  course. 


in  any  given  case  will  vary  greatly  with  the 
attendant  circumstances.  If  we  have  a patient 
with  marked  oral  sepsis,  a moderately  de- 
veloped secondary  anaemia  and  a mild  general 
debility,  we  may  by  removing  the  oral  sepsis 
and  advising  a period  of  rest  or  vacation  and 
general  upbuilding  measures,  obtain  a speedy 
result  highly  satisfactory  both  to  patient  and 
physician.  In  other  conditions  in  which  the 
process  seems  to  be  a toxemia  instead  of  a 
metastatic  infection  the  outlook  should  be  just 
as  encouraging.  But,  on  the  other  hand,  we 
may  have  a case  of  well  developed  infectious 
arthritis  and  just  as  definite  oral  sepsis. 
After  careful  search  we  may  be  able  to  demon- 
strate no  other  possible  source  of  infection  and 
we  will  feel  reasonably  sure  that  the  infection 
in  the  joints  has  resulted  from  that  about  the 
teeth.  We  will,  therefore,  feel  it  to  be  our 
duty  to  remove  the  infected  teeth  to  prevent 
the  repeated  or  the  continuous  reinfection  of 
the  joints,  hoping  that,  with  the  source  of 
further  infection  removed,  we  may  be  the  bet- 
ter enabled  to  combat  the  infection  that  al- 
ready exists  in  the  joints.  But  the  infection 
is  there  in  the  joints,  it  is  not  tied  to  the  roots 
of  the  teeth,  and  it  is  altogether  unfair  to  ex- 
pect it  to  be  extracted  with  the  extraction  of 
the  teeth.  As  obvious  as  this  interpretation 
would  seem  to  most  of  us  it  is  not  universal 
and  one  not  infrequently  hears  expressions  of 
regret  and  disappointment  that  the  joints  are 
not  well  a week  or  two  after  the  oral  sepsis 
has  been  satisfactorily  treated. 

Prophylaxis 

Then  there  are  those  lamentable  cases  where 
we  are  convinced  that  the  streptococcus  viri- 
dans  has  been  seeded  off  from  a periapical 
area  and  has  lodged  in  or  upon  a damaged 
heart  valve  with  the  formation  of  a nidus  of 
growth  there  and  the  production  of  the  clini- 
cal picture  of  endocarditis  lenta  or  subacute 
bacterial  endocarditis.  We  may  be  sure  that  the 
source  of  the  infection  was  in  the  infected  tooth 
but  experience  has  taught  us  that  not  in  one 
case  in  a thousand  will  the  extraction  of  that  in- 
fected tooth  be  of  any  help  in  controlling  the 
endocarditis.  Here,  indeed,  is  a case  where 
an  ounce  of  prevention  would  have  been  worth 
a thousand  tons  of  cure. 

For  those  of  us  who  believe  in  the  doctrine 
of  focal  infection  and  who  practice  it  in 
therapy  it  is  logical  to  extend  this  belief  and 
this  practice  to  prophjdaxis,  but  in  spite  of 
its  logic  our  position  at  once  becomes  more 
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difficult.  It  may  not  be  easy  to  persuade  a 
person  to  sacrifice  what  seems  a sound  and  use- 
ful tooth  because  we  believe  it  to  be  infected 
and  a potential  source  of  danger  to  him.  Too 
frequently  we  have  no  data  concerning  his  con- 
stitutional defects  or  susceptibilities  and  we 
cannot  deny  that  many  people  have  enjoyed 
oral  sepsis  to  a ripe  old  age  without  suffering 
obvious  damage  therefrom.  It  is  often  diffi- 
cult to  decide  just  how  much  professional  pres- 
sure should  be  exerted  on  such  patients.  In 
certain  cases  the  indications  may  be  clear 
enough.  In  a patient  with  a past  history  of 
one  or  two  attacks  of  acute  arthritis  or  in  a 
patient  with  an  old  mitral  lesion,  one  would 
be  inclined  to  be  radical  rather  than  conserva- 
tive in  the  treatment  of  oral  sepsis. 

The  Pulpless  Tooth 

In  this  connection,  another  point  of  doubt 
assails  us.  While  to  a certain  extent  the  whole 
subject  of  focal  infections  is  controversial, 
that  controversy  pales  into  insignificance  com- 
pared to  that  which  has  raged  about  the  pulp- 
less tooth.  When  is  a tooth  infected?  What 
constitutes  oral  sepsis?  Are  all  pulpless  teeth 
dangerous?  We  had  felt  that  we  had  a defi- 
nite criterion  in  the  evidence  furnished  by 
radiograms  but  now  there  are  those  who  main- 
tain that  teeth  with  large  areas  of  rai'efaction 
indicate  a satisfactory  resistance  of  the  tissues 
and  are  relatively  of  little  danger  and  that, 
on  the  other  hand,  many  pulpless  teeth  with 
no  radiographic  evidence  of  infection  have 
been  shown  to  be  infected  by  bacteriological 
studies. 

The  reunion  of  medicine  and  of  dentistry 
that  has  come  about  largely  through  the  in- 
fluence of  the  doctrine  of  focal  infection  has 
been  a great  stimulus  to  the  rejuvenation  of 
dental  research  and  of  medical  research  allied 
to  dentistry.  Much  of  this  research  has  been 
done  by  men  who  were  fitted  for  it  neither 
by  temperament  nor  by  training.  As  in  other 
domains  of  medicine,  much  of  this  research 
has  been  fruitless  and  some  of  it  harmful  as 
a result  of  faulty  observations  and  erroneous 
interpretations.  We  have  every  reason  to  hope, 
however,  that  the  masters  among  these  research 
workers  will,  after  a while,  supply  us  with 
the  data  we  need  in  regard  to  infected  teeth 
and  that  they  will  so  improve  the  technique 
of  dentistry  as  it  is  related  to  infection  that 
the  problem  of  oral  sepsis  will  ultimately  be 
a much  less  conspicuous  one. 

Some  striking  figures  have  been  published 


concerning  the  bacteriology  of  pulpless  teeth 
by  Haden  and  other  bacteriologists  and  re- 
search laboratory  workers  of  national  repute. 
Some  of  you  may  have  read  Haden’s  articles 
and  seen  his  exhibits  at  National  Conventions 
during  the  past  year  or  two.  He  has  cultured 
thousands  of  teeth  which  were  extracted  and 
treated  bacteriologically  with  a uniform  tech- 
nique. One  method  of  study  was  by  means  of 
inoculating  deep  agar  tubes.  By  this  method 
he  found  that  of  400  vital  teeth  that  had  been 
extracted  85  per  cent  were  sterile.  Of  600 
pulpless  teeth  that  were  radiographically 
negative  44.  per  cent  were  sterile.  Of  500 
pulpless  teeth  that  were  radiographically  posi- 
tive 26  per  cent  were  sterile.  On  the  other 
hand,  of  the  vital  teeth  4.8  per  cent  showed 
more  than  ten  colonies  of  bacteria.  Of  the 
pulpless  teeth  that  were  radiographically 
negative  46  per  cent  showed  ten  colonies  or 
more  and  of  the  pulpless  teeth  that  were  radio- 
graphically positive  62  per  cent  showed  ten 
colonies  or  more. 

. .T. 

Co-operation  of  Physician  and  Dentist 

In  spite  of  these  bacteriological  reports  we 
have  not  yet  come  to  the  point  where  we  are 
willing  to  recommend  freely  the  extraction  of 
a pulpless  tooth  that  shows  no  other  evidence 
of  infection.  We  prefer  to  have  such  teeth 
watched  carefully  by  the  dentist  with-  radio- 
grams taken  three  or  four  times  a year.  We 
thus  would  attempt  to  steer  a middle  course 
between  those  who  are  quite  radical  on  the 
one  hand  and  those,  on  the  other  hand,  who 
attempt  to  save  too  many  teeth  that  present 
definite  signs  of  infection.  In  this  connection 
we  feel  that  it  is  of  the  greatest  importance 
that  physician  and  dentist  work  together  in 
harmony  and  with  sympathetic  understanding 
of  each  other’s  aims  and  ideals.  Dentistry 
was  once  and  is  again  becoming  a subdivision 
of  medicine,  a medical  or  a surgical  specialty. 
We,  as  physicians,  need  the  help  of  the  dentist 
in  decisions  affecting  his  domain  and  we  be- 
lieve that  we  are  in  a position  to  be  of  con- 
siderable help  to  him  in  the  practice  of  his 
profession. 
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RINGWORM  INFECTION  OF  THE 
GLABROUS  SKIN.* 

By  LEE  MCCARTHY,  M.  D„  Washington,  D.  C. 
Attending  Dermatologist  Garfield  Memorial  Hospital ; 
Corresponding  Member  of  the  French  Dermatological  Society. 

In  general  we  recognize  three  types  of 
ringworm  infection  of  the  glabrous  skin: 
First,  tinea  eircinata,  or  the  ordinary  ring- 


Fig. 1 — Trichophyton  Rotundum.  Cultures  (a)  30  days  on  pep- 
tonized gelatin,  (b)  30  days  on  glucose  gelatin,  (c)  30  days 
on  maltose  gelatin.  (Recovered  from  a Herpes  Circinei 
lesion  on  the  back). 

worm  lesion  so  well  known  to  all  of  us; 
Secondly,  eczema  marginatum,  involving  the 
genito-crural  and  axillary  regions;  Third, 

•Read  before  the  Medical  Society  of  the  District  of  Columbia, 
October  10,  1927. 


acromycosis,  a name  I have  given  to  designate 
ringworm  infection  of  the  terminal  portions 
of  the  extremities. 

When  considering  the  glabrous  skin  as  a 
whole,  the  term  ringworm  conveys  the  usual 
impression  of  erythematous  and  squamous 


Fig.  2 — Cultures  of  Epidermophyton  Clypeiforme.  (a)  35  days 
on  peptonized  gelatin.  (b)  30  days  on  glucose  peptone, 

(c)  60  days  on  glucose  gelatin.  (Parasite  recovered  from  a 
case  of  Eczema  Marginatum  involving  genito-crural  and 
axilary  regions). 


areas,  remarkable  for  their  contour  and  exact 
geometrically  oval  or  round  forms  with  sharply 
limited  borders.  These  circles  are  almost 
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without  exception  complete  and  their  surfaces 
are  made  of  scales,  pustules,  or  even  crusts. 
As  further  characteristics  we  notice  the  vesicu- 
lation  similar  to  that  found  in  eczema.  How- 
ever, in  this  case  the  vesicles  occur  on  the  bor- 
der of  the  lesion  or  in  concentric  rings,  in  con- 
trast to  their  irregular  and  general  distribu- 
tion in  eczema.  (Fig.  I). 


The  second  type,  eczema  marginatum,  was 
definitely  proven  parasitic  in  1908  by  Sabour- 


Figr.  3 — Epidermophyton  Plurizoniforme.  Cultures  (a)  35  days, 
on  peptonized  gelatin.  (b)  45  days  on  glucose  gelatin, 

(c)  75  days  on  glucose  gelatin.  Note  pleomorphism  in  cen- 
ter. (Recovered  from  case  of  acromycosis — both  hands  and 
feet). 

ard,  who  believed  at  that  time  that  one  type 
of  epidermophyton  caused  all  these  infections. 
Since  then  several  new  parasites  have  been 
found  and  cultured.  (Fig.  II  and  Fig.  III). 


Eczema  marginatum  is  usually  located  on  the 
inner  surface  of  the  thighs,  beginning  well  up 
in  the  groin  in  the  form  of  one  or  several 
bright  red,  sharply  limited  patches  that  itch 
intensely.  These  patches  spread  rapidly  and 
coalesce  to  cover  large  surfaces,  limited  by  the 
well  known  festooned  and  vesicular  border. 
New  small  lesions  are  usually  seen  just  beyond 
this  border.  The  eruption  may  reach  the  rec- 
tal region  or  extend  down  to  the  knee  if  not 
properly  treated,  and  the  duration  of  the  dis- 
ease may  be  from  weeks  to  months,  or  even 
years. 

Eczema  marginatum  differs  from  herpes  cir- 
cinata  by  its  predilection  for  the  covered  re- 
gions and  by  the  tendency  for  the  individual 
lesions  to  coalesce  and  form  large  plaques  with 
polycyclic  borders.  The  patches  are  not  al- 
ways oval  or  round  and  do  not  always  form 
a complete  circle. 

Intertrigo  is  differentiated  from  eczema 
marginatum  by  its  perfect  symmetry  and  its 
indefinite  border.  In  erythrasma  the  surface 
is  uniformly  dry,  red,  and  covered  with  a fine 
scale  without  any  vesiculation  on  the  borders. 

Ordinary  eczema  is  less  regular  in  form  and 
the  eruption  is  much  more  polymorphous  in 
character.  In  addition,  eczema  is  compara- 
tively rare  in  these  regions  of  the  body.  In 
localized  dermatitis  we  can  always  get  a his- 
tory of  some  irritant. 

The  third  type,  acromycosis,  ringworm  of 
the  feet  and  hands,  does  not  appeal  to  any 
great  degree  to  the  average  medical  man,  but 
during  certain  months  of  the  year  in  this  re- 
gion, the  disease  and  its  complications  com- 
prise 20  to  30  per  cent  of  the  specialists’  prac- 
tice. Although  the  lesions  in  themselves  ap- 
pear trivial  to  the  patient,  it  is  the  terrific  itch- 
ing which  brings  him  to  us.  Where  large  num- 
bers of  men  and  women  are  grouped  together, 
as  in  armies,  colleges,  schools,  et  cetera , clini- 
cally one-third  of  them  show  ringworm  infec- 
tion involving  the  hands  or  feet.  Only  about 
one-half  of  this  number  can  be  proved  para- 
sitic by  microscopic  findings,  while  cultural 
demonstration  of  the  parasite  is  even  more  diffi- 
cult. 

Ringworm  involving  the  extremities  gives 
us  an  entirely  different  picture  from  that  of 
the  first  two  types,  and  may  easily  be  con- 
fused with  dyshidrosis,  eczema,  dermatitis  or 
maceration  caused  by  excessive  sweating.  The 
involvement  is  usually  in  the  interdigital  folds, 
especially  between  the  fourth  and  fifth  toes 
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and  on  the  flexor  surface  of  all  the  toes.  The 
horny  layer  of  the  skin  appears  white,  macer- 
ated. and  peels  off  easily  in  large  flakes,  leav- 
ing a rosy,  red  surface  covered  with  a thin 
creamy  pus.  On  the  spreading  borders  of  these 
lesions,  or  disseminated  through  them,  are  seen 
numerous  vesicles.  These  vesicles  are  remark- 
able for  their  depth,  irregular  contour,  and 
the  fact  that  they  vary  so  in  size, — points  of 
great  importance  in  differentiating  them  from 
the  vesiculation  of  ordinary  eczema. 

This  same  type  of  lesion  when  found  on 
the  bottom  or  the  sides  of  the  foot  appears  as 
a dry,  scaly  eruption,  less  often  vesicular  and 
pustular,  depending  upon  the  degree  of  in- 
volvement. 


superficially  in  the  form  of  scaly  festooned 
patches  or  a mild  and  often  fleeting  vesicula- 
tion. Here,  again,  the  thick,  horny  layer  of 
skin  of  the  palms  offers  the  greatest  protec- 
tion to  the  parasite,  and  we  find  the  disease 
in  this  location  most  frequently. 

A very  unhappy  complication  in  this  dis- 
ease is  the  involvement  of  the  nails  of  the 
fingers  or  toes.  The  infection  is  under  the 
nail  plate  and  resists  all  known  forms  of  treat- 
ment at  the  present  time.  Surgical  removal 
of  the  nail  offers  the  only  hope  of  a cure. 
However,  the  nails  may  be  involved  primarily 
without  spreading  to  the  surrounding  skin.  I 
recall  the  case  of  a prominent  dermatologist 
and  investigator  in  this  field  who  has  had  an 


Fig.  4 — Epidermophyton  Clypeiforme.  Culture  of  eleven  days 
grown  in  a hanging  drop  of  glucose  boullon  showing  organs 
of  fructification. 


The  parasite  of  this  group,  called  the  epi- 
dermophyton, photographs  of  which  are  shown 
in  Fig.  IV,  has  a special  preference  for  dark- 
ness and  moisture;  hence,  by  far  the  largest 
number  of  cases  involve  the  lateral  and  in- 
ferior folds  of  the  toes.  In  old  and  neglected 
cases  the  infection  may  extend  also  on  the  dor- 
sal surface  of  the  foot  and  take  on  the  appear- 
ance of  impetiginous  eczema. 

The  hands  and  fingers  are  involved  much 
less  often,  and  the  lesions  here  appear  more 


infection  of  the  nails  of  the  two  large  toes  for 
thirty  years  without  any  encroachment  upon 
the  surrounding  skin. 

Differential  Diagnosis 
Ordinary  vesicular  types  of  eczema  involv- 
ing the  entire  foot  or  hand  offer  no  difficulty 
in  diagnosis.  The  isolated  patch  is  another 
problem.  However,  the  eczematous  lesion  is 
almost  invariably  found  on  the  dorsum  of  the 
foot,  and  the  vesicles  are  small,  of  equal  size, 
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and  located  superficially.  The  skin  in  which 
the  vesicles  are  embedded  is  red  and  clean  look- 
ing, having  none  of  the  macerated  soggy  ap- 
pearance of  ringworm. 

True  dyshidrosis  is  to  be  told  from  ring- 
worm by  the  following  facts:  Dyshidrosis  is 
a recurrent  eruption  that  usually  appears  in 
the  spring  or  fall.  It  begins  symmetrically 
on  the  hands  or  feet,  or  on  all  four  extremi- 


.ft. 


Fig.  5 — Culture  of  nine  days  grown  in  a hanging  drop  of 
glucose  bouillon  showing  organs  of  fructification  (1  to  350). 

ties  at  the  same  time : it  is  preceded  by  sensa- 
tions of  burning,  itching  and  tension,  all  of 
which  may  be  very  severe.  The  eruption 
usually  appears  suddenly  and  often  spreads 
over-night  to  involve  the  entire  hand  or  foot. 
Clinically,  from  the  very  begining,  the  vesi- 
cles are  deeply  situated  in  a skin  surface  that 
shows  no  inflammatory  reaction.  The  appear- 
ance of  the  vesicles,  especially  on  the  sides  of 
the  fingers,  have  been  likened  to  boiled  sago 
grains.  Often  the  epidermis  exfoliates  in  large 
sheets,  leaving  a smooth,  red,  clean  surface. 
Sometimes  the  vesicles  may  increase  in  size 
and  coalesce  to  form  large  bullae,  the  con- 
tents of  which  soon  become  purulent.  Dyshi- 
drosis may  be  due  to  a idiopathic  derangement 
of  the  sweat  gland  ducts,  or  an  exactly  similar 
picture  may  be  produced  by  chemical  irritants. 
Certain  medicaments  produce  a mild  form  of 
dyshidrosis,  often  wrongly  called  ringworm. 

The  superficial  scaly  lesion  having  fes- 
tooned borders  but  not  showing  any  macro- 
scopical  vesiculation,  found  particularly  in 
surgeons,  barbers  and  others  who  have  occa- 
sion to  apply  alcohol  to  the  hands  frequently, 
is  not  to  be  confounded  with  ringworm. 


Of  course,  the  demonstration  of  the  para- 
site makes  the  diagnosis  absolute,  but  this  is 
not  always  possible,  and  often  entails  many 
hours  of  search.  The  best  method  of  examin- 
ing the  scales  is  as  follows : the  tops  of  the 
vesicles  or  a piece  of  macerated  skin  are  placed 
in  a watch  glass  containing  30  per  cent  po- 
tassium hydroxide  solution  and  allowed  to 
come  just  to  boiling  over  a Bunsen  burner. 
Then  the  preparation  should  stand  for  one- 
half  to  four  hours  depending  on  the  thickness 
of  the  specimen.  The  scales  are  then  placed 
on  a slide  and  examined  with  the  low  power 
of  the  microscope.  The  parasite  appears  as 
long  or  short,  wavy,  undulating  mycelia  seg- 
mented at  irregular  intervals.  (See  Fig.  VI). 


Fig.  6 — Appearance  of  mycelium  in  scales  (from  feet).  Pre- 
pared in  30  per  cent  KOH  (1  to  350). 


At  the  present  time  the  practitioner  has 
been  well  educated  in  regard  to  the  possibility 
of  ringworm  infection  of  the  hands  and  feet. 
Personally,  I believe  that  wre  are  now  diag- 
nosing too  many  eczematous  and  dyshidrotic 
lesions  as  ringworm.  This  statement  is 
brought  out  by  the  fact  that  the  treatment, 
instead  of  being  palliative,  has  been  anti-para- 
sitic, and  the  results  are  always  disastrous. 
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Treatment 

Type  I,  or  the  ordinary  lesion  bn  the  un- 
covered parts,  responds  readily  to  application 
of  one-half  strength  tincture  of  iodine  applied 
several  times  daily. 

In  type  II.  eczema  marginatum,  best  results 
are  obtained  by  using  a 1 per  cent  solution 
of  iodine  in  70  per  cent  alcohol  each  morn- 
ing, and  an  ointment  containing  one  part  of 
salicylic  acid  and  one  part  of  benzoic  acid  to 
30  of  lanolin  and  vaseline  at  night. 

In  treating  the  feet,  more  energetic  meas- 
ures  are  necessary.  In  addition  to  using  the 
1 per  cent  iodine  solution  and  the  benzoic- 
salicylic  ointment,  as  above,  the  lesions  should 
be  curetted  with  a dull  instrument  at  each  visit 
to  the  physician.  Again.  I always  advise  the 
patient  to  get  a pumice  stone  and  remove  all 
the  dead  skin  possible  each  night.  There  is 
no  use  applying  medicines  to  thick  crusts  or 
macerated  skin  which  serve  as  a perfect  pro- 
tection to  underlying  parasites. 

In  addition  to  the  above,  if  available,  X-ray 
in  doses  of  one-eighth  erythema  dose  twice  a 
week  greatly  shortens  the  course  of  the  dis- 
ease. We  do  not  know  just  how  the  X-ray 
works  here,  but  the  results  speak  for  them- 
selves. 

1705  N Street , N.  W. 


A STUDY  OF  THE  ACTION  OF  THERAPY 
IN  NEURO-TREPONEMATOSIS. 

By  T.  LATANE  DRISCOLL,  Ph.B.,  M.  D..  Richmord,  Va. 

Associate  in  Syphilology,  Medical  College  of  Virginia. 

I am  firm  in  the  belief  that  the  methods  in 
use  today  in  the  treatment  of  neuro-trepone- 
matosis  with  salvarsanized  or  auto-salvarsan- 
ized  sera  has^  little  or  no  specific  action,  due  to 
the  infinitesimal  amount  of  the  drug.  and. 
further,  in  the  case  of  re-enforced  serum  the 
drug  has  not  developed  the  treponemicidal 
value  that  it  does  after  having  passed  through 
the  portal  circulation,  where  it  has  at  least 
been  metabolized,  thus  bringing  about  the  acti- 
vation necessary  for  the  destruction  of  the 
organisms.  It  is  generally  known  that  tre- 
ponemata may  survive  for  many  hours  in  a 
solution  of  arsphenamine  far  in  excess  of  any 
that  might  be  sustained  by  the  human  body. 

As  to  tryparsamid,  it  has  no  treponemicidal 
action,  as  evidenced  by  the  fact  that  no  effect 
is  had  upon  primary  or  secondary  lesions,  the 
organisms  remaining  in  the  lesions  as  without 
tryparsamid.  Malaria  inocidation  can  have  no 


specific  action  because  the  fever  can  be  induced 
to  the  same  degree  by  many  methods,  and  pro- 
tein injections  as  such  have  no  action  upon  the 
symptoms.  A toxemia  of  some  type  is  usually 
present  in  paretics,  with  the  symptoms  con- 
tinuing as  before. 

Whether  after  aseptic  injuries  of  the  brain 
there  may  be  regeneration  is  still  a mooted 
question,  but  the  work  of  Strausler  and 
Koskinos1  after  the  examination  of  thirty-eight 
brains  following  undoubted  congestion,  and 
disease  processes  with  more  or  less  actual  de- 
struction. seems  to  give  conclusive  evidence 


A.  Very  slight  hyperemia  following  re-enforced  spinal  fluid 
injection. 


that  regeneration  does  occur,  thus : Six  months 
after  an  artificially  induced  malaria,  given 
therapeutically  in  general  paresis,  “the  men- 
inges are  found  slightly  thickened,  the  vessels 
normal,  and  without  perivascular  infiltration. 
The  cortical  laminae  are  normal  in  width,  and 
the  cyto- architecture  is  undisturbed.  There  is 
richness  in  the  nuclei  of  the  zonal  layer  but 
glia  proliferation  is  absent.  Rare  infiltrating 
cells  are  found  in  the  cortex,  some  in  the  sub- 
cortical white  matter,  and  the  meninges.  They 
are  lymphocytes.  Glia  proliferation  and  red 
cells  are  absent.  In  other  words,  general  pa- 
ralysis is  unrecognizable.” 

As  further  evidence  of  the  healing  process 
seen  from  a purely  clinical  view-point,  there 
may  be  a comjdete  remission  from  all  neuro- 
logic and  psychiatric  phenomena.  Indeed, 
these  remissions  make  one  wonder  just  how 
permanent  the  histo-pathologic  picture  is. 

Freeman,2  basing  his  observations  on  fifteen 
brains  following  malaria  inoculations,  states 
that  “except  for  the  reduction  in  the  number 
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of  neurons  in  the  cerebral  cortex  and  mar- 
ginal gliosis,  the  anatomic  picture  does  not 
deviate  from  the  normal.” 

Assuming  the  foregoing  as  correct,  and. 
further,  assuming  that  the  small  amount  of 
arsenic  has  no  specific  effect,  and  with  the 
thought  in  mind  that  the  Swift- Ellis  technique 
gives  as  definite  results  as  the  re-enforced 
serum,  we  perforce  must  seek  some  explana- 
tion other  than  the  specific  action  of  salvarsan 
in  the  spinal  canal.  With  this  in  mind,  the 
following  work  is  submitted. 

Following  therapeutic  malaria  in  general 
paralysis,  Gerstman3  has  this  to  say:  “At  first 
the  malaria  accentuates  the  inflammatory  re- 
action, giving  rise  to  great  exudation  into 
lymph  spaces  and  nerve  substances.” 

Freeman  makes  the  following  observation 
during  the  early  stage  of  malaria  treatment : 
“The  cortex  is  narrowed  and  its  density  in- 
creased by  the  large  number  of  cells  present. 


B.  Moderate  hyperemia  following  air  injection. 

Blood  vessels  stand  out  with  great  prominence, 
both  because  of  their  size,  and  on  account  ol 
their  collars  of  infiltrating  cells.  It  seems  as 
though  this  marked  aggregation  of  cells  in  the 
perivascular  space  was  a manifestation  of  an 
organization  of  an  inflammatory  exudate.” 

As  to  the  intra-spinal  treatments,  both 
salvarsanized  and  auto-salvarsanized,  we  have 
the  following  microscopic  picture  of  experi- 
mental animal  brains:  these  animals  were  in- 
jected with  1 milligram  of  salvarsan  in  5 c.c. 
of  spinal  fluid,  and  autopsied  on  the  third  day, 
being  killed  with  nicotine  on  the  tongue.  The 
cord  shows  little  hyperemia,  advanced  degene- 
ration of  supporting  tissue,  and  many  nerve 


cells  have  lost  their  nuclei.  The  frontal  and 
parietal  lobes  and  cerebellum  show  a slight 
amount  of  hyperemia — mainly  on  the  surface. 

It  is  interesting  to  note,  following  out  the 
idea  of  cases  in  which  a simple  spinal  puncture 
was  done  that  many  paretics  were  greatly  im- 
proved, that  the  animals  in  which  5 c.c.  of  air 
was  injected  into  the  spinal  canal  showed  more 
definite  changes  than  with  chemicals.  In  air 
injected  dogs  the  pial  vessels  showed  hypere- 
mia, while  the  cerebrum  manifested  marked 
hyperemia  along  the  surface  and  sulci. 

After  intravenous  injections  of  tryparsamid, 
the  cerebrum  shows  marked  and  definite 
hyperemia  along  surface  and  sulci.  The  vessels 
are  distinctly  engorged.  In  the  cord,  pial  ves- 
sels show  hyperemia,  and  some  hyperemia  is 
noted  in  the  interior  of  the  gray  matter.  These 
findings  are  in  keeping  with  what  we  might 
expect  following  the  injection  of  about  1 Gm. 
of  arsenic,  because,  as  Sollman4  observes,  “after 
arsenical  intoxication  there  is  an  increased 
permeability  due  to  the  relaxation  of  the  walls 
of  the  capillaries,  and  consequently  by  changes 
similar  to  those  of  inflammation.”  This  is 
further  borne  out  by  the  encephalitis  and  optic 
neuritis  so  often  seen  following  the  injection 
of  tryparsamid. 

Conclusions. 

It  would  seem,  in  view  of  the  foregoing 
findings,  that  all  special  therapy  in  the  treat- 
ment of  neuro-lues  has  the  one  action — that  of 
the  induction  of  hyperemia  in  the  brain  and 
cord,— and,  this  in  turn  brings  about  what  one 
would  naturally  expect,  a regeneration.  The 
degree  of  hyperemia  parallels  the  positive  clin- 
ical results  we  have  obtained. 

Practical  Application. 

With  the  induction  of  hyperemia  as  the 
working  hypothesis,  the  following  cases  are 
reported : 

J.  M.,  age  37 ; salesman.  Has  been  depressed 
for  18  months.  Delusions  of  persecution. 
Thinks  wife  is  to  be  harmed  by  visitors.  Un- 
able to  get  along  with  employer  or  customers. 
Judgment  very  poor. 

Blood  Wassermann  4 plus;  spinal  fluid  -1 
plus;  globulin  2 plus.  Upper  zone  curve. 
Diagnosis — general  paresis. 

Patient  was  given  four  injections  into  spinal 
canal  at  weekly  intervals,  consisting  of  10  c.c. 
of  air  as  measured  in  volume  by  the  syringe. 
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At  the  same  time  10  c.c.  of  spinal  fluid  was 
removed. 

Two  months  later,  this  patient  saw  life 
optimistically,  with  no  delusions  or  hallucina- 
tions. He  was  then  working  regularly  and  his 
employer  stated  he  was  very  efficient.  Ten 
months  afterwards,  there  had  been  no  recur- 
rences, the  patient  was  happy  and  contented. 


C.  Marked  hyperemia  following  tryparsamid  injection. 

and  his  associates  saw  no  deviation  from  his 
former  normal  condition. 

Knowing  the  definite  hyperemia  produced 
by  the  Noguchi  test,  I applied  this  working 
knowledge  to  the  cord  and  brain,  with  the  re- 
sults as  seen  in  four  cases.* 

These  cases  were  given  .05  c.c.  in  the  spinal 
canal,  and  were  worked  up  to  .5  c.c.  There 
were  no  reactive  phenomena,  and  these  pa- 
tients were  in  about  the  same  condition  after 
injections  as  before.  The  material  injected  was 
killed  treponemata,  finely  ground,  in  a men- 
strum  of  saline  and  trikresol. 

J.  W. ; age  27 ; laborer.  Wassermann  on 
spinal  fluid  and  blood,  positive;  globulin  2 
plus.  Cells  53.  Upper  zone  curve. 

Patient  is  inarticulate,  disoriented,  and  re- 
mains in  bed  without  any  voluntary  movement. 
Involuntary  passage  of  urine  and  faeces.  Sim- 
ply a vegetating  organism.  Diagnosis — gen- 
eral paresis. 

Two  intraspinal  injections  of  Treponemata 
were  given  at  weekly  intervals.  Condition  of 
this  patient  at  end  of  two  weeks  is  markedly 
improved  in  that  he  is  oriented,  knows  his 
name,  knows  his  home  address,  walked  up  to 

•From  the  Service  of  Syphilology  at  the  Central  State  Hos- 
pital, Petersburg,  Va. 

Treponemata  emulsion  furnished  through  the  courtesy  of 
Lederle  Antitoxin  Laboratories. 


the  third  floor  to  operating  room,  takes  food 
voluntarily,  and  has  gained  in  weight. 

Jas.  McR. ; age  32:  cook.  Wassermann  on 
blood  and  spinal  fluid,  positive.  Upper  zone 
curve.  Cells  12. 

Patient  is  exicited.  with  paranoidal  symp- 
toms. He  has  millions  of  wives,  millions  of 
dollars,  and  race  horses.  He  followed  the 
Christ  because  he  was  greater  than  the  Christ. 
He  is  King  of  Kings,  owns  the  hospital,  and 
I am  his  humble  servant.  Diagnosis — general 
paralysis. 

Three  injections  of  Treponemata  were  given 
at  one  week  intervals.  Patient  has  improved 
to  the  extent  that  he  has  only  one  wife,  and 
not  much  money.  Is  oriented,  knows  name 
and  address  of  his  wife  and  relatives.  Is  tidy 
and  quiet,  well-behaved,  and  has  gained  in 
weight. 

S-  T. ; age  23;  driver.  Patient  has  positive 
blood  and  spinal  fluid.  Upper  zone  curve. 
Globulin  1 plus.  Cells  23. 

This  man  is  disoriented,  markedly  depressed, 
inarticulate,  and  very  filthy. 

Two  injections  of  Treponemata  were  given 
at  five  day  intervals.  After  two  weeks  patient 
is  oriented.  Answers  ordinary  questions  in- 
telligently, is  active  about  the  wards,  eats  regu- 
larly. and  has  made  marked  gain  in  weight. 

R.  T. ; age  52;  laborer.  Upper  zone  curve; 
17  cells;  positive  blood  and  spinal  fluid; 
globulin  2 plus. 

Patient  is  very  much  depressed.  Answers 
no  questions  with  any  degree  of  intelligence. 
Disoriented  as  to  time  and  place.  Void  of  all 
judgment  or  conception  of  honor. 

Two  injections  of  Treponemata.  There  is 
no  improvement  in  the  mental  picture  of  this 
case,  although  there  is  definite  gain  in  weight. 

Summary. 

In  a series  of  four  cases  with  definite  im- 
provement in  seventy-five  per  cent,  this  mode 
of  treatment,  with  further  observation  as  to 
dosage,  bids  fair  to  be  utilizable  in  the  treat- 
ment of  neuro-lues. 
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THE  CARE  AND  REPAIR  OF  THE  CERVIX 
AND  PERINEUM  IN  CONFINEMENT 
CASES.* 

By  ROBERT  P.  KELLY,  M.  D„  F.  A.  C.  S.,  Lynchburg,  Va. 

As  a native  of  Southwestern  Virginia  and 
a former  resident  of  Bristol,  it  is  a great  pleas- 
ure to  me  to  attend  a meeting  of  the  South- 
western Virginia  Medical  Society  and  to  have 
the  honor  of  addressing  its  members.  I have 
tried  to  choose  for  this  occasion  a subject  that 
would  he  of  interest  and  importance  not  only 
to  the  specialist  in  my  own  line,  but  to  the 
general  practitioner  as  well.  Such  a topic,  it 
seems  to  me,  is  ‘‘The  Care  and  Repair  of  the 
Cervix  and  Perineum  in  Confinement  Cases.” 

The  care  of  the  cervix  and  perineum  during 
child-birth  and  their  subsequent  repair  are  at 
the  same  time  one  of  the  greatest  and  the  most 
frequently  neglected  responsibilities  of  the  ob- 
stetrician. There  is  perhaps  no  other  one  thing 
that  so  impairs  the  health  of  child-bearing 
women  as  the  injuries  to  the  cervix  and 
perineum,  and  the  neglect  or  imperfect  repair 
of  these  injuries,  the  too  frequent  result  being 
a life  of  physical  discomfort  or  actual  suffer- 
ing. Many  operations  may  be  necessary  later 
to  partially  restore  health,  whereas  the  proper 
treatment  at  the  time  of  delivery  would  have 
obviated  all  bad  results. 

As  a general  practitioner,  I do  not  believe 
anything  gave  me  more  worry  and  trouble 
than  the  repair  of  cervical  and  perineal  lacera- 
tions, and  many  of  my  patients  doubtless  suf- 
fered as  a result  of  my  inability  to  make  the 
necessary  repairs. 

It  is  my  earnest  desire  to  contribute  to  the 
prevention  of  these  injuries  by  directing  the 
general  practitioner’s  more  careful  attention  to 
this  important  branch  of  obstetrics. 

I feel  that  it  is  the  duty  of  every  obstetric 
specialist  to  do  all  in  his  power  to  aid  the 
general  practitioner  in  the  care  of  confine- 
ments, and  what  I may  say  regarding  our 
short -comings  in  this  respect  is  not  intended 
as  a reflection  on  any  other  physicians,  but  is 
rather  a frank  admission  of  my  own  imper- 
fect work  during  my  twelve  years  of  general 
practice. 

No  one  has  more  sympathy  than  I for  the 
general  practitioner  who  must  deliver  his  cases 
in  the  home,  with  inadequate  help  and  without 
the  facilities  of  a hospital,  but  I do  feel  that 
practically  all  of  these  injuries,  certainly  the 

•Read  by  invitation  before  the  Southwestern  Virginia  Medical 
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most  serious  ones,  can  either  be  prevented  or 
properly  repaired  if  we  are  just  a little  more 
careful  and  if  we  familiarize  ourselves  with 
the  correct  methods  of  delivery  and  repair. 

First,  let  us  consider  the  cervix, — the  causes, 
the  prevention  and  the  repair  of  its  injuries. 

As  a rule,  the  cervix  will  not  be  injured  in 
child-birth  unless  the  baby  is  delivered  before 
dilatation  is  complete.  This  statement  cannot 
be  too  strongly  emphasized. 

The  chief  causes  of  cervical  injury  are  the 
following : 

1.  Manual  dilatation. 

2.  Pituitrin  before  the  baby  is  born. 

3.  Too  early  application  of  forceps. 

4.  Versions  and  breech  extractions  before 

complete  dilatation. 

5.  Versions  following  bag-inductions 

(since  no  bag,  as  a rule,  will  com- 
pletely dilate  a cervix). 

We  will  discuss  briefly  each  of  these  points 

1.  Manual  dilatation : As  DeLee  says. 
“Manual  dilatation  means  manual  laceration.” 
In  no  case  can  the  cervix  be  dilated  by  hand 
without  injury,  and  such  efforts  are  not  only 
futile  but  also  invite  infection,  which  may 
prove  fatal.  There  is  no  more  pernicious  habit 
than  “aiding”  labor  by  manual  dilatation. 

2.  Pituitrin  before  the,  baby  is  born  : I am 
glad,  indeed,  to  have  this  opportunity  to  con- 
demn the  uSe  of  pituitrin  before  the  baby  is 
born.  I do  not  believe  anything  contributes 
so  much  to  cervical  injury  as  the  use  of  this 
druff  to  accelerate  delivery  in  so-called  uterine 
inertia  cases.  It  is  often  not  uterine  inertia, 
but  his  own  impatience  that  induces  the  phy- 
sician to  resort  to  this  powerful,  most  danger- 
ous drug.  It  is  frequently  given  before  com- 
plete dilatation,  causing  both  cervical  anti 
perineal  injury  and  occasionally  ruptured 
uterus.  In  addition  to  this,  the  baby  may 
suffer  cerebral  injury,  convulsion  and  death. 

I can  not  better  emphasize  this  point  than 
to  quote  again  from  DeLee,  who  says : “’Tis 
criminal  to  give  pituitrin  while  the  baby  is  in 
the  uterus.” 

My  opinion  is  that  this  drug  has  actually 
done  more  harm  than  good,  due  to  its  indis- 
criminate use.  However,  it  does  have  a place 
in  obstetrics  when  properly  used,  being  of 
great  value  when  given  immediately  after  the 
birth  of  the  baby’s  head,  to  control  hemor- 
rhage in  the  third  stage  of  labor  and  to  ex- 
pedite the  process.  In  this  case,  as  soon  as  the 
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placenta  is  delivered,  a hypodermic  of  aseptic 
ergot  is  given.  This  is  our  routine  for  ob- 
stetrical cases  at  both  the  Lynchburg  and  the 
Virginia  Baptist  Hospitals. 

3.  Too  early  application  of  forceps:  This 
is  another  cause  of  cervical  injury,  probably 
equal  to  that  of  pituitrin  and.  often,  more  dis- 
astrous to  both  mother  and  baby.  I know  of 
no  more  important  thing  in  forceps  deliveries 
than  to  be  absolutely  sure  that  dilatation  is 
complete.  In  consultations.  I have  seen  a num- 
ber of  cases  in  which  forceps  applications  and 
attempts  to  deliver  were  made  before  dilata- 
tion was  near  completion,  and  in  some  of  these 
cases  I have  found  the  baby  dead,  and  have 
later  seen  the  mother  die. 

The  rule  should  be.  generally,  not  to  use 
forceps  until  the  patient  has  been  completely 
dilated  < in  the  second  st  age ) for  one  hour 
without  progress,  and  not  then  if  the  operator 
is  not  absolutely  sure  of  what  he  is  doing  and 
how  to  do  it.  It  is  much  more  to  his  credit 
to  call  for  help,  divide  the  honors  with  some 
one  else  and  therebv  brims'  more  honor  to  him- 
self. 

In  this  connection,  it  does  not  seem  out  of 
place  to  mention  the  conditions  necessary  for 
a successful  forceps  delivery.  They  are  as 
follows : 

a.  The  head  must  be  engaged. 

b.  The  membranes  must  be  ruptured. 

c.  The  cervix  must  be  completely  dilated. 

(In  an  emergency.  Duhrssen's  in- 
cisions may  be  employed.) 

d.  The  position  of  the  head.  i.  e..  the  re- 

lation of  the  diameters  of  the  baby's 
head  to  those  of  the  mother's  pelvis 
must  be  definitely  known  and  proper 
application  must  be  made. 

e.  The  patient  must  be  surgically  prepared 

and  anesthetized. 

f.  The  baby  must  be  alive. 

If  these  rules  are  strictly  observed,  there 
will  be  no  cervical  injury,  though  we  should 
bear  in  mind  the  fact  that  a forceps  delivery 
is  a major  operation. 

4.  Versions  and  breech  extractions  before 
complete  dilatation:  This  is  a frequent  cause 
of  cervical  laceration,  and  the  remedy  is  quite 
obvious. 

5.  V ersions  following  bag  inductions : 
The  largest  bag  will  not  completely  dilate 
most  cervices,  and  seldom  in  the  case  of  ? 
primipara  does  it  do  so.  This  is.  therefore,  one 
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of  many  objections  to  the  routine  delivery  by 
the  use  of  bags  and  versions. 

As  we  are  discussing  in  this  paper  the  ma- 
ternal injuries  produced  by  these  errors  of 
delivery,  no  reference  has  been  made  to  the 
baby,  but  it  is  frequently  injured  too,  some- 
times fatally,  while  these  maternal  injuries  are 
being  inflicted. 

Following  any  operative  delivery,  the  cervix 
should  be  very  carefully  inspected  and.  if  in- 
jured. immediately  repaired.  I wish  to  em- 
phasize the  word,  "inspected."  for  in  no  other 
way  can  we  know  whether  or  not  we  have  ,i 
cervical  laceration.  The  sense  of  touch  is  not 
sufficient. 

The  repair  of  the  cervix  is  usually  done  with 
interrupted.  No.  fi.  20-day  chromic  cat-£rut. 
Occasionally  I use  a continuous  suture,  a 
method  which  I accidentally  discovered  in  re- 
pairing old  cervical  lacerations.  In  such  cases 
it  is  more  often  applicable  than  in  the  recent 
ones,  due  to  the  very  much  thinned  cervix  in 
the  latter. 

The  technique  of  the  continuous  method  is 
as  follows:  The  V-shaped,  denuded  area  hav- 
ing been  made,  the  suture  is  started  at  the  apex 
of  the  V.  including  only  the  muscle.  It  is 
tied  and  the  end  left  long.  With  a second 
needle  this  "end  left  long"  is  then  run  through 
the  peritoneum  of  the  cervix.  The  other  end 
of  the  suture,  on  the  first  needle,  is  then  car- 
ried forward,  including  only  the  muscle  of  the 
cervix,  until  the  closure  is  complete.  The  last 
stitch  is  carried  out  through  the  peritoneum' 
and  is  then  continued  back  to  the  starting 
point,  completely  burying  the  muscle  suture, 
making  a very  smooth  and  secure  approxima- 
tion. and  is  then  tied  with  the  other  end  of 
the  suture,  which  was  previously  arranged  for 
this  purpose,  leaving  only  one  knot  in  the 
entire  line  of  suture.  This  plan  makes  a much 
more  secure  union  and  one  less  likely  to  be- 
come infected:  it  also  puts  the  only  exposed 
knot  away  from  the  end  of  the  cervix  where  it 
is  better  protected.  AVhere  the  cervix  is  ex- 
tremely thin  this  method  can  not  be  used,  the 
interrupted  suture  being  better. 

AA'e  will  now  consider  the  perineum. 

Many  of  the  causes  of  injury  to  the  cervix 
also  effect  the  perineum. 

AATienever  I hear  a physician  say  he  has  de- 
livered a baby,  especially  a forceps  case,  with- 
out perineal  injury.  I am  inclined  to  question 
the  statement,  for  it  can  rarely  be  done.  He 
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mav  be  very  sincere  in  his  claim,  but.  perhaps, 
not  sufficiently  careful  in  his  search  for  injury. 

In  taking  histories  of  patients  who  have 
borne  children,  who  state  that  no  lacerations 
have  occurred  in  former  births.  I am  frequently 
shocked,  on  examination,  to  find  a large 
cystoeele  or  rectoeele.  the  patient  frequently  be- 
ing entirely  ignorant  of  the  existence  of  such 
a condition. 

To  simplify  the  discussion  of  this  very  im- 
portant subject.  I shall  use  the  following  classi- 
fication : 

1.  Prevention  of  perineal  lacerations, 
a.  By  anesthesia,  b.  By  episiotomy. 

2.  Repair  of  recent,  or  fresh,  lacerations. 

3.  Repair  of  episiotomies. 

4.  Repair  of  old  lacerations  immediately 

following  delivery. 

1.  Prevention  of  perineal  lacerations — by 
anesthesia : Occasionally  it  is  possible  to  de- 
liver a baby  for  a primipara  without  tearing 
the  perineum  or  the  vaginal  mucosa.  The  feat 
can  be  accomplished  in  only  one  way.  as  I see 
it.  The  patient  is  given  anesthesia  during  her 
pains  until,  with  the  pain,  a large  part  of  the 
baby's  head  is  visible,  or  until  one  feels  sure 
that  the  head  has  advanced  to  such  a point 
that  it  can  be  held  and  prevented  from  reced- 
ing by  pressure  on  the  abdomen  against  the 
fundus,  and  until  also,  the  delivery  can  be  con- 
trolled and  completed  by  such  pressure,  pro- 
vided the  patient  is  completely  anesthetized. 
When  the  head  has  advanced  thus  far.  the 
anesthesia  is  pushed  a little  more  in  this  xcay. 
At  the  next  pain  the  patient  is  requested  to 
breathe  very  fast,  to  "pant  like  a dog.v  and 
in  a few  seconds  anesthesia  is  complete,  when 
the  head  may  be  very  easily  and  gently  pushed 
through,  either  by  one  hand  of  the  operator 
or  by  an  assistant.  This  method  is  particularly 
good  in  multiparae.  and  usually  gives  good  re- 
sults. but  frequently,  in  the  case  of  a primi- 
para. one  is  disappointed  to  find  a pretty  ugly 
laceration,  which,  he  realizes,  could  have  been 
prevented  by  an  episiotomy.  to  which  I refer 
as  the  second  means  of  preventing  perineal  in- 
jury. 

It  is  only  by  a rather  extensive  experience 
with  episiotomy  that  one  is  finally  convinced 
that  this  operation  is  one  of  the  most  valuable 
aids  to  obstetrics.  However,  on  the  repair  of 
the  episiotomy  depends  the  result.  To  this  I 
shall  refer  below.  Let  me  say.  however,  that, 
in  my  opinion,  this  procedure,  properly  ex- 


ecuted. will  do  more  to  preserve  the  perineum 
than  anything  else  we  can  do.  In  addition  to 
this,  it  will  save  babies  by  shortening  the 
second  stage  of  labor : it  will  often  make 
forceps  unnecessary ; it  will  render  easy  manual 
rotation  of  the  head  in  forceps  deliveries:  it 
will  reduce  traction  on  the  head,  thereby 
minimizing  cerebral  injury  in  forceps  de- 
livery : it  will  render  less  difficult  and  less 
hazardous  breech  deliveries : it  will  leave  a 
woman  still  a primipara.  so  far  as  her  perineum 
is  concerned:  it  will  prevent  prolapse  of  the 
uterus,  cystoeele  and  rectoeele.  and.  finally,  it 
will  make  wholly  unnecessary  secondary  peri- 
neal repairs. 

2.  Repair  of  lacerations : To  make  a per- 
fect repair  of  the  perineum  is.  I think,  in 
many  cases,  one  of  the  most  difficult  opera- 
tions we  are  called  on  to  perform.  Often  it  i< 
next  to  impossible  to  find  and  approximate  the 
various  tissues  which  should  remain  intact, 
though,  in  the  majority  of  cases,  by  very  care- 
ful effort  we  can  make  a reasonably  good  re- 
pair. In  doing  this,  there  are  several  im- 
portant things  to  bear  in  mind.  The  majority 
of  such  injuries  are  closed  by  a number  of 
so-called  "through  and  through"  sutures,  or 
stitches,  going  in  on  one  side  of  the  wound, 
in  the  skin  of  the  perineum,  running  the  suture 
deep,  to  the  bottom  of  the  tear,  and  coming  out 
on  the  other  side,  where  they  are  tied.  In 
this  way.  the  skin,  with  fascia,  is  approxi- 
mated. and  may  have  a very  nice  appearance, 
but  what  of  the  vaginal  mucosa,  the  sphincter 
cunni.  the  urogenital  septum  and  the  levator 
muscle  i One  or  all  of  these  very  important 
structures  may  have  been  missed  bv  this 
method  of  suture,  and  practically  always  the 
levator  is  lost.  Nor  is  the  vaginal  mucosa 
sutured,  so  that  the  lochia  may  flow  into  the 
wound  and  probably  cause  infection. 

There  is  only  one  way.  in  my  opinion,  to 
tepair  these  injuries.  First,  the  vaginal  mucosa 
must  be  closed.  This  should  be  done  by  a 
continuous.  No.  2.  20-day  chromic  cat-sut. 
This  suture  may  be  put  in  submucously.  if 
desired,  and.  so  used,  is  better.  The  character 
of  the  laceration  may  govern  this.  This  suture 
is  continued  out  to  the  muco-cutaneous  junc- 
tion. Lnless  it  is  already  submucous,  just  at 
this  point  it  must  be  made  so.  It  is  then  used 
to  approximate  the  sphincter  cunni  muscle. 
This  is  best  done  by  using  tissue  forceps  to 
elevate  the  cut  edge  of  the  skin,  and  then. 
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with  a sort  of  hook-stitch,  going  upward  on 
either  side,  and  pulling  down  the  retracted 
muscle.  This  restores  the  original  vaginal 
opening,  and  only  by  this  method  is  it  possi- 
ble to  do  so.  The  end  of  the  suture  is  left 
long  and  clamped,  for  the  time  being,  and  laid 
on  the  patient's  abdomen. 

Assuming  that  the  levator  is  torn,  we  then, 
with  two  Allis  clamps,  “fish  out”  this  muscle 
on  either  side.  The  next  step  is  to  cover  the 
left  hand  with  an  extra  glove,  known  as  a 
“perineorrhaphy  glove.”  The  fore-finger  of  the 
left  hand  is  then  passed  into  the  rectum  to 
act  as  a guide  to  the  passage  of  the  needle 
and  to  protect  the  rectum  from  injury  while 
the  levator  is  being  sutured.  This  I consider 
quite  important.  In  fact,  I do  not  think  such 
a repair  should  ever  be  attempted,  or  can  be 
properly  and  safely  done,  without  this  pre- 
caution. Having  done  this,  one,  two,  or  three, 
interrupted,  No.  2,  20-day  chromic  cat-gut 
sutures  are  put  into  the  levator  muscle,  going 
quite  close  to,  but  not,  of  course,  entering  the 
rectum.  These  sutures  are  not  tied  as  put  in. 
but  are  caught  with  clamps  and  held  until 
the  last  one  is  inserted  and  the  finger  with- 
drawn from  the  rectum.  The  perineorrhaphy 
glove  is  then  taken  off  the  left  hand  by  an 
unsterile  nurse  and  the  sutures  are  tied  and 
cut.  The  urogenital  septum  is  then  sutured 
with  a continuous  No.  2,  20-day  chromic  cat- 
gut. At  this  point,  this  suture  is  tied  with 
the  original  vaginal  suture,  which  was  left 
long  for  this  purpose,  the  short  end  cut  off 
and  the  long  end  used  to  close  the  fascia,  fin- 
ishing at  the  vaginal  end.  This  same  suture 
is  then  locked  and  used  as  a subcutaneous  to 
approximate  the  skin.  At  the  lower  end  of 
the  wound  it  is  thrust  deep  in  the  perineal 
fascia  and  made  to  emerge  about  two  or  three 
cm.  to  right  or  left  of  the  point  of  entrance, 
depending,  of  course,  on  which  side  of  the 
wound  the  suture  was  last  passed. 

Instead  of  using  the  cat-gut  for  the  skin, 
this  suture  may  be  tied,  with  the  original 
vaginal  suture,  after  first  closing  the  perineal 
fascia,  and  a subcutaneous  silk  worm  gut  may 
be  substituted  for  the  skin,  starting  just  inside 
the  vagina  and  finishing  as  described  for  the 
subcutaneous  cat -gut,  both  ends  being  left  long 
or  loosely  tied  together,  if  desired. 

3.  Repair  of  episiotomies:  I do  all  my 
episiotomies  on  the  patient’s  left  side,  begin- 
ning at  the  lowest  point  in  the  mid-line,  going 


out  at  an  angle  of  about  120  degrees.  This 
has  the  advantage  over  the  mid-line  episiotomy 
in  that  it  is  away  from  the  rectum,  and,  there- 
fore, prevents  injury  to  the  sphincter  ani  in 
case  of  an  extension,  which,  however,  is  rare 
if  the  episiotomy  is  sufficiently  deep. 

Just  here  I would  like  to  digress  a hit  from 
the  subject  to  mention  one  very  helpful  point 
in  determining  whether  or  not  to  do  an  episiot- 
omy in  a given  case.  What  I have  in  mind 
is  the  bleaching  of  the  perineum  around  the 
baby’s  head.  When  this  occurs,  a tear  .is 
usually  inevitable  and  an  episiotomy  is  indi- 
cated. 

The  repair  of  episiotomies  is  done  in  exactly 
the  same  way  as  the  repair  of  lacerations,  step 
for  step,  making  it  unnecessary  to  go  again  into 
the  details  of  the  operation.  The  vaginal 
suture  I usually  put  in  submucously.  The 
perineorrhaphy  glove  is  always  used.  Form- 
erlj\  I used  silk  worm  gut  for  the  skin,  but  for 
two  years  I have  used  cat-gut,  and  the  patients 
have  had  no  infections  and  have  been  more 
comfortable. 

Should  the  patient  return  for  a second  con- 
finement (and  occasional^  one  does),  a second 
episiotomy  is  done  in  the  line  of  the  old  scar, 
if  that  can  be  seen,  though  it  frequently  can 
not. 

The  more  I have  done  this  operation  the 
more  I have  realized  the  value  of  it.  I know 
of  nothing  which  does  so  much  toward  pre- 
serving the  health  of  women  as  this  method 
of  treating  the  perineum  during  delivery. 
Furthermore,  I am  sure  that  no  patient  on 
whom  I have  done  an  episiotomy  in  the  past 
four  years,  had  had  or  needs  a perineal  re- 
pair. On  the  other  hand,  seldom  does  a week 
pass  that  I do  not  see  one  or  more  patients, 
who  have  absolutely  no  perineum,  the  result 
of  previous  child-birth. 

Repair  of  old  lacerations  immediately  fol- 
lowing delivery : Up  to  a few  years  ago  many 
obstetricians  advocated  the  postponement,  from 
a few  days  to  weeks,  of  repair  of  perineal 
lacerations,  and  no  one  ever  considered  for  a 
moment  the  repair  of  an  old  laceration  im- 
mediately following  delivery, — the  reasons 
given  for  the  delay  being,  among  others,  that 
the  chances  of  the  infection  were  too  great 
and  that  bleeding  interfered. 

A few  years  ago  I held  an  appointment  in 
a maternity  hospital  where  we  were  required 
to  repair  all  old  lacerations  as  soon  as  the 
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delivery  was  completed.  I was  shocked,  at 
first,  having  never  dreamed  that  such  a thing 
could  be  successfully  done.  Now,  scarcely  a 
week  goes  by  that  I do  not  perform  one  of 
theses  operations.  I have  been  doing  this  for 
years  and,  so  far,  the  results  have  been  uni- 
formly satisfactory. 

In  favor  of  the  operation  at  this  time,  the 
following  points  may  be  cited : 1.  It  can  be 

just  as  safely  and  just  as  easily  done.  2.  The 
tissues  are  more  vascular,  and,  I think,  as  a 
result,  heal  better  and  take  care  of  infection 
better.  3.  The  patient  needs  the  operation,  has 
needed  it  for  years,  perhaps,  and  probably 
would  not  consent  to  it  at  some  future  time. 
4.  The  additional  anesthesia  is  almost  negligi 
hie.  5.  The  patient  is  saved  the  suffering,  the 
time  and  the  expense  of  an  operation  at  some 
future  date.  In  fact,  you  save  her,  by  operat- 
ing at  this  time,  more  than  your  fee  for  the 
combined  delivery  and  repair  6.  The  stay  in 
the  hospital  is  not  prolonged,  these  patients 
going  homo  on  the  eighth  or  ninth  day,  as  all 
my  cases  do,  unless  something  unusual  develops. 

This  operation  is  done  practically  the  same 
way  as  the  perineal  tear  and  the  episiotomy, 
the  only  difference  being  the  dividing  of  the 
muco-cutaneous  border  from  left  to  right  and 
separating  the  vaginal  mucosa.  To  do  this, 
we  simply  get  the  points  on  the  two  sides, 
with  two  Allis  clamps,  and  put  the  perineum 
“on  the  stretch”  between  the  clamps.  The 
incision  is  then  made  by  trimming  off  the 
border,  from  the  left  to  the  right  clamp,  or 
the  reverse,  if  desired ; the  vaginal  mucosa  is 
then  stripped  back  with  the  gauze>-covered 
fore-finger.  In  doin<;  this  with  the  finger, 
the  rectum  will  not  be  injured,  but  should 
any  cutting  of  the  tissues  be  necessary,  this 
organ  must  be  carefully  protected.  The  super- 
fluous vaginal  mucosa  is  trimmed  away,  leav- 
ing a V-shaped  area,  the  angle  of  the  V be- 
ing to  the  back.  Any  ragged  edges  are 
smoothed  up,  and  a No.  2,  20-day  chromic 
cat-gut,  continuous  suture  is  used  to  close  the 
vaginal  mucosa,  beginning  at  the  angle  of  the 
V,  continuing  up  to  the  muco-cutaneous  bor- 
der, where  it  is  made  submucous,  the  end  left 
long  being  clamped  and  laid  on  the  patient’s 
abdomen  for  future  use.  After  the  levator 
sutures  are  put  in,  the  urogenital  septum  is 
then  sutured  with  a continuous  cat-gut.  The 
original  vaginal  suture,  that  has  been  used  to 
bring  together  the  sphincter  eunni,  is  tied 


with  the  perineal  suture  to  which  I have 
just  referred.  The  shorter  end  is  then  cut 
off,  the  long  end  being  used  to  close  the  sub- 
cutaneous fascia,  locked  at  the  vaginal  end 
of  the  skin  incision,  and  used  as  a subcutane- 
ous to  approximate  the  skin. 

In  all  these  operations  it  is  well,  after  the 
subcutaneous  suture  is  finished,  to  take  a num- 
ber of  Allis  clamps  and  pinch  together  the 
edges  of  the  skin  wound  until  the  patient’s 
legs  have  been  taken  out  of  the  stirrups  and 
put  together,  when  the  clamps  are  removed. 
This  tends  to  act  in  the  same  way  as  skin 
clips,  hence  insuring  better  approximation  of 
the  edges. 

Instead  of  the  repair  of  the  perineum,  as 
described  above,  with  cat-gut  throughout, 
there  is  another  method  which  I sometimes 
use  and  which  is  somewhat  simpler  and 
quicker.  It  is  done  as  follows : The  vaginal 
mucosa  is  sutured,  as  usual,  with  continuous 
cat-gut,  carrying  the  suture  out  to  the  skin 
border  and  leaving  it  lono-  for  future  use. 
Then,  the  levator,  urogenital  septum  and  skin 
are  brought  together  with  three  or  four  or 
more  figure-of-eight  silk  worm  gut  sutures, 
the  first  part  of  the  8 including  everything 
except  the  subcutaneous  fascia  and  skin,  and 
the  last  part  of  the  8 including  these  struc- 
tures. This  is  a simple  and  easy  method  of 
repairing  episiotomies  and  lacerations,  and  is 
advisable  until  one  becomes  more  experienced 
with  the  cat-gut  method.  The  sutures  should 
not  be  tied  tight;  if  so,  they  will  cut  out. 
There  should  be  from  a quarter  to  a half  inch 
space  between  the  skin  edges,  when  tied.  This- 
method  is  also  preferable  if  any  danger  of 
infection  exists. 

In  conclusion,  I wish  to  repeat  that  I con- 
sider it  our  duty  to  pay  more  attention  to  the 
care  and  treatment  of  the  cervix  and  perineum 
in  our  confinements.  By  so  doing  we  will 
not  only  save  our  patients  much  discomfort 
and  ill  health,  but  also  heavy  expenditures 
for  hospital  treatment  that  they  ought  not  to 
require. 

To  do  a good  perineal  repair  requires  more 
knowledge,  skill  and  time  than  an  appendec- 
tomy, and  the  fee  for  such  an  operation  should 
be  just  as  much,  or  more. 

Unless  we  can  properly  repair  these  lacera- 
tions, we  are  but  little,  if  any,  more  efficient 
than  the  mid-wife;  and  certainly  no  one  should 
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undertake  obstetrical  cases  who  is  incapable 
of  doing  a reasonably  good  perineorrhaphy. 

We  obstetricians,  who  claim  to  know  some- 
thing about  these  repairs,  should  never  lose 
an  opportunity  to  impart  such  knowledge  as 
we  may  possess  to  the  general  practitioner. 
I feel  that  much  may  be  accomplished  by  this 
means. 

Finally,  if  we  do  well  our  part  as  ob- 
stetricians, the  gynecologist  will  have  more 
time  to  play  golf,  the  mothers  will  fear  less 
the  agonies  of  child-birth,  there  will  be  more 
babies  born  into  the  world  and  the  pockets 
of  the  obstetricians  will  be  overflowing. 


SINUS  DISEASE— ITS  RELATION  TO 
GENERAL  OR  SYSTEMIC 
CONDITIONS. 

By  WILLIAM  LAWRENCE  GATEWOOD,  M.  D„  F.  A.  C.  S„ 
New  York  City. 

Professor  of  Diseases  of  the  Nose  and  Thoat,  New  York  Poly- 
clinic Medical  School  and  Hospital ; Consulting  Nose  and 
Throat  Surgeon,  Riverside  Hospital. 

It  is  the  firm  belief  of  many  investigators 
that  certain  constitutional  disorders  have  ap- 
parently been  caused  by  suppurative  disease 
in  the  paranasal  sinuses.  Some  of  these  con- 
stitutional disorders  can  often  be  traced  to 
childhood  when  sinus  disease  began.  Schaeffer 
has  pointed  out  that  the  ethmoidal  as  well  as 
the  sphenoidal  sinuses  (and  perhaps  frontal 
and  maxillary  sinuses)  can  “become  the  seat 
of  pathological  processes”  as  early  as  the  third 
year.  The  writer  has  had  under  his  observa- 
tion well  authenticated  cases  of  cardiac  dis- 
ease. nephritis,  arthritis,  bronchitis,  erysipe- 
las and  psychoneurosis  in  which  he  feels  defi- 
nitely positive  that  the  cause  resulted  from 
disease  of  the  paranasal  sinuses. 

Every  one  who  has  had  much  experience 
with  children  can  recall  a case  in  which  there 
is  acute  illness  with  high  fever,  leucocytosis, 
vomiting,  loss  of  appetite  and  headache,  in 
which  suppurative  disease  of  the  nasal  sinus 
is  the  only  discoverable  cause. 

Chorea  with  heart  involvement  has  fre- 
quently been  successfully  combated  by  treat- 
ing an  existing  paranasal  sinus  infection. 

Herpes  zoster  over  the  first  division  of  the 
fifth  nerve  has  been  found  to  accompany  acute 
suppurative  disease  of  the  sphenoid.  It  is  the 
belief  of  many  that  one  of  the  most  frequent 
and  most  serious  of  the  systemic  manifesta- 
tions of  sinus  infection  in  children  is  acute 
parenchymatous  nephritis  and  that  when  the 


sinuses  are  cleared  up  all  evidences  of  nephri- 
tis promptly  disappear. 

In  a recent  review  of  the  subject.  Dean 
enumerates  a great  number  of  conditions  asso- 
ciated with  sinus  disease  and  which  are  cleared 
up  by  removing  the  sinus  pathology.  Among 
these  conditions  he  lists  phlyctenular  conjunc- 
tivitis, iritis,  retrobulbar  neuritis  and  choroi- 
ditis. He  alludes  to  the  possible  interdepend- 
ence between  chronic  multiple  infectious  arthri- 
tis and  paranasal  sinus  disease  in  infants  and 
young  children.  He  also  believes  that  the  ab- 
sorption of  bacterial  protein  from  an  infection 
of  the  sinus  may  be  an  etiological  factor  in 
the  causation  of  asthma  in  childhood,  because 
they  are  benefited  by  the  treatment  of  the 
sinus  infection.  Such  cases  have  been  reported 
by  Byfield  and  others. 

Pharyngitis,  laryngitis  and  bronchitis,  par- 
ticularly in  children,  are  often  the  end  results 
of  paranasal  sinus  disease.  Osteomyelitis  of 
the  bone  surrounding  the  diseased  sinus  may 
occur.  Other  conditions  reported  from  time 
to  time  are  cavernous  sinus  phlebitis,  menin- 
gitis, brain  abscess,  periodic  vomiting,  cervi- 
cal adenitis,  chronic  tonsillitis,  etc. 

Any  condition  that  may  result  from  a focus 
of  infection,  especially  in  children,  may  result 
from  sinus  disease.  Among  such  conditions 
may  be  included  the  following:  Cardiopathies, 
rheumatic  fever,  chorea,  nephritis,  pyelitis, 
certain  cases  of  cyclic  vomiting,  deforming 
periarthritis,  anemia,  anorexia,  malnutrition 
and  chronic  digestive  disturbances. 

Paranasal  sinus  diseases  of  a chronic  nature 
produce  listlessness,  poor  appetite,  under- 
weight, poor  color,  in  short,  the  condition  so 
commonly  observed  in  children  and  young 
adults  who  have  hypertrophied  and  infected 
tonsils  and  adenoids. 

In  view  of  the  fact  that  accessory  sinus  dis- 
ease is  a very  common  finding  in  patients  suf- 
fering with  bronchial  asthma,  many  investi- 
gators have  suggested  that  there  is  an  etiolog- 
ical relation  between  these  two  diseases. 
Gottlieb  suggests  four  possible  ways  by  which 
the  symptom  complex  called  asthma  may  be 
produced  through  nasal  disease.  Mucopuru- 
lent material  may  drip  into  the  pharynx  from 
an  infected  sinus  and  the  infection  gradually 
involve  the  mucous  membrane  of  the  trachea 
and  bronchi.  Mucopurulent  material  may  be 
retained  in  a sinus  and  the  toxic  products  be 
absorbed  through  the  blood  stream  or  lymphat- 
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ics  or  both  and  produce  allergic  phenomena 
that  may  manifest  themselves  in  asthma.  The 
nose  may  be  obstructed  by  polypi  and  enlarged 
turbinates,  and  the  patient  is  compelled  to 
breathe  constantly  through  the  mouth  and  the 
effect  of  cold  and  dry  inspired  air,  combined 
with  the  presence  of  infected  material  on  the 
sensitive  mucous  membrane  of  the  trachea  and 
bronchi,  might  conceivably  be  the  exciting  fac- 
tor in  the  production  of  bronchial  asthma. 
Finally,  a spasm  of  the  musculature  of  the 
bronchi  might  be  produced  through  nerve  re- 
flex by  irritation  or  disease  of  the  nasal  gan- 
glion. 

Sluder  explains  the  asthma  of  nasal  origin 
by  stating  that  the  path  of  impulses  is  from 
the  nasal  ganglion  through  the  median,  up- 
per, middle  and  lower  cervical  and  first  thora- 
cic ganglia,  through  the  last  two  of  which 
pass  the  heart  and  lung  fibers. 

Dennis  reported  twenty-eight  cases  of  asthma 
out  of  sixty  patients  having  accessory  sinus 
disease  and  Gottlieb  reports  thirty-one  out  of 
a series  of  117  carefully  studied  cases  of  para- 
nasal sinus  disease. 

In  conclusion  the  writer  wishes  to  urge  upon 
the  profession  the  extreme  importance  of  a 
careful  examination  of  the  sinuses  in  all  pa- 
tients with  a condition  originating  from  a sus- 
pected focus  of  infection.  With  regard  to  the 
tonsils  and  teeth,  an  examination  of  these  struc- 
tures is  usually  carried  out  in  a routine  way, 
often  with  negative  findings,  while  the  acces- 
sory nasal  sinuses  might  easily  be  the  contrib- 
uting or  sole  cause. 

330  Park  Avenue. 


THE  DIAGNOSIS  AND  TREATMENT  OF 
TOXIC  GOITER.* 

By  CARRINGTON  WILLIAMS,  M.  D.,  F.  A.  C.  S., 
Richmond,  Va, 

Attending  Surgeon,  St.  Luke’s  Hospital. 

We  believe  with  Plummer  that  toxic  goiter 
should  be  divided  into  two  groups,  the  exo- 
phthalmic goiter  and  the  toxic  adenoma.  In- 
asmuch as  the  problems  of  diagnosis  and  treat- 
ment are  largely  with  exophthalmic  goiter, 
more  consideration  will  be  given  to  that  type 
of  the  disease. 

Exophthalmic  goiter  is  a constitutional  dis- 
ease. We  must  admit  that  our  knowledge  of 
it  is  still  quite  limited,  and  that  what  we  do 
know  is  largely  limited  to  the  thyroid  gland 

•Read  by  invitation  before  Southwestern  Virginia  Medical 
Society,  at  Bristol  Va.,  September  23,  1927. 


and  the  effects  of  the  hyperthyroidism.  The 
course  of  the  disease  is  well  known,  it  runs  in 
cycles  of  greater  and  less  intensity  and  if  un- 
treated tends  to  be  self-limited  by  actual  de- 
struction of  thyroid  tissue.  When  left  to  run 
its  own  course,  however,  it  takes  its  toll  of 
high  mortality  and  leaves  in  its  wake  great 
morbidity  from  the  damage  to  the  nervous 
system  and  the  cardio-vascular-renal  systems. 
It  is  seen  usually  in  young  adults,  most  often 
in  the  early  thirties,  and  is  much  more  fre 
quently  found  in  women  than  in  meh.  Tremor, 
tachycardia  and  nervousness  are  the  early 
symptoms  followed  by  loss  of  weight,  enlarge- 
ment of  the  thyroid  gland  and  exophthalmos. 

Toxic  adenomatous  goiter  is  also  found  more 
frequently  in  women  than  in  men.  They  are 
ten  to  fifteen  years  older  than  the  exophthal- 
mic patients  and  are  therefore  at  an  age  when 
the  heart,  blood  vessels  and  kidneys  may  al- 
ready be  impaired.  They  have  had  adeno- 
matous goiters  for  many  years  without  symp- 
toms and  gradually  become  nervous,  develop 
tremor,  lose  weight  and  usually  notice  an 
increase  in  the  size  of  the  formerly  quiescent 
goiter.  This  form  of  hyperthyroidism  does 
not  run  in  cycles  but  tends  to  become  pro- 
gressively worse.  The  picture  is  largely  that 
of  hyperthyroidism  produced  by  feeding  ex- 
cessive amounts  of  thyroid  extract,  and  exo- 
phthalmos is  never  seen  in  such  hyperthyroid- 
ism. 

Rarely  we  see  a patient  with  a nodular 
goiter  in  the  hyperthyroid  state  with  exoph- 
thalmos. Broders  has  found  the  typical  pic- 
ture of  exophthalmic  goiter  in  glands  from 
such  patients  outside  of  the  areas  of  adeno- 
mata. This  seems  to  explain  satisfactorily  the 
discrepancy  for  there  is  no  reason  to  suppose 
that  the  presence  of  an  adenoma  would  in  any 
way  prevent  the  development  in  the  same 
gland  of  exophthalmic  goiter. 

We  know  very  little  of  the  cause  of  hyper- 
thyroidism. We  do  know  that  powerful  emo- 
tions may  initiate  exophthalmic  goiter,  and 
that  upper  respiratory  infections,  particularly 
in  the  tonsils  and  the  nasal  accessory  sinuses, 
have  a very  decided  influence  in  the  onset  of 
the  disease.  It  is  very  difficult  to  understand 
the  part  played  by  iodine  in  the  onset  of  this 
disease.  The  lack  of  iodine  cannot  be  a major 
item  because  exophthalmic  goiter  is  almost  as 
frequent  in  non-goitrous  as  in  goitrous  dis- 
tricts, yet  the  favorable  influence  of  iodine  ad- 
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ministered  in  the  course  of  the  disease  is  sig- 
nificant of  a vital  role. 

We  may  regard  the  toxic  state  with  an  ade- 
nomatous goiter  as  an  over-production  of  thy- 
roid secretion.  The  diseased  gland  for  years 
has  put  out  a deficient  secretion  and  the  effort 
on  the  part  of  the  body  to  increase  the  secre- 
tion is  overdone. 

The  thyroid  pathology  of  the  two  types  is 
quite  different.  In  exophthalmic  goiter  there 
is  a general  enlargement  of  the  whole  gland. 
There  is  a cellular  hyperplasia  resulting  in 
papillary  projections  into  the  acini  and  a lack 
of  the  colloid  usually  present  in  the  gland.  In 
the  later  stages  there  is  a marked  increase  in 
the  fibrous  tissue  stroma  which  finally  may 
result  in  relief  of  the  hyperthyroidism,  though 
the  patient  in  the  meanwhile  may  have  been 
wrecked  by  the  disease.  It  is  interesting  t< 
note  the  different  pictures  seen  in  the  exoph- 
thalmic gland  since  the  administration  of 
iodine  to  these  patients.  There  is  still  a 
marked  hyperplasia  and  increase  in  the  size 
of  the  cells,  but  there  is  a very  considerable 
amount  of  colloid  present  and  it  appears  not 
unlike  the  colloid  goiter. 

The  adenoma  is  a true  blastoma.  It  may  be 
single  or  multiple;  by  its  growth  it  impairs 
the  normal  thyroid  tissue,  and  finally  by  hy- 
perplasia of  individual  cells  it  forms  an  exces- 
sive amount  of  thyroid  secretion. 

The  pathology  outside  of  the  thyroid  gland 
is  much  the  same  in  the  two  types.  From  the 
excessive  activity  of  all  tissues  there  is  a de- 
generation of  the  heart  and  blood  vessels,  with 
the  usual  effect  of  such  degeneration  on  the 
kidneys.  There  has  been  no  satisfactory  ex- 
planation of  the  exophthalmos. 

The  diagnosis  of  well  advanced  hyperthy- 
roidism. whether  due  to  exophthalmic  goiter 
or  toxic  adenoma,  presents  no  difficulty.  The 
problem  with  these  cases  is  to  determine  the 
extent  of  the  damage  done  by  the  excessive 
thyroid  stimulation  to  the  various  tissues  of 
the  body,  particularly  the  heart.  The  cases 
which  are  seen  early  when  they  are  near  or 
on  the  border  line  are  the  ones  which  require 
the  best  judgment  before  proceeding  with 
treatment.  As  a rule,  the  early  exophthalmic 
goiter  is  more  likely  to  be  confusing  than  the 
toxic  adenoma. 

The  patient  with  toxic  goiter  may  present 
a group  of  symptoms  so  numerous  as  to  con- 
fuse the  student  of  the  disease.  Many  of  these 


symptoms  are  quite  constant  among  patients 
afflicted  with  hyperthyroidism,  but  most  of 
them  are  not  reliable  and  may  be  considered 
lightly.  I refer  to  such  vasomotor  disturb- 
ances as  excessive  sweating  and  flushing  of  the 
skin,  the  diarrhea  and  the  painful  extremities. 
The  diagnosis  depends,  in  the  final  analysis, 
on  the  six  cardial  symptoms  and  signs,  namely, 
nervousness,  tremor,  loss  of  weight,  tachycar- 
dia, exophthalmos  and  goiter. 

The  first  of  these  symptoms  is  of  a very  in- 
definite nature ; a large  proportion  of  sick  peo- 
ple will  call  themselves  nervous  and  many  may 
appear  even  as  having  hyperthyroidism.  The 
nervousness  of  true  hyperthyroidism,  however, 
is  violent  in  nature ; the  patient  has  the  fidgets 
constantly  to  such  an  extent  that  the  perpetual 
motion  of  the  arms  and  legs,  especially  when 
the  patient  is  confined  to  bed.  will  chafe  the 
skin  of  the  elbows  and  knees  even  to  ulcera- 
tion. 

The  tremor  is  also  difficult  to  evaluate,  but 
when  the  fingers  are  extended  the  true  tremor 
appears  as  a rapid  motion  with  short  excur- 
sion. usually  in  a lateral  direction.  The  tremor 
of  the  exophthalmic  patient  is  more  constant 
than  that  of  the  toxic  adenoma. 

Loss  of  weight  is  more  definite ; we  consider 
it  to  mean  a decrease  of  at  least  5 per  cent  of 
the  body  weight. 

Tachycardia  can  also  be  expressed  in  figures. 
The  pulse  rate  should  be  considered  only  with 
the  patient  completely  at  rest,  and  to  be  sig- 
nificant it  should  be  90  or  more  to  the  minute. 

Exophthalmos  is  usually  easily  distin- 
guished from  normally  prominent  eyes ; the 
opinion  of  the  patient  or  her  relatives  should 
be  given  consideration.  It  is  further  confirmed 
by  widening  of  the  palpebral  fissure,  lagging 
of  the  upper  lids  on  excursion  of  the  eyes,  and 
failure  of  the  eyes  to  converge  for  near  vision. 

The  presence  of  goiter  is  a positive  sign  and 
is  confused  only  by  the  fullness  or  the  promi- 
nence of  the  gland  in  thin  females.  The 
goiter  of  the  exophthalmic  type  is  frequently 
not  large  but  it  is  almost  always  quite  firm  to 
feel.  The  adenomatous  goter  is  usually  larger 
and  nodular. 

The  study  of  a case  with  regard  to  thyroid 
function  is,  of  course,  now,  incomplete  with- 
out the  determination  of  the  basal  metabolic 
rate.  We  now  have  records  of  3,000  tests  on 
about  2,000  patients,  and  I feel  safe  in  assert- 
ing that  it  is  rare  that  the  result  of  the  test 
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is  used  as  a deciding  factor  in  the  positive 
diagnosis  of  hyperthyroidism.  I do  not  in- 
tend to  convey  the  impression  that  it  is  not 
useful,  for  as  a confirmation  of  our  clinical  ob- 
servations it  is  most  helpful  and  at  times  it 
is  an  important  factor  in  ruling  out  the  hyper- 
thyroid state.  The  close  relation  of  the  basal 
metabolic  rate  to  the  basal  pulse  rate  is  quite 
striking.  This  test  is  further  very  useful  in 
determining  the  course  of  the  disease  both  as 
to  the  stage  of  the  hyperthyroidism  and  the 
result  of  treatment. 

The  test  is  useful  only  when  done  by  a well 
trained  individual,  and  even  then  the  result 
of  a single  test  should  be  given  weight  only 
when  it  is  in  line  with  the  clinical  picture. 
A presentation  of  the  technical  difficulties  and 
sources  of  error  has  no  place  in  this  discus- 
sion. I will  only  remind  you  that  in  the  ap- 

iparatus  in  general  use  a loss  of  gas  through 
leakage  gives  a high  rate,  while  gas  added  to 
the  respiratory  chamber  gives  a low  rate. 
Manifestly  it  is  easy  to  lose  gas  through  a 
leaking  machine,  so  that  the  common  error 
is  to  get  a rate  too  high.  It  is  almost  impos- 
sible to  add  gas  to  the  chamber,  so  that  the 
rate  is  practically  never  too  low.  We  believe 
that  no  case  of  true  toxic  goiter  can  have  a 
normal  basal  metabolic  rate,  and  we  feel  no 
hesitation  in  ruling  out  hyperthyroidism  when 
the  test  properly  and  repeatedly  done  gives  a 

I normal  rate.  On  the  other  hand,  repeated 
elevated  tests  may  leave  us  still  in  great  doubt 
of  the  existence  of  hyperthyroidism. 

On  account  of  the  many  factors  which  may 
make  a rate  higher  than  it  should  be,  we  be- 
lieve that  for  practical  consideration  the  up- 
per limit  of  normal  should  be  above  the  usual 
plus  10.  We,  therefore,  do  not  consider  rates 
between  plus  10  and  plus  20  as  being  of  clini- 
cal significance. 

[The  cases  which  require  the  greatest  care 
are  the  early  or  border-line  exophthalmic  goi- 
ters and  those  early  or  late  with  other  pathol- 
ogy coincident  with  or  due  to  the  hyperthy- 
roidism. 

To  make  the  diagnosis  of  exophthalmic  goi- 
ter it  is  not  necessary  to  have  present  all  of 
the  six  cardinal  symptoms  and  signs;  we  feel 
certain,  however,  that  there  must  be  definitely 
present  either  goiter  or  exophthalmos  in  addi- 
tion to  the  other  symptoms.  Perhaps  40  per 
cent  of  the  cases  of  exophthalmic  goiter  seen 
in  the  average  clinic  will  not  have  anv  pro- 


trusion of  the  eyes  but  there  must  be  a definite 
goiter.  So,  occasionally,  there  may  be  no  thy- 
roid enlargement  but  definite  exophthalmos.  I 
have  operated  on  two  patients  with  this  com- 
bination and  the  diagnoses  were  confirmed  by 
the  basal  metabolic  rate,  by  the  pathological 
examination  of  the  removed  tissue,  and  by  the 
clinical  improvement  of  the  patient  after- 
operation.  Doubtless  there  is  a very  early 
stage  of  the  disease  when  neither  exophthalmos 
nor  goiter  is  present.  I believe  that  we  should 
not  make  a positive  diagnosis  at  this  time, 
though  non-operative  treatment  may  be  begun. 
When  the  diagnosis  is  in  any  way  doubtful, 
operation  should  not  be  done.  In  my  experi- 
ence, the  best  results  have  been  with  patients 
who  had  the  disease  in  unmistakable  form. 

It  is  not  the  purpose  of  this  paper  to  dis- 
cuss or  compare  the  various  modes  of  treat- 
ment for  toxic  goiter.  It  is  my  belief  that 
the  greatest  benefit  to  these  patients  comes 
from  the  surgical  removal  of  the  major  por- 
tion of  the  thyroid  gland.  X-ray  treatment 
certainly  has  some  effect  on  the  gland.  The 
results  I believe  from  this  treatment  are  poor 
compared  to  those  obtained  by  surgery.  In 
a limited  field,  X-ray  serves  a very  useful  pur- 
pose, as  will  be  indicated  later. 

While  I believe  that  the  greatest  relief  comes 
from  the  surgical  removal  of  the  gland,  I do 
not  wish  to  convey  the  impression  that  it  is 
purely  a surgical  problem.  On  the  contrary, 
the  co-operation  of  a competent  medical  as- 
sociate is  most  important,  not  only  before  the 
operation  but  for  a period  of  months  after  the 
operation. 

The  casual  relation  of  upper  respiratory  in- 
fection to  exophthalmic  goiter  has  been  men- 
tioned. Certain  very  early  cases  may  be  en- 
tirely relieved  by  removal  of  such  infection 
and  this  may  be  aided  by  X-ray  treatment. 
We  have  had  two  cases  which  illustrate  this 
state  of  affairs.  Both  were  young  women  pre- 
senting early  symptoms  and  signs  of  exoph- 
thalmic goiter.  One  had  badly  infected  ton- 
sils and  the  other  emp}^ema  of  the  antrum  of 
Highmore;  they  were  entirely  relieved  by 
eradication  of  the  infection,  followed  by  rest 
over  a period  of  several  months. 

Perhaps  the  most  important  part  of  the  sur- 
gical treatment  from  the  standpoint  of  mor- 
tality is  the  preparation  before  operation. 
The  patient  should  be  put  at  rest  as  completely 
as  possible  by  confinement  to  bed  in  the  hos- 
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pital.  Excitements  of  all  kinds  are  avoided 
and  the  .confidence  of  the  patient  in  the  suc- 
cess of  the  treatment  is  encouraged.  These 
people  have  been  sick  and  harassed;  they  are 
nervous  and  frightened  in  their  new  surround- 
ings. and  yet  it  is  remarkable  how  soon  their 
attitudes  change,  and  from  a state  of  fear  of 
the  approaching  operation  they  change  to  one 
of  impatience  to  have  it  over.  They  should 
have  an  abundance  of  good  food  and  water, 
and  an  occasional  sedative  is  needed  to  encour- 
age sleep.  An  ice-bag  over  the  heart  seems 
to  add  to  their  comfort. 

The  use  of  iodine  in  this  period  was  advo- 
cated first  in  this  country  by  Plummer.  It  is 
a curious  contrast  to  the  teaching  of  only  a 
few  years  ago.  and  is  a good  example  of  the 
instability  of  medical  opinion.  It  is  adminis- 
tered in  the  form  of  Lugol’s  solution,  and  the 
dose  varies  from  fifteen  to  forty  drops  a day. 
This  introduction  of  iodine  seems  to  induce 
a remission  of  the  disease  with  an  improve- 
ment in  the  whole  condition  of  the  patient. 
We  use  iodine  only  for  the  exophthalmic  type, 
but.  in  view  of  the  possibility  of  the  mixed 
type  of  gland,  we  do  not  hesitate  to  use  it  when 
in  doubt  with  the  nodular  goiter.  We  believe 
that  iodine  given  to  a patient  with  non-toxic 
adenoma  may  have  a very  positive  effect  on 
inducing  the  hyperthyroid  state,  but  when  that 
condition  is  established  we  do  not  regard  the 
administration  over  a short  period  as  harm- 
ful. 

It  is  quite  significant  that  in  recent  years 
when  the  use  of  iodine  has  become  so  wide- 
spread as  to  be  placed  in  table  salt  and  even 
in  the  Avater  supply  of  large  cities,  that  there 
is  an  apparent  increase  in  the  number  of  cases 
of  toxic  adenoma. 

The  administration  of  iodine  to  a patient 
with  exophthalmic  goiter  will  induce  a remis- 
sion of  the  disease  but  it  will  not  cure  it,  and 
when  once  such  a remission  is  secured  by  its 
use  it  will  not  succeed  so  well  again.  It  is, 
therefore.  A^ery  unfortunate  that  its  use  has  be- 
come so  general,  because  the  patient  Avho  comes 
to  operation,  after  the  use  of  iodine  has  failed 
to  cure  the  disease,  has  lost  the  beneficial  ef- 
fect of  one  of  the  major  measures  of  prepara- 
tion. 

Formerly  we  were  inclined  to  use  digitalis 
rather  frequently  with  patients  whose  pulse 
rate  remained  rapid  in  spite  of  rest  in  bed  even 
though  no  signs  of  decompensation  were  pres- 


ent. Now  we  have  revised  this  procedure  and 
use  the  drug  only  when  there  are  positive 
signs  of  a failing  circulation. 

It  seems  wise  in  a very  few  cases  to  “steal” 
the  gland  with  the  patient  unaware,  so  dummy 
hypodermics  and  “inhalation  treatments”  are 
given  them  until  the  selected  time  arrives 
when  morphine  and  the  anesthetic  are  gh-en 
and  the  operation  is  done  in  the  patient’s 
room. 

Many  surgeons  have  advocated  ligation  of 
one  or  more  of  the  thyroid  arteries  prelimi- 
nary to  the  actual  removal  of  the  gland,  but 
since  the  introduction  of  Lugol’s  solution  in 
the  pre-operative  treatment  the  number  of  li- 
gations has  been  greatly  reduced. 

The  preliminary  period  in  the  hospital  va- 
ries from  a feAv  days  to  several  weeks.  The 
operation  should  not  be  done  until  there  is 
a well-marked  drop  in  the  pulse  rate,  nervous- 
ness and  metabolic  rate. 

With  the  adenomatous  gland  the  operation 
consists  in  removing  the  tumors  as  far  as  pos- 
sible, while,  with  the  exophthalmic  gland,  we 
remove  all  of  the  gland  except  a small  piece 
on  either  side  consisting  of  the  inner  and  pos- 
terior portions  of  each  lobe. 

The  choice  of  the  anesthetic  is  important. 
I prefer  novocaine  infiltration  alone  when  the 
patient  is  co-operative  and  pain  is  slight. 
Should  the  patient  become  frightened  or  suf- 
fer seA^ere  pain,  a small  amount  of  nitrous 
oxide  gas  can  be  given. 

There  are  a number  of  complications  which 
may  result  from  this  operation,  the  most  im- 
portant are  injury  to  the  recurrent  laryngeal 
nerve,  failure  of  the  heart,  hemorrhage  and 
acute  hyperthyroidism. 

Injury  to  the  recurrent  laryngeal  nerve  is 
avoided  by  leaving  the  posterior  portion  of 
each  lobe  and  by  great  care  in  placing  the 
clamps  on  the  dislocated  inferior  pole.  If  the 
operation  is  done  with  local  anesthesia,  any 
manipidation  of  the  nerve  is  immediately 
recognized  by  a spasm  of  coughing,  and  even 
Avith  general  anesthetic  a well-trained  team 
Avill  recognize  respiratory  changes  if  the  nerve 
is  traumatized.  It  is  in  operating  on  recur- 
rent goiters  that  the  danger  of  injury  to  the 
nerves  is  greatest,  because  the  gland  so  ad- 
heres to  the  surrounding  structures  that  gentle 
manipulation  is  impossible. 

Failure  of  the  heart  in  advanced  cases. 
Avhere  the  heart  muscle  has  reached  nearly  its 
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limit  of  exertion,  is  a grave  danger.  I believe 
that  such  a case  is  better  handled  under  gen- 
eral anesthesia  unless  the  operation  is  ap- 
proached by  the  patient  with  a comparatively 
calm  mind.  I do  not  hesitate  to  send  a pa- 
tient back  to  bed  from  the  operating  room  if 
the  excitement  is  great ; the  training  is  a valu- 
able lesson,  and  the  next  approach  in  a few 
days  will  be  much  improved.  Removal  of 
only  one  lobe  at  a time  is  a safer  procedure 
with  some  patients. 

After  the  operation,  in  spite  of  the  most 
careful  technique,  some  patients  will  have  a 
hemorrhage  which,  retained  under  the  muscles, 
will  cause  collapse  of  the  trachea.  I have  ob- 
served this  complication  three  times  in  about 
700  operations  for  goiter.  All  of  these  pa- 
tients were  revived  bv  prompt  treatment. 
The  wound  should  be  immediately  opened,  the 
clot  emptied  out  and  the  respiration  stimu- 
lated by  artificial  methods,  and  the  bleeding 
may  then  be  stopped. 

The  most  frequent  complication  following 
operation  and  perhaps  the  most  frequent  cause 
of  a fatal  termination  is  acute  hyperthyroid- 
ism. The  post-operative  treatment  of  all  cases 
is  designed  to  combat  this  condition  because  all 
of  them  have  it  to  a more  or  less  degree.  It 
is  usually  over  fn  forty-eight  hours  but  this 
short  time  majr  be  a hectic  one. 

When  the  patient  is  returned  to  bed  fluids 
are  given  immediately  by  rectum  or  under  the 
skin  according  to  the  severity  of  the  case.  We 
add  Lugol’s  Solution  to  the  fluid  given  by  rec- 
tum. An  ice-bag  is  placed  over  the  heart  and 
if  the  condition  of  the  patient  demands  it, 
numerous  ice-bags  are  packed  about  the  body. 
Water  is  given  freely  by  mouth  and  the  next 
day  Lugol’s  Solution.  Morphine  should  be 
given  freely  and  the  patient  kept  as  quiet  as 
possible.  When  the  reaction  is  severe  we  give 
10  per  cent  glucose  solution  intravenously  with 
appropriate  doses  of  insulin.  This  glucose 
solution  furnishes  the  fluid  required  by  the 
body  and  gives  a food  ready  for  immediate  use 
to  the  organism  which  is  being  consumed  by 
the  excessive  stimulation. 

Fortunately  the  crisis  is  soon  passed,  and 
after  about  a week  or  ten  days  in  bed  the  pa- 
tient is  anxious  to  leave  the  hospital. 

Considering  the  severity  of  the  average  case 
of  toxic  goiter  the  operative  mortality  is  re- 
markably low.  It  is  variously  reported  at 
from  0.5  per  cent  to  5 per  cent.  We  have  had 


a mortality  of  3 per  cent.  Practically  all  the 
deaths  can  be  accounted  for  by  marked  de- 
generation of  the  heart  although  occasionally 
one  will  die  from  some  catastrophy. 

The  prognosis  in  both  types  is  good.  The 
toxic  adenoma  will  be  entirely  cured  of  the 
hyperthyroidism  but  the  general  condition  of 
the  patient  will  depend  on  the  damage  done 
to  the  vital  organs  before  operation. 

We  have  recently  had  reports  from  sixty- 
seven  patients  who  had  been  operated  on  for 
exophthalmic  goiter  six  months  or  more  ago, 
fifty-one  of  these  patients  (76  per  cent)  were 
symptom  free  and  considered  themselves  well, 
thirteen  (19  per  cent)  had  definite  complaints 
such  as  nervousness,  tachycardia  or  failure  to 
gain  weight;  four  of  the  thirteen  had  hypo- 
thyroid symptoms  and  one  of  these  was  mark- 
edly myxedematous.  These  four  patients  were 
relieved  by  thyroid  extract.  Three  patients 
died  from  cardiac  failure  a few  months  after 
leaving  the  hospital.  We  believe  with  Tinker 
that  residual  symptoms  are  due  to  failure  on 
the  part  of  the  operator  to  remove  a sufficient 
amount  of  the  gland.  A certain  number  will 
have  definite  recurrence  of  the  disease,  I should 
say  it  will  not  be  more  than  1 per  cent. 

We  have  no  more  spectacular  results  and 
no  more  grateful  patients  than  those  who  have 
been  operated  on  for  toxic  goiter. 


THE  DIAGNOSIS  AND  TREATMENT  OF 
CONDITIONS  COMMONLY  SEEN  IN 
THE  THROAT.* 

By  MORTIMER  H.  WILLIAMS',  M.  D..  Roanoke,  Va. 

No  doubt  many  of  you,  when  you  read  the 
title  of  my  paper,  felt  that  you  were  in  for 
another  lengthy  discourse  on  the  tonsils  and 
the  indication  for  their  removal;  the  litera- 
ture of  which  has  been  both  voluminous  and 
adequate.  But  such  is  not  the  case,  for  I am 
sure  I could  add  very  little  to  that  subject, 
which  has  been  so  extensively  considered  in 
recent  years  by  both  the  essayist  and  sur- 
geon. Neither  is  it  the  object  of  this  paper 
to  add  any  new  surgical  knowledge  nor  settle 
any  disputed  points  of  technique,  but  rather 
to  bring  to  mind  in  a general  wav  some  con- 
ditions  other  than  tonsillitis  that  we  com- 
monly see  in  the  throat. 

Since  the  recent  world  war  we  have  been 
seeing  and  hearing  more  and  more  of  Vincent’s 
angina,  or  trench  mouth,  which  is  an  acute 

♦Read  before  the  Southwestern  Virginia  Medical  Society,  at 
Bristol,  Va.,  September  22-23,  1927. 
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infectious  disease,  presumably  due  to  the  com- 
bined action  of  a spirochaete  and  a fusiform 
bacillus,  and  is  characterized  clinically  by  in- 
flammation and  the  formation  of  ulcerated  le- 
sions located  primarily  on  the  mucous  mem- 
brane of  the  gums,  cheeks,  tongue  or  tonsils. 
When  these  lesions  are  around  the  teeth,  there 
is  usually  considerable  bleeding  from  the 
gums;  when  on  the  tonsil,  the  ulceration  is 
frequently  covered  with  a grayish  exudate  or 
membrane,  and  the  adjacent  lymph  nodes  are 
enlarged.  This  infection  may  assume  serious 
proportions  and  cause  much  suffering.  Im- 
portant vessels  may  become  eroded  and  hemor- 
rhage may  follow.  Considerable  destruction 
of  tissue  may  occur.  The  constitutional  dis- 
turbance varies  with  the  severity  of  the  infec- 
tion. The  vitality  of  the  teeth  may  become 
subsequently  impaired.  There  are  cases  on 
record  where  osteomyelitis  of  the  alveolar  pro- 
cesses has  occurred  as  a complication. 

Bronchial  spirochetosis  is  a grave  malady 
which  may  follow  this  condition,  sometimes 
terminating  fatally.  It  is  certain  that,  once 
the  disease  is  established,  energetic  treatment 
is  demanded. 

Until  about  three  years  ago.  I treated  Vin- 
cent’s with  almost  every  conceivable  substance 
mentioned  in  text-books,  with  uniformly  slow 
recovery  and  relief  of  pain.  I would  start  by 
prescribing  a gargle  and  applying  silver  nitrate 
to  the  lesion:  then  trichloracetic  acid.  and. 
finally,  when  the  condition  would  not  respond 
to  this.  I woidd  refer  to  a G.  IT.  man  for 
sulpharsphenamine.  In  some  cases  the  dis- 
ease would  clear  up  like  magic  after  one  or 
two  injections,  while  in  others  there  would  be 
no  appreciable  improvement.  I have  even  re- 
moved the  tonsils  with  large  crater-like  ulcers 
in  them  in  an  effort  to  clear  up  the  condition, 
although  I felt  at  the  time  that  it  was  not 
good  surgery. 

About  three  years  ago  I read  of  sodium  per- 
borate being  used  in  the  treatment  of  Vin- 
cent’s. and  began  using  it  with  splendid  suc- 
cess, and  I now  firmly  believe  that  it  is  an 
absolute  specific  both  as  a prophylatic  and  a 
curative.  It  is  usually  prescribed  as  a pow- 
der— two  teaspoonfiffs  dissolved  in  a glass  of 
warm  water  makes  a saturated  solution — and 
in  the  treatment  should  be  used  frequently  as 
a mouth  wash  and  gargle.  The  perborate  of 
soda  splits  up  in  the  mouth,  forming  nascent 
peroxide  of  hydrogen.  The  teeth  should  be 
brushed  several  times  a day,  using  the  powder 


as  a dentifrice.  It  makes  a good  lather,  cleans 
the  teeth,  and  rapidly  clears  up  the  lesions  in 
the  gums.  Where  the  tonsils  are  involved, 
the  powder  should  be  applied  directly,  and  is 
best  done  by  wrapping  a piece  of  cotton  around 
the  end  of  an  applicator,  and  dipping  first  in 
water  and  then  in  the  powder,  thus  making  a 
paste,  which  readily  adheres  to  the  tissues 
when  applied  to  the  neurotic  areas.  This  treat- 
ment is  remarkable  in  cases  suffering  with  se- 
vere pain,  for,  after  its  application,  the  pain 
is  relieved  almost  immediately,  and  in  a short 
time  the  patient  is  well.  I believe  that  if  one 
would  keep  on  hand  a little  sodium  perborate, 
and  use  it  occasional^  in  cleaning  the  teeth, 
they  would  never  be  bothered  with  trench 
mouth. 

In  the  diagnosis  of  Vincent’s,  the  lesions 
about  the  alveolar  processes  and  the  frequent 
bleeding  from  the  gums  is  strongly  suggestive, 
while  it  is  made  certain  by  taking  smears  from 
the  exudate,  which  will  be  seen  to  contain  in- 
numerable organisms  of  two  types,  the  spirilla 
and  long  fusiform  bacilli. 

Vincent’s  of  the  throat  clinically  may  readily 
be  confused  with  syphilis.  According  to  Posey, 
extragenital  chancres  constitute  about  5 per 
cent  of  all  primary  lesions,  and  of  these  60 
per  cent  occur  in  the  mouth* 

The  common  occurreqce  of  chancre  on  the 
lips  and  tongue  obviously  depends  on  the  great 
frequency  of  exposure  of  these  parts,  and  the 
presence  here  of  breaks  in  the  epithelium  which 
allows  infection  to  enter.  I believe  that  kiss- 
ing is  the  most  common  source  of  extragenital 
chancre.  Schamberg  reports  the  case  of  a 
man  with  chancre  of  the  tongue  who  attended 
a^dance  and  kissed  and  infected  eight  girls  in 
one  evening  (a  pretty  good  average). 

The  chancre,  whether  it  occurs  on  the  lip. 
tongue  or  tonsil,  closely  resembles  the  genital 
chancre.  Usually  it  is  an  eroded  open  lesion, 
with  an  indolent  surface,  covered  with  a thin 
grayish -yellow  exudate,  which,  when  wiped 
off.  leaves  a red.  ecchymotic,  weeping  surface, 
does  not  bleed  easily — but  has  a serous  dis- 
charge loaded  with  spirochaetes.  The  lesion  is 
practically  painless — a most  important  point 
in  diagnosis.  In  cases  of  chancre  of  the  ton- 
gue and  throat — where  the  diagnosis  is  sus- 
pected, and  is  made  certain  by  referring  the 
case  to  some  one  who  does  dark  field  illumina- 
tion tests — with  energetic,  specific  treatment, 
the  condition  can  be  cleared  up  before  the 
TTassermann  becomes  positive. 
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Chancre  of  the  tongue  usually  occurs  on  the 
dorsum,  and  is  not  painful.  It  must  be  dif- 
ferentiated from  simple  ulcers,  which  are  more 
painful:  from  tubercular  ulcer,  which  is  ex- 
tremely painful,  more  rare,  and  occurs  usually 
along  the  edges  or  ventral  surface  of  the 
tongiie:  and  from  carcinoma,  which  develops 
more  slowly,  bleeds  freely,  and  is  painful. 
Chancre  of  the  tonsil  is  rather  common,  and 
at  first  resembles  an  ordinary  angina,  though 
it  is  usually  unilateral,  and  after  a few  days 
may  appear  to  be  punched  out  and  ulcerated. 
It  may  be  covered  with  a thick  grayish  exu- 
date and  there  is  often  extensive  surrounding 
edema.  The  lymphatic  glands  below  the  angle 
of  the  jaw  are  usually  markedly  enlarged  and 
painless,  and  there  is  more  swelling  in  the  ad- 
jacent lymph  glands  than  would  occur  from 
non-syphilitic  lesions  of  similar  size.  When  a 
patient  walks  in  your  office  complaining  of 
difficult  swallowing  and  a feeling  of  fullness 
in  the  throat,  and  on  examination  the  throal 
is  seen  to  be  markedly  inflamed  and  the  con- 
tiguous lymph  glands  are  enlarged  but  ac- 
companied bv  very  little  pain,  you  can  put  it 
down  as  syphilis,  for  there  is  no  other  condi- 
tion that  will  show  so  much  inflammation  and 
swelling  in  the  throat  without  excruciating 
pain. 

Sometime  in  the  past  year  in  our  office,  in 
a single  week  we  saw  three  cases  of  spvhilis  of 
the  mouth,  one  chancre  of  the  tongue,  one 
chancre  of  the  tonsils,  and  one  of  mucous 
patches  on  the  tonsils.  The  mucous  patch 
is  the  most  frequent  form  of  secondary 
syphilis  seen  in  the  throat.  It  is  the  proto- 
type of  the  secondary  skin  eruption,  the 
papule,  and  occurs  with  them. 

Mucous  patches  are  superficial  erosions  or 
shallow  ulcers,  seldom  attaining  anv  depth 
except  on  the  tonsil.  They  are  found  in  any 
part  of  the  mouth,  pharynx  or  fauces.  They 
may  be  covered  with  a thin  exudate  which  is 
full  of  spirochaetes.  Mucous  patches  usually 
cause  the  patient  little  discomfort  and  may 
even  escape  his  notice,  and  this  makes  them  all 
the  more  dangerous  as  they  are  highly  infec- 
tious. 

Mucous  patches  respond  promptly  to  gen- 
eral specific  medication,  or  disappear  spon- 
taneously during  the  progress  of  the  general 
disease,  and  as  a rule  leave  no  tell-tale  scar. 

Both  Vincent’s  and  syphilis  of  the  throat, 
when  observed  clinically,  may  be  confused  with 
diphtheria,  as  all  three  conditions  may  show 


a very  similar  exudate  closely  resembling  a 
membrane.  The  temperature  and  prostration 
in  diphtheria  are  usually  suggestive,  while  a 
smear  from  the  exudate  in  90  to  95  per  cent 
of  cases  will  show  the  characteristic  Ivlebs- 
Loeffler  bacillus. 

In  any  severe  acute  inflammatory  condition 
of  the  throat  we  should  always  make  a smear 
for  microscopical  study,  and  if  you  are  prac- 
ticing in  the  country  and  are  too  busy  or  have 
not  the  laboratory  equipment  for  staining  and 
examining  smears,  make  your  smear  anyhow, 
fix  it,  put  it  in  an  envelope,  give  it  to  some  one 
passing  in  an  automobile,  and  tell  them  to 
leave  it  at  the  nearest  hospital.  In  an  hour 
or  two  at  the  most,  the  technician  can  phone 
you  with  what  organism  you  are  dealing.  If 
diphtheria  is  suspected,  make  a culture  at  the 
same  time.  At  least  90  per  cent  of  cases  of 
diphtheria  can  be  diagnosed  from  the  smear 
with  the  microscope.  This  gives  us  a twenty  - 
four  hour  start  over  the  culture  in  the  admin- 
istration of  antitoxin,  and  in  many  cases  will 
mean  the  saving  of  life. 

The  importance  of  this  procedure  was  im- 
pressed on  me  when  a medical  student  by  the 
sad  experience  of  one  of  mjr  instructors,  who 
was  undoubtedly  one  of  the  best  pathologists 
in  Baltimore  city,  and  a splendid  internist. 
One  morning  just  before  leaving  the  city  for 
a vacation  he  was  called  to  see  the  daughter 
of  one  of  his  dearest  friends,  an  only  child, 
who  was  complaining  of  sore  throat.  He  made 
a hasty  examination,  saw  the  throat  was  in- 
flamed, pronounced  it  tonsillitis,  prescril)ed  a 
gargle,  and  left  town.  A week  or  ten  days 
later,  when  he  returned,  he  found  to  his  great 
surprise  that  this  girl  of  about  sixteen  years 
of  age  had  died  of  diphtheria  during  his  ab- 
sence. He  expressed  it  as  being  one  of  the 
greatest  tragedies  of  his  life.  Had  he  only 
stopped  a few  minutes  to  have  made  a smear 
or  culture,  no  doubt  he  would  have  made  the 
correct  diagnosis. 

Diphtheria  in  the  adult  is  comparatively 
rare,  while  Vincent’s  and  syphilis  of  the 
throat  are  seldom  seen  in  children. 

From  80  to  85  per  cent  of  all  cases  of  diph- 
theria, as  well  as  deaths  from  the  disease,  or 
cur  in  children  under  six  years  of  age.  One 
reason  so  many  deaths  occur  is  because  we  are 
waiting  to  hear  from  the  culture  when  we 
should  be  administering  antitoxin. 

Until  the  past  three  or  four  years  there  have 
been  annually  from  150,000  to  200.000  cases  of 
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diphtheria  in  the  United  States,  with  a mor- 
tality of  twenty  to  twenty-five  thousand.  Since 
the  discovery  of  antitoxin  the  mortality  has 
dropped  from  45  to  about  10  per  cent. 

Since  the  discovery  by  Park  of  toxin-anti- 
toxin, the  incidence  of  diphtheria  has  been 
wonderfully  reduced.  In  my  opinion  it  is 
one  of  the  Greatest  medical  contributions  of  the 
past  decade.  For  some  reason  its  adminis- 
tration has  not  been  accepted  or  advocated  by 
the  profession  as  a whole,  although  in  many 
of  our  largest  cities,  by  active  campaigns  on 
the  part  of  the  health  departments,  toxin-anti- 
toxin inoculation  has  reduced  the  number  of 
cases  of  diphtheria  70  to  75  per  cent  in  a single 
year.  I sincerely  hope  that  the  time  is  not  far 
distant  when  all  physicians  will  recommend  the 
administration  of  toxin-antitoxin,  as  they  now 
do  vaccination  against  smallpox, — and  when 
that  time  comes,  I believe  that  this  treacherous 
disease,  which  stifles  the  life  out  of  so  many 
little  ones,  Avill  be  as  readily  controlled. 

Shenandoah  Life  Building. 


SYMPATHETIC  IRIDOCYCLITIS  NOT  A 
MYTH. 

Report  of  Two  Cases  of  Non-Foreign  Body 
Origin. 

By  V.  K.  HART,  M.  0.,  Statesville,  N.  C. 

Sympathetic  iridocyclitis  must  be  sharply 
differentiated  from  sympathetic  irritation.  In 
this  latter  condition  there  may  be  photophobia, 
some  impairment  of  accommodation  or  vision ; 
even  some  contraction  of  the  fields.  However, 
there  is  never  any  evidence  of  involvement  of 
the  internal  structures  of  the  good  eye  as  in- 
dicated by  pericorneal  injection,  punctate  de- 
posits on  the  posterior  cornea,  hazy  media,  re- 
tinal changes,  etc. 

Moreover,  clinically  sympathetic  iridocycli- 
tis may  be  divided  into  two  classes.1  1.  Serous. 
2.  Plastic  or  malignant.  This  latter  type 
usually  leads  to  destruction  of  vision. 

The  fii'st  case  presented  below  was  of  the 
serous  type.  It  is  of  interest  because  of  the 
long  period  of  time  elapsing  between  the  in- 
jury to  the  exciting  eye  and  the  appearance  of 
symptoms  in  the  sympathizing  eye  (twenty 
years). 

Case  No.  1.  The  patient,  a male  age  thirty- 
two  years,  first  came  under  observation  Febru- 
ary 6,  1927.  Chief  complaint,  inflamed  left 
eye.  Stated  he  was  struck  in  this  eye  with  a 
stick  when  twelve  years  of  age.  Since  then  has 


had  two  previous  attacks  of  same  type  of 
trouble  in  the  affected  eye,  but  both  disap- 
peared without  treatment.  Has  been  a sufferer 
from  asthma  for  ten  years.  Malaria  four  years 
ago.  Rest  of  history  entirely  negative. 

Examination  showed  vision  of  left  eye  re- 
duced to  light  perception  and  gross  objects. 
I here  was  evidence  of  adhesions  between  iris 
and  lens  though  pupil  was  not  occluded. 
Marked  circumcorneal  injection,  a posterior 
polar  opacity,  vitreous  opacities  and  several  re- 
tinal scars  above  and  to  nasal  side  of  the  nerve 
completed  the  objective  findings.  Examina- 
tion of  the  right  eye  was  negative.  X-ray  for 
foreign  body  negative.  Kahn  and  Wasser- 
mann  negative. 

Course:  He  was  put  under  the  usual  thera- 
peutic measures  and  during  the  following  week 
the  eye  improved.  Shortly  thereafter  he  dis- 
appeared from  observation. 

On  April  14,  1927,  the  writer  was  called  in 
consultation  at  the  home  by  the  family  doctor. 
There  was  some  swelling  of  the  lids  and  edema 
of  the  ocular  conjunctiva  of  both  eyes.  Ques- 
tioning brought  out  the  fact  that  the  family 
doctor  had  prescribed  atropin  for  both  eyes 
several  times  daily.  Consequently  the  con- 
junctival and  lid  manifestations  were  inter- 
preted as  an  atropin  conjunctivitis.  Moreover, 
vision  was  good  in  the  right  eye  and  there 
were  no  intra-ocular  findings.  The  drug  was 
discontinued  at  once  and  the  eyes  improved 
very  much.  A sympathetic  involvement  was 
not  at  this  time  suspicioned. 

On  April  18,  1927,  the  patient  was  again 
seen  at  the  home.  There  was  still  a great  deal 
of  edema  of  the  ocular  conjunctiva  of  the  right 
eye,  which  made  the  determination  of  true 
ciliary  injection  very  difficult.  A sympathetic 
involvement  was  now  suspected  and  removal 
to  the  hospital  urged  at  once  for  study. 

The  fields  for  the  right  eye  were  found  defi- 
nitely contracted  for  motion  and  colors  al- 
though no  scotomata  were  demonstrated.  A 
retinoscopy  showed  only  a diopter  of  hypero- 
pia with  a one-fourth  diopter  of  astigmatism 
@ 90.  Nevertheless  at  the  trial  case  his  vision 
was:  S plus  1.00  cyl.  plus  .25  @ 90  equals 
20/80.  Such  a marked  diminution  of  vision 
could  hardly  be  due  merely  to  “irritation”. 
There  were  no  intra-ocular  findings  except  a 
hyperemic  nerve  head.  Tension:  O.  D.  14; 
O.  S.  12  (Schiotz  tonometer).  There  were 
never  punctate  deposits  on  the  cornea  of  either 
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eye  (descemetitis).  Diagnosis:  Sympathetic, 
serous  iridocyclitis,  right. 

The  left  eye  was,  therefore,  at  once  removed 
under  general  anesthesia.  Recovery  from 
operation  was  uneventful. 

Energetic  therapy  was  instituted  to  save  the 
right  eye.  Such  consisted  of  daily  mercurial 
inunctions  and  pilocarpine  sweats,  saline  laxa- 
tives, salicylates  and  foreign  protein  in  ascend- 
ing doses  intramuscularly  (whole  milk).  With 
respect  to  the  latter  it  was  noted  by  taking  a 
blood  count  before  and  after  an  inoculation 
that  the  W.  B.  C.  was  only  increased  about 
1,500  by  the  same.  Locally  the  pupil  was  kept 
will  dilated,  the  tension  being  carefully 
watched.  Highest  tension  recorded  was  22 
(Schiotz  tonometer).  The  eye  was  kept  cov- 
ered and  hot  compresses  used  fourth  hour. 

With  such  therapy  the  edema  promptly  sub- 
sided. Then,  and  only  then,  was  a well  de- 
fined ciliary  injection  demonstrable.  It  is  in- 
teresting to  note  that  a culture  of  the  right 
conjunctival  sac  during  the  edema  showed  only 
staphylococcus  aureus. 

The  patient  was  discharged  as  well  April 
•30,  1927.  The  fields  and  vision  were  normal. 

Case  No.  2.  A boy,  age  12  years,  was  struck 
in  left  eye  with  piece  of  flying  nail  nearly 
four  months  ago.  Mother  did  not  think  it 
necessary  to  take  him  to  a doctor  until  three 
months  later  and  only  then  because  the  good 
eye  had  become  involved.  Insists  both  eyes 
good  before  accident  and  denies  any  previous 
trouble.  Rest  of  history  of  no  importance. 

Examination:  Near  inner  cornea,  left,  is 
old  scar  with  adherent  iris.  Deep  circumcor- 
neal  injection.  Pupil  completely  occluded  with 
inflammatory  exudate.  Iris  discolored  with 
areas  of  degeneration  and  marked  atrophy. 
The  right  eye  (sympathizing)  presented  ex- 
actly the  same  picture  with  the  exception  of 
the  scar  on  the  cornea.  In  other  words  there 
was  a plastic  iridocyclitis  of  both  eyes.  The 
rest  of  the  physical  examination  was  negative. 
Kahn  and  Wassermann  negative.  X-ray  for 
foreign  body  negative. 

Course:  Left  eye  was  enucleated.  Iridec- 
tomy done,  right.  Same  general  measures  in- 
stituted as  on  Case  1.  Response  very  discour- 
aging. Two  weeks  later  the  iridectomy  open- 
ing was  completely  closed  bv  inflammatory 
exudate  and  it  was  necessary  to  do  a second 
iridectomy  because  of  a complicating  glau- 
coma. Despite  the  same  rhe  tension  remained 


moderately  elevated  (32-43  Schiotz  tono- 
meter). 

It  is  interesting  to  note  that  a culture  of  the 
vitreous  of  the  enucleated  eye  immediately  af- 
ter removal  was  sterile. 

Sections  of  the  same  eye  showed  the  usual 
inflammatory  reactions  of  the  internal  struc- 
tures but  no  organisms. 

After  several  months  of  treatment  the  end 
result  was  very  poor.  There  was  slight  eleva- 
tion of  tension  with  no  subjective  symptoms. 
The  previous  iridectomies  left  a small  open- 
ing, partially  filled  with  inflammatory  exudate 
and  through  which  there  was  only  light  per- 
ception. A mild,  chronic  iridocyclitis  per- 
sists which  will  probably  eventually  necessitate 
enucleation. 
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Miscellaneous 


Clinical  Laboratory  Service  in  the  United 

States. 

For  the  information  of  our  readers,  we 
publish  the  following  statement  by  the  Coun- 
cil on  Medical  Education  and  Hospitals,  of  the 
American  Medical  Association,  received  from 
the  secretary  of  that  council.  Dr.  N.  P.  Col- 
well : 

During  the  last  decade  there  has  been  much 
© 

discussion  in  medical  and  laboratory  journals 
and  particularly  on  the  platform  of  medical 
and  laboratory  conventions,  regarding  the 
status  of  the  clinical  laboratories  of  the 
country.  Especially  it  was  regretted  that  the 
practice  of  clinical  pathology,  regarded  as 
one  of  the  medical  specialties,  had  fallen  into 
disrepute.  The  fact  was  lamented  that  the 
laboratory  work  had  fallen  into  the  hands  of 
lay  technicians  and  become  the  toy  of  per- 
sons who  had  a purely  commercial  point  of 
view  and  very  little  training  for  the  work. 
Much  disgust  and  quite  a strong  note  of  de- 
spair was  sounded  by  those  few  members  of 
the  medical  profession  who  had  championed 
the  cause  of  clinical  pathology  and  had  adopt- 
ed that  specialty  as  a life  work. 

Many  letters  were  received  at  the  office  of 
the  American  Medical  Association  from  prac- 
titioners of  pathology  and  leaders  in  medi- 
cine, regretting  the  drift  toward  lay  eommer- 
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cialism,  and  urging  that  something  be  done 
to  counteract  it.  What  to  do  about  it  was  a 
question.  Organizations  of  chemists  were  in- 
terested because  some  of  their  members  ran 
laboratories.  Likewise  organizations  of  clin- 
ical pathologists,  bacteriologists,  and  of  the 
medical  profession  were  equally  interested. 
Some  of  these  organizations  working  alone 
undertook  to  investigate  and  to  standardize 
the  practice  of  clinical  pathology,  hoping  to 
check  the  drift  of  that  practice  into  the  hands 
of  technicians  and  restore  it  to  its  rightful 
place  as  a medical  specialty. 

The  efforts  of  those  organizations  working 
single  handed  were  of  little  or  no  avail  ex- 
cept to  emphasize  the  enormity  of  the  task 
and  the  necessity  for  cooperation. 

Cooperation  Effected  in  1923. 

The  necessary  cooperation  of  the  labora- 
tory and  medical  organizations  was  brought 
about  in  1923  at  the  annual  meeting  of  the 
American  Medical  Association  in  San  Fran- 
cisco. At  that  time,  delegates  sent  by  the 
American  Chemical  Society  and  the  Ameri- 
can Association  of  Pathologists  and  Bacteri- 
ologists separately  petitioned  the  American 
Medical  Association  to  establish  some  super- 
vision over  clinical  laboratories.  This  led  to 
the  appointment  of  three  committees  repre- 
senting the  American  Chemical  Society,  the 
American  Association  of  Pathologists  and 
Bacteriologists,  and  the  council  on  Medical 
Education  and  Hospitals.  At  a joint  meet- 
ing of  these  committees  in  Chicago  early  in 
1924,  after  much  deliberation,  certain  basic 
principles  underlying  sound  laboratory  ser- 
vice were  agreed  upon  which  stressed  espec- 
ially a qualified  bona  fide  director  as  the  prime 
essential.  The  joint  committee  agreed  that 
the  work  could  best  be  conducted  by  the 
Council  on  Medical  Education  and  Hospi- 
tals. 

The  first  steps  were:  (a)  to  secure  a com- 
plete list  of  laboratories  in  the  country;  (b) 
the  preparation  of  a schedule  of  essentials  in 
an  approved  clinical  laboratory,  and  (c)  the 
preparation  of  a questionnaire  by  whiclq  the 
essential  facts  regarding  each  laboratory  could 
be  obtained.  Each  of  these  measures  was  car- 
ried out  with  the  advice  and  cooperation  of 
fifty  or  more  clinicians  and  others  expert  in 
laboratory  work,  including  the  committeemen 
of  the  above-named  organizations,  and  by  the 
officers  of  the  American  Society  of  Clinical 


Pathologists  which  very  early  showed  an  in- 
terest and  from  which  the  Council  has  re- 
ceived a hearty  cooperation. 

After  being  revised  and  adopted  by  all 
parties  interested,  the  questionnaire  was 
mailed  to  all  the  laboratories  of  the  country 
and  a most  hearty  response  was  received.  A 
complete  report  of  the  survey,  “Essentials  of 
an  approved  Clinical  Laboratory,”  and  a pre- 
liminary list  of  laboratories  which  appeared 
to  be  fully  complying  with  those  “Essentials,” 
were  published  in  the  Hospital  Number  of 
the  Journal  for  April  3,  1926.  The  facts  as 
published  were  submitted  to  the  House  of  Del- 
egates of  the  American  Medical  Association  at 
the  Dallas  session  in  1926  and  approved  by 
that  body. 

To  assist  in  giving  as  fair  consideration  as 
possible  to  each  application  for  approval,  a 
strong  committee  of  laboratory  experts  was 
formed  in  every  state  or  section  of  the  coun- 
try. Those  committees  aggregate  one  hundred 
and  twenty  individuals  representing,  as 
equally  as  possible,  the  co-operating  organi- 
zations and  hence  the  interests  of  the  labora- 
tory profession.  Under  the  direction  of  the 
Council,  each  committeeman  makes  his  inves- 
tigation and  renders  his  report  or  advice  in- 
dependently of  other  committeemen  in  the 
same  district. 

At  the  present  time,  of  the  three  hundred 
and  fourteen  laboratories  that  have  reported, 
one  hundred  and  fifty-one,  after  careful  in- 
vestigation. have  been  placed  on  the  approved 
list  and  other  applications  for  approval  are 
constantly  being  received. 

The  Council  lends  all  possible  assistance  to 
laboratories  whereby  they  may  become  eligi- 
ble for  admission  to  the  accepted  list.  Every 
laboratory  that  makes  a report  and  signifies 
a desire  to  conform  to  the  requirements,  is 
informed  in  regard  to  any  deficiencies.  The 
spirit  of  this  movement  all  the  way  through 
is  constructive.  Anyone  who  knows  the  con- 
dition of  the  laboratory  field  at  the  time  this 
survey  was  begun,  would  not  expect  very  tell- 
ing or  spectacular  results  to  be  shown  by  this 
time;  nevertheless,  there  are  ample  reasons  for 
believing  that  actual  improvements  are  be- 
ing made:  (1)  A number  of  laboratories  for- 
merly run  by  technicians  and  only  nominally 
under  “medical”  directors,  have  come  under 
the  ownership  and  actual  control  of  clinical 
pathologists  of  high  professional  standing 
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and  ripe  experience;  (2)  a number  of  labora- 
tories under  the  control  of  technicians  have 
gone  out  of  business;  (3)  the  “Essentials’" 
have  been  published  repeatedly  and  thus 
brought  to  the  attention  of  all  persons  work- 
ing in  the  field  of  clinical  pathology;  (4) 
there  is  an  increased  demand  for  pathologists 
to  man  the  clinical  laboratories  of  the  coun- 
try; (5)  the  director  of  the  Mayo  Founda- 
tion says  that  the  salaries  offered  the  patho- 
logical graduates  of  the  Foundation  are  dou- 
ble those  offered  to  other  graduates  of  the 
Foundation:  (6)  the  feeling  of  unsteadiness 
indicated  in  the  discussion  of  a few  years 
ago  has  subsided  to  a considerable  degree, 
and  there  is  a more  hopeful  attitude  on  the 
part  of  the  clinical  pathologists  themselves. 

Future  Outlook. 

The  movement  is  still  in  its  beginning,  but 
a good  start  has  been  made.  To  what  extent 
doctors  have  actually  discontinued  sending 
specimens  to  unapproved  laboratories  and  are 
sending  them  to  approved  laboratories  is  not 
known.  The  educational  results,  however, 
are  becoming  increasingly  evident.  In  order 
to  secure  the  best  analyses  for  the  benefit  of 
their  patients  as  well  as  to  best  conserve  the 
interests  of  the  medical  profession,  physicians 
should  refuse  to  have  their  work  done  at  labo- 
ratories conducted  under  the  direction  of  non- 
medical  individuals.  Much  depends,  also,  on 
the  continued  hearty  support  of  the  various 
organizations  and  individuals  who  operate  in 
the  laboratory  field.  That  this  is  already  as- 
sured is  indicated  by  the  promptness  with 
which  laboratories  are  filling  out  and  return- 
ing the  form  that  has  recently  been  mailed 
out  by  the  Council  on  Medical  Education  and 
Hospitals  for  a complete  and  needed  resurvey 
of  laboratory  service.  The  resulting  data  from 
this  survey,  will  be  published  for  the  benefit 
of  all.  Of  course,  any  laboratories  that  ai'e 
not  yet  on  the  list,  will  be  promptly  consid- 
ered for  approval,  if  they  express  such  a de- 
sire. 


Sketch  of  Sadie  Heath  Cabaniss — A Pioneer 
Nurse  in  Virginia.* 

Miss  Sadie  Heath  Cabaniss  was  veritably 
the  “lady  with  the  lamp,”  the  Florence  Night- 
ingale of  her  native  state,  the  pioneer  in  the 

■"Prepared  by  Miss  Nannie  J.  Minor,  R.  N.,  but  read  by* 
Miss  Elizabeth  Webb,  R.  N.,  at  the  exercises  incident  to  the 
laying  of  the  corner-stone  of  Cabaniss  Hall  of  the  Medical 
College  of  Virginia,  Richmond,  on  January  20,  1928. 


field  of  nursing,  who  held  high  the  torch  of 
professional  standards  and  ideals,  and  with  a 
vision  like  to  that  of  her  famous  predecessor, 
recognized  the  needs  of  the  people,  and  met 
them  as  far  as  skill,  tact,  and  executive  abil- 
ity could  make  it  possible. 

She  was  born  in  Petersburg,  Virginia, 
daughter  of  Charles  J.  Cabaniss  and  Virginia 
E.  Heath,  into  a heritage  of  the  culture  and 
refinement  with  which  she  wTas  so  richly  im- 
bued. Pier  early  childhood  was  spent  at  the 
ancestral  home  “Bothwell,”  in  Dinwiddie 
County.  Her  father  was  a lawyer  by  profes- 
sion, but  retired  from  active  practice  before 
middle  life  on  account  of  frail  health.  He  was 
an  indefatigable  student,  a finished  classical 
scholar;  in  writing  of  him  she  says,  “He  had 
old-fashioned  ideas  of  cultivating  literary 
taste  and  mental  development,  hence  very  lit- 
tle fiction  and  other  light  literature  were  al- 
lowed me,  until  as  a nurse,  I read  them  as  a 
diversion  when  the  responsibility  for  the  lives, 
as  well  as  the  mental  and  physical  sufferings 
of  my  patients,  weighed  on  my  mind  to  a most 
trying  and  discouraging  degree.” 

Miss  Cabaniss  was  a good  Latin  scholar, 
read  French  and  German  easily,  and  spoke 
German  fluently.  She  graduated  from  Mt. 
Pisgah  Academy,  in  King  William  County,  at 
the  age  of  sixteen,  and  later  attended  St.  Tim- 
othy’s School,  in  Catonsville,  Maryland,  un- 
der the  Misses  Carter.  She  taught  for  awhile, 
but  as  she  expressed  it,  “a  life-long  determina- 
tion to  study  nursing”  decided  her  to  enter 
training.  Johns  Hopkins  Hospital  was  her 
choice,  with  Isabel  Hampton  as  superintend- 
ent. Under  such  guidance,  associated  with 
such  men  as  Dr.  Osier,  Dr.  Thayer,  Dr.  Hal- 
sted,  and  others,  and  with  such  co-workers  as 
Miss  Nutting  and  Miss  Nevins,  she  absorbed 
the  best  that  was  to  be  had. 

After  graduation,  she  held  the  position  of 
night  superintendent  there  until  1894,  when 
a call  came  from  the  Medical  College  of  Vir- 
ginia to  the  Johns  Hopkins  Hospital  to  send 
them  a nurse  to  take  charge  of  the  operating 
room  of  the  Old  Dominion  Hospital,  in  Rich- 
mond, which  stood  where  St.  Philip  Hos- 
pital now  stands.  They  sent  Miss  Cabaniss 
and,  determined  to  give  the  best  she  had  to 
her  own  state,  she  brought  to  her  task  all  the 
ardent  enthusiasm  and  patriotism  of  her  na- 
ture. The  Old  Dominion  Hospital  was  un- 
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tier  the  care  of  the  Catholic  Sisters,  but  her 
duties  as  clinic  Nurse  often  brought  her  from 
the  operating  room  into  the  wards.  So  much 
impressed  were  the  doctors  with  her  organiz- 
ing ability,  that  the}7  decided  at  the  end  of 
six  months  to  reorganize  the  hospital  and  put 
her  in  charge  of  developing  a training  school 
according  to  the  Nightingale  method  of  nurs- 
ing education.  A few  pupils  were  already  in 
the  hospital,  and  with  these  as  a nucleus,  she 
organized  her  training  school ; the  first  grad- 
uating class,  in  1897.  had  nine  nurses. 

She  was  a rigid  disciplinarian,  as  all  the 
early  leaders  were.  She  was  courageous  and 
determined  where  she  thought  her  duty  lay, 
but  shv  and  retiring  as  an  individual.  Lovelv 
and  refined  in  appearance,  and  possessed  with 
an  unusually  magnetic  personality,  she  also 
showed  a strength  of  character  that  impressed 
itself  upon  all  with  whom  she  came  in  close 
contact : and  there  are  still  many  who  “rise  up 
and  call  her  blessed.” 

The  hospital  building  was  old  and  inconven- 
ient. but  the  superintendent’s  spirit  was  so  in- 
domitable in  its  determination  to  overcome 
difficulties,  that  her  pupils  could  not  fail  to 
catch  some  of  it.  Patients  and  duty  came  first 
always,  self  was  put  far  in  the  background. 
As  hospital  accommodations  were  very  lim- 
ited, and  for  some  time  the  demands  for  beds 
so  far  exceeded  the  supply,  it  was  ofteij  neces- 
sary to  return  patients  to  their  homes  as  soon 
as  they  could  be  moved,  and  send  the  pupil 
nurses  there  to  continue  the  treatments  or 
dressings  as  long  as  the  doctor  thought  neces- 
sary. This  was  especially  the  case  with  the 
ward  patients,  and  the  student  nurses  were 
given  many  opportunities  of  seeing  “how  the 
other  half  lives.” 

Always  on  the  alert  to  relieve  suffering,  it 
was  brought  to  the  attention  of  Miss  Cabaniss 
that  at  the  Soldiers’  Home  there  was  no  way 
to  give  skilled  nursing  care  to  the  “Old  Vets” 
when  they  became  ill.  so  an  arrangement  was 
made  to  supply  a nurse  from  the  hospital  when 
need  arose.  The  Sheltering  Arms  Free  Hos- 
pital nearby  was  having  a struggling  time: 
Miss  Cabaniss  offered  her  services  to  the  board 
of  that  hospital,  and  arranged  to  have  one  or 
more  of  the  pupil  nurses  always  on  duty  there. 
The  president  of  that  board,  in  writing  of  that 
arrangement,  says : “Miss  Cabaniss  was  so 
kind  and  tactful  as  to  sav  that  she  not  onlv 


desired  to  help,  but  that  the  experience  her 
nurses  would  get  at  the  Sheltering  Arms  would 
be  helpful  to  them,  because  there  was  a greater 
variety  of  patients.  She  supervised  this  hos- 
pital for  several  years,  and  the  relations  were 
severed  only  when  her  Hospital  and  Training 
School  grew  so  large  that  she  deemed  it  un- 
wise to  continue  to  supervise  both  hospitals.” 

Another  outstanding  experience  was  in  1898. 
the  year  of  the  Spanish-American  war,  when 
an  epidemic  of  measles  broke  out  among  the 
soldiers  in  camp  near  Richmond.  The  Medi- 
cal College  threw  open  the  college  building 
for  the  sick,  and  the  organizing  powers  of 
Miss  Cabaniss  were  taxed  to  the  utmost  in 
arranging  for  the  necessarv  nursing  care. 
Again,  on  their  return  from  the  war,  when  an 
epidemic  of  typhoid  made  assistance  neces- 
sary. the  house  standing  on  this  spot  was  used 
to  house  the  typhoid  patients  who  were  cared 
for  under  her  supervision.  It  was  a very  in- 
teresting, but  many  times  a very  tragic  ex- 
perience. 

Five  classes  of  nurses  were  graduated  under 
her  from  the  Old  Dominion  Hospital.  The 
fourth  class  (1900),  consisting  of  seven  nurses, 
became  so  deeply  interested  in  the  follow-up 
work  in  the  homes  of  the  poor,  that  the  whole 
group  determined  to  devote  themselves  to  this 
work  on  graduation.  This  met  with  Miss 
Cabaniss’  approval  and  sympathy,  as  she  too 
had  determined  ultimately  to  devote  her  life 
among  the  poor.  With  the  work  of  the 
Nurses’  Settlement,  in  New  York,  under  Miss 
Lillian  Wald  as  the  inspiration,  she  and  this 
group  of  nurses  and  a few  outside  friends, 
organized  in  1900  and  secured  a charter  for 
the  Nurses’  Settlement  of  Richmond.  Many 
phases  of  work  for  civic  betterment  have  de- 
veloped from  her  work  in  this  settlement : 
the  Instructive  Visiting  Nurses  Association. 
School  Nursing.  Tuberculosis  Nursing,  the 
Crippled  Children’s  Clinic,  the  Probation  Offi- 
cer for  Juvenile  Court,  also  similar  organiza- 
tions in  other  places,  and  finally  rural  public 
health  nursing  in  Virginia. 

Miss  Cabaniss  resigned  from  the  Old  Do- 
minion Hospital  in  the  spring  of  1901,  came 
into  residence  at  the  Nurses’  Settlement  in  the 
fall  of  that  same  year,  and  was  the  director 
for  nine  years. 

With  the  welfare  of  her  profession  always 
at  heart.  Miss  Cabaniss  interested  herself  early 
in  inducing  the  various  training  schools  for 
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nurses  to  organize  their  graduates  into  local 
Alumnae  Association,  which  later  came  to- 
gether to  form  the  Graduate  Nurses  Associa- 
tion of  Virginia;  Miss  Cabaniss  was  elected 
first  president,  held  the  position  for  five  years, 
and  later  was  elected  honorary  president.  The 
first  work  of  the  Graduate  Nurses  Association 
was  to  frame  a law  to  regulate  the  practice 
of  nursing  in  the  state,  and  in  1903  the  law 
was  passed,  thus  enabling  Virginia  to  share 
with  North  Carolina  and  New  Jersey  the 
honor  of  being  one  of  the  first  three  states 
to  require  the  registration  of  nurses.  A board 
of  Nurse  Examiners  was  named  by  the  Gover- 
nor; Miss  Cabaniss  was  one  of  these  examin- 
ers and  was  chairman  of  the  board  for  nine 
years. 

In  1909  Miss  Cabaniss  resigned  from  the 
directorship  of  the  Instructive  Visiting  Nurses 
Association,  in  Richmond,  and  became  the 
first  rural  nurse  in  the  state.  Her  field  was 
in  Hanover  County,  in  the  neighborhood  of 
Oakland,  the  Page  home.  She  lived  in  the 
home  endowed  for  a district  nurse  by  Thomas 
Nelson  Page  and  his  wife,  as  a memorial  to 
his  mother. 

In  her  second  year  of  service  there  Miss 
Cabaniss  sustained  a severe  illness,  which  ne- 
cessitated her  abandoning  all  work  for  a pe- 
riod of  three  years.  Upon  her  recovery  she 
served  for  about  six  months  with  the  North 
Carolina  State  Depai'tment  of  Health.  Later, 
in  1915,  she  went  to  Florida  to  establish  pub- 
lic health  nursing  in  St.  Augustine,  and  while 
there  developed  a settlement  somewhat  on  the 
plan  of  the  Nurses  Settlement  in  Richmond. 
In  1918,  being  anxious  to  do  what  she  could 
to  help  in  those  days  of  stress,  she  resigned 
her  duties  in  Florida  and  went  as  public 
health  nurse  to  Port  Wentworth,  near  Savan- 
nah, and  served  in  the  shipyards  there  for  sev- 
eral months.  She  then  returned  to  Virginia, 
and  because  of  her  keen  interest  in  the  rural 
sections,  took  the  position  of  public  health 
nurse  in  a restricted  section  of  Westmoreland 
County,  selecting  this  particular  section  be- 
cause of  the  proximity  of  a friend  to  whom 
she  was  very  devoted.  Always  she  worked 
beyond  her  strength,  her  indomitable  will 
keeping  her  going,  but  this  last  task  proved 
too  much  for  her  frail  body,  and  a breakdown 
came,  .which  resulted  in  her  death  in  July, 
1921. 

In  no  better  way  can  the  achievements  of 


this  great  woman  be  summed  up  than  in  the 
beautiful  notice  of  her  which  appeared  in  the 
News  Leader  at  the  time  of  her  death,  an  ex- 
tract from  which  is  copied : 

“First  superintendent  in  the  present  sense 
of  the  word  in  a Richmond  hospital,  prime 
mover  in  the  establishment  of  the  Nurses’  Set- 
tlement, and  thereby  of  the  I.  V.  N.  A. ; in 
the  fore  of  those  who  procured  professional 
recognition  for  the  trained  nurses  of  Virginia; 
leader  in  the  organization  of  the  State  Asso- 
ciation of  Graduate  Nurses;  early  in  the  field 
as  a rural  public  health  nurse,  indomitable 
idealist,  social  prophet — who  can  fail  to  place 
this  wonderful  woman  among  the  great  pio- 
neers of  the  commonwealth?” 


Public  Warned  to  Guard  Against  Tularemia. 

Tularemia,  a serious  and  often  fatal  disease 
known  also  as  “rabbit  fever”  or  “deer-fly 
fever,”  has  spread  so  widely  that  Paul  G.  Red- 
ington,  chief  of  the  Biological  Survey  of  the 
United  States  Department  of  Agriculture,  has 
issued  a warning  to  all  field  men  of  the  de- 
partment to  be  on  guard  against  it.  The  de- 
partment is  making  public  this  warning  for 
the  benefit  of  sportsmen,  lumbermen,  cattle 
and  sheep  tenders,  farmers,  and  others  of  the 
general  public  who  may  come  in  contact  with 
the  disease.  Mr.  Redington’s  warning  has 
been  endorsed  by  the  United  States  Public 
Health  Service. 

“Tularemia,”  Mr.  Redington  explains,  “is  a 
plague-like  disease  of  rodents  transmissible  to 
man.  Of  500  human  cases  reported  in  the 
United  States,  twenty  have  terminated  in 
death.” 

Cases  of  tularemia  have  been  discovered  in 
all  states  except  Washington,  Wisconsin,  New 
York,  Delaware,  and  the  New  England  States. 
It  has  been  established  definitely  that  the  dis- 
ease is  caused  by  an  organism,  Bacterium 
tularense.  In  nature  the  disease  affects  jack 
rabbits,  snowshoe  rabbits,  and  cottontail  rab- 
bits. This  provides  a reservoir  for  infection 
of  both  wild  animals  and  human  beings.  No 
cases  have  yet  been  recognized  in  commercial 
rabbitries,  and  care  should  be  exercised  to 
avoid  the  introduction  of  tularemia  into  such 
places.  There  is  no  danger  of  contracting  the 
disease  from  eating  rabbit  meat  if  it  is  thor- 
oughly cooked,  even  though  the  animal  may 
have  been  infected. 

In  the  Western  States  the  disease  is  car- 
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ried  from  animal  to  animal  and  from  animal 
to  man  by  the  bites  of  infected  deer  flies  and 
ticks.  Ticks  also  act  as  carriers  in  the  South- 
ern States.  Men  also  become  infected  by 
handling  rabbit  carcasses,  as  in  dressing  them 
for  the  table  or  cutting  them  up  to  use  as 
food  for  animals  or  bait  in  fishing  or  trap- 
ping. In  the  East,  such  direct  contact  is  the 
common  means  of  infection. 

For  protection  against  tularemia,  the  best 
known  precaution  is  the  use  of  rubber  gloves 
when  handling  or  dressing  rabbits,  or  when 
skinninof  other  animals  that  mav  be  infected 
with  the  disease.  In  the  open  it  is  wise  to 
exercise  care  in  avoiding  the  bites  of  deer  flies, 
ticks,  or  other  possible  carriers.  Wearing  rub- 
ber gloves  is  not  an  absolute  protection,  for 
skilled  laboratory  workers  who  are  scrupu- 
lously careful  because  they  are  aware  of  the 
dangers,  often  contract  infection.  Rubber 
gloves  should  be  worn  in  handling  fresh  skins. 
Dried  skins  are  not  likely  to  carry  infection. 
One  attack  of  tularemia  confers  immunity  to 
man.  hence  those  who  have  recovered  from  the 
disease  should  be  employed  wherever  possible 
in  occupations  where  there  is  risk  of  infection. 
No  protective  vaccine  has  been  developed  as 
yet. 

In  addition  to  the  wild  rabbits  most  affected 
by  tularemia,  and  man  who  may  contract  the 
disease,  scientists  have  discovered  cases  of  tula- 
remia in  California  ground  squirrels,  Colum- 
bia ground  squirrels,  LTtah  ground  squirrels, 
desert  ground  squirrels,  pine  squirrels,  yellow- 
bellied  chipmunks,  pocket  gophers,  wood- 
chucks, opossums,  cats,  porcupines,  house  mice, 
deer  mice,  meadow  mice,  wood  rats,  and  co- 
votes, and  susceptibility  is  being  investigated 
in  other  animals.  All  possible  carriers  of  the 
disease  should  be  handled  with  care. 

Mr.  Redington  also  warns  of  the  danger  of 
liberating  wild  rabbits  trapped  in  one  local- 
ity for  the  restocking  of  hunting  areas.  When 
restocking  seems  desirable,  a quarantine  should 
be  maintained  and  no  rabbits  should  be  lib- 
erated for  about  ten  days,  to  give  the  disease 
time  to  develop  in  the  imported  rabbits,  which 
it  will  do  usually  in  five  or  six  days  if  they 
are  infected.  Otherwise  the  diseased  rabbits 
are  likely  to  cause  a rabbit  epizootic,  reduce 
the  game  available  for  hunting,  and  create  a 
center  of  infection  from  which  human  beings 
may  contract  the  disease. 

In  man  tularemia  is  likehr  to  manifest  itself 


first  by  pain,  tenderness,  and  a swelling  of 
the  lymph  glands  draining  the  region  where 
the  infection  occurs,  as  those  of  the  elbow  or 
armpit  when  infection  has  occurred  on  the 
finger.  These  symptoms  are  likely  to  develop 
within  two  to  five  days  after  infection.  An 
inflamed  and  painful  ulcer  may  soon  appear 
where  the  insect  bite  occurred,  although  in 
some  cases  this  does  not  happen.  The  de- 
velopment of  the  disease  is  likely  to  be  accom- 
panied by  sudden  onsets  of  headache,  aching 
pains,  chills,  prostration,  general  weakness, 
and  fever. 


Manufacturers  advise  Government  on  the 

Degree  of  Accuracy  Commercially  Attain- 
able in  Medicinal  Tablets. 

The  contact  committees  of  the  American 
Drug  Manufacturers’  Association  and  the 
American  Pharmaceutical  Manufacturers’  As- 
sociation have  submitted  to  the  Food,  Drug 
and  Insecticide  Administration.  United  States 
Department  of  Agriculture,  an  extensive  re- 
port in  which  they  have  indicated  the  degree 
of  accuracy  within  which  properly  manufac- 
tured medicinal  tablets  can  be  made  under 
present-day  manufacturing  methods.  The  re- 
port includes  also  methods  of  analysis  for  the 
tablets. 

This  is  the  third  report  submitted  by  the 
committees  to  the  department.  The  previous 
reports  related  to  hypodermic  tablets.  The 
present  one,  in  addition  to  amendments  to  the 
previous  reports,  includes  suggested  tolerances 
for  ten  of  the  more  common  compressed  tab- 
lets. 

The  Food.  Drug  and  Insecticide  Adminis- 
tration, which  is  charged  with  the  administra- 
tion of  the  Federal  food  and  drugs  act,  has 
stated  that  in  its  activities  in  connection  with 
the  enforcement  of  the  law,  it  will  give  care- 
ful consideration  to  the  recommendations  of 
associations  of  manufacturers  of  products  sub- 
ject to  the  act.  In  promulgating  the  report 
of  the  contact  committee,  the  department  in- 
vites comment  from  manufacturers,  distribu- 
tors, prescribers,  and  any  others  interested  in 
the  preparations  involved. 

The  tolerances  recommended  by  the  contact 
committees  are  as  follows : 

Hypodermic  Tablets. 

Atropine  sulphate,  7^2%  to  12%,  depending 
upon  the  grainage. 

Cocaine  hydrochloride,  9%. 
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Hyoscine  hydrobromide,  7%%  to  12%,  de- 
pending upon  the  grainage. 

Morphine  sulphate,  7%%. 

Nitroglycerin,  15%. 

Compressed  Tablets. 

Acetanilid,  7*4  %■ 

Acetphenetidin  and  salol,  10%. 

Calomel,  7]4%- 

Calomel  and  soda,  7)4%  to  10%,  depending 
upon  the  grainage. 

Cinchophen,  7 Yz%- 

Codeine  sulphate,  9%. 

Phenolphthalein,  71/2%. 

Salol,  9%. 

Sodium  bromide,  7]4%- 

Strychnine  sulphate,  7 V£%  to  12%,  depend- 
ing upon  the  grainage. 

Complete  copies  of  the  report,  including 
recommended  assay  processes  for  the  various 
tablets,  may  be  obtained  from  the  Food,  Drug 
and  Insecticide  Administration,  United  States 
Department  of  Agriculture,  Washington,  D.  C. 


Bibliotheca  Obstetrica 


Lawrence  Sterne. 

Sterne  (Lawrence)  [1713-1768],  The  life 
and  opinions  of  Tristram  Shandy,  gentleman. 
New  York.  The  Jenson  Society , 1906.  For 
Biography , see  Thackeray  (W.  M.)  Humour- 
ists; also  Cross  (Wilbur  L).  The  life  and 
times  of  Lawrence  Sterne.  New  York , 1909; 
also  Fitzgerald  (Percy)  Life  of  Sterne,  1896. 

One  of  the  by-products  of  the  acrimoni- 
ous discussions  engendered  by  the  introduc- 
tion of  the  obstetrical  forceps  into  general  use 
is  the  delightful  satire  of  Sterne.  The  Life 
and  Opinions  of  Tristram  Shandy  are  told 
ab  Ovo.  In  fact  the  story  antedates  his  con- 
ception. An  explanation  is  given  of  how 
Tristram’s  mother  cheats  herself  out  of  the 
advantages  of  being  confined  in  London  by 
taking  her  husband  up  to  the  metropolis  on  a 
wild  goose  chase  the  previous  year  on  account 
of  a pseudocyesis.  Disappointed  in  not  being 
able  to  have  the  best  care  in  London,  Mrs. 
Shandy  is  determined  to  go  to  the  other  ex- 
treme and  have  a local  midwife.  Her  hus- 
band, being  of  scientific  bent,  is  just  as  deter- 
mined that  his  offspring  shall  not  run  the  risk 
of  cerebral  trauma  incident  to  a natural  de- 


livery. Cesarean  section  is  largely  responsi- 
ble for  Caesar’s  greatness  as  well  as  a number 
of  other  celebrities  that  he  mentions.  He 
quotes  at  length  various  authorities  such  as 
Lithopaedus  Senonesis  de  Partu  difficili  by 
Adrianus  Smelvgot  (Smeilie).1  His  figures  as 
to  the  amount  of  pressure  exerted  upon  the 
child’s  head  at  delivery,  i.  e.,  470  pounds,  are 
still  quoted  in  text  books  on  obstetrics.  A 
compromise  is  reached  by  which  his  wife  is 
to  have  a midwife  and  he  is  to  have  a man- 
midwife  in  the  house  in  case  there  is  any 
difficulty.  He  calls  Dr.  Slop  (Dr.  John  Bur- 
ton) who  has  devised  an  instrument  to  expe- 
dite delivery.  Dr.  Slop  arrives  after  a num- 
ber of  misfortunes.  He  tries  his  instrument 
and  crushes  Tristram’s  nose.  This  happens  in 
Book  III. 

The  satire  came  out  serially.  It  met  with 
instant  success  in  London  and  Sterne  prom- 
ised himself  to  produce  two  books  a year  con- 
cerning the  Shandy  fortunes.  Poor  health, 
however,  soon  interfered  with  the  program. 
The  humor  of  the  book  is  delightful  and  the 
characters  of  Tristram’s  father,  a well-to-do 
English  squire,  with  universal  knowledge,  the 
sexually  frigid  Mrs.  Shandy,  Tristram’s  Uncle 
Toby,  whose  only  interest  is  the  military  cam- 
paigns in  Flanders,  and  Corporal  Trim  are 
drawn  with  such  skill  that  they  are  immortal. 

Sterne  came  of  an  ecclesiastical  family  al- 
though his  father  was  a soldier.  His  great- 
grandfather was  the  Archbishop  of  York. 
His  uncle,  Dr.  Jaques  Sterne,  was  precentor 
and  canon  of  York,  besides  being  the  main 
stay  to  Whig  principles  in  the  North  of  Eng- 
land. It  was  he  who  persuaded  our  author 
to  take  orders  as  the  easiest  way  to  a compe- 
tency. Wilbur  L.  Cross  pictures  him  as  an 
emotional,  impulsive  nature  with  no  force  of 
character.  Thackeray  describes  him  as  “foul 
Satyr”.  Ci’oss’  characterization  of  him  as 
being  “a  humorist  pure  and  simple  and  noth- 
ing else”  fits  best  with  the  description  he  gives 
us  of  himself  in  the  character  of  poor  Yorick. 
“Sterne  rarely,  perhaps  nowhere  except  in  the 
sketch  of  Dr.  Slop,  reached  the  border  where 
humor  passes  into  satire,  for  satire  means  a 
degree  of  seriousness  unknown  to  him.”  His 
attack  upon  the  worthy  Dr.  Burton  is  ex- 

1.  This  little  jest  of  Sterne’s  seems  to  have  escaped  most 
of  his  Editors  who  gravely  state  that  not  only  did  Sterne  make 
a mistake  in  spelling1,  but  that  the  Lithopaedus  is  not  a book 
but  a calcified  fetus.  William  Smeilie  makes  the  same  mistake 
and  is  ridiculed  for  it  by  John  Burton  in  his  “five  shillings* 
book  upon  the  subject  of  midwifery.” 
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plained  by  the  late  Dr.  Alban  Doran.  Burton 
was  the  hated  political  opponent  of  Dr.  Jaques 
Sterne.  This  hatred  was  shown  in  a number 
of  ways  and  culminated  in  the  imprisonment 
of  Burton  on  the  charge  of  being  in  communi- 
cation with  the  forces  of  the  “Young  Pre- 
tender" at  the  time  of  their  invasion  of  the 
North. 

m.  r.  r. 


Proceedings  of  Societies 

The  Virginia  State  Board  of  Medical 
Examiners 

At  its  session  held  in  Richmond,  December 
6-9.  1927.  granted  certificates  to  practice  medi- 
cine in  Virginia,  to  the  following: 

Dr.  John  Quincv  Adams.  Hampton.  Roads. 
Va. 

Dr.  Staige  Davis  Blackford,  University.  Va. 
Dr.  Carl  A.  Broaddus,  Dahlgren,  Va. 

Dr.  John  I.  Chorlog,  Clifton  Forge,  Va. 

Dr.  Thomas  Hal.  Clark,  Jr..  Christiansburg, 
Va. 

Dr.  Francis  R.  Crabill,  Burkeville,  Va. 

Dr.  Elizabeth  Holt  Edmunds,  Richmond.  Va. 
Dr.  William  Engler,  Brooklyn,  N.  Y. 

Dr.  David  Phillip  Evans,  Jersey  City,  N.  J. 
Dr.  Howard  N.  Freeman.  New  Market,  Va. 
Dr.  Norman  Howard  Goose,  Jersey  City, 
N.  J. 

Dr.  James  Linwood  Harris,  Danyille,  Va. 
Dr.  Thomas  B.  House,  Murray,  Ky. 

Dr.  Clarence  Robert  Jones,  Norton,  Va. 

Dr.  William  L.  Miller,  Raywood,  W.  Va. 
Dr.  William  G.  Mitchell.  Philadelphia.  Pa. 
Dr.  Ellis  Columbus  Moore,  University,  Va. 
Dr.  Clarence  Eugene  Sumner,  Newport 
News.  Va. 

Dr.  Felix  D.  Swope,  Washington,  D.  C- 
Dr.  Wade  Hampton  Venable,  Catawba.  Va. 

The  Post-Graduate  Medical  Society  of  South- 
ern Virginia 

Met  at  Stony  Creek.  Va.,  January  the  10th. 
under  the  presidency  of  Dr.  E.  W.  Young,  of 
Petersburg.  The  attendance  was  good,  sev- 
eral interesting  papers  were  read,  and  the 
members  were  entertained  at  dinner  by  Dr. 
Joel  Crawford,  of  Yale,  Va.  The  election  of 
officers  for  1928  was  held  and  resulted  as  fol- 
lows: President,  Dr.  S.  E.  Gunn,  Hopewell; 
vice-presidents,  Drs.  C.  E.  Martin,  Emporia, 
and  F.  N.  Mallory,  Lawrenceville ; secretary- 


treasurer,  Dr.  W.  C.  Powell  (re-elected),  Pet- 
ersburg. The  membership  of  the  two  follow- 
ing committees  remained  the  same:  Board 
of  Censors,  Drs.  W.  D.  Prince.  Stony  Creek: 
IV.  W.  Bennett.  Blackstone,  and  D.  C.  Mayes, 
Church  Road : Public  Health  and  Legislation. 
Drs.  F.  N.  Mallory,  Lawrenceville;  W.  W.  Sew- 
ard, Surry,  and  M.  H.  Tredway,  Emporia. 
This  Societj'  is  composed  of  the  seven  counties 
of  Nottoway,  Dinwiddie.  Prince  George, 
Greenesville,  Brunswick,  Surry  and  Sussex. 

The  Mid-Tidewater  Medical  Society 

Held  its  regular  quarterly  meeting  at  Tap- 
pahannock,  January  the  25th.  the  president, 
Dr.  James  W.  Smith,  of  Hayes  Store,  presid- 
ing. Dr.  Malcohm  H.  Harris,  of  West  Point, 
secretary,  was  at  his  desk.  The  attendance 
was  good,  considering  the  season,  and  four 
new  members  were  elected  to  membership.  It 
was  decided  to  have  the  election  of  officers  in 
October,  the  present  officers  holding  over  for 
the  year  1928.  There  was  a general  discus- 
sion of  upper  respiratory  infections,  and 
Dr.  J.  D.  Clements,  of  Ordinary,  read  Dr.  J. 
H.  Hiden’s  prize  paper  in  the  recent  contest 
for  essays,  on  “How  the  Family  Doctor  Can 
Best  Increase  His  Usefulness  and  His  In- 
come,” which  was  published  in  Southern  Med- 
icine and  Surgery. 

The  next  meeting  of  this  Society  will  be 
held  in  Urbanna.  Va..  at  Urbanna  Beach 
Hotel,  on  the  fourth  Wednesday  in  April. 

Roanoke  Academy  of  Medicine. 

Invitations  were  extended  to  the  various  civic 
organizations,  the  city  council  and  the  school 
board  to  attend  the  regular  night  meeting  of 
the  Academy,  on  January  the  23rd,  to  stimu- 
late interest  in  the  matter  of  playgrounds  for 
children  in  Roanoke.  The  speakers  of  the 
evening  were  Dr.  W.  A.  Parker,  representa- 
tive of  the  National  Playground  Association, 
and  Mrs.  Mundy,  of  Lynchburg.  Va. 

Dr.  J.  T.  McKinney  is  president  and  Dr. 
H.  Heyward  Wescott,  secretary-treasurer  of 
the  Academy. 

The  Albemarle  County  Medical  Society, 

At  its  annual  meeting,  elected  Dr.  Frank  B. 
Stafford,  of  Blue  Ridge  Sanatorium,  president 
for  the  ensuing  year;  Dr.  V.  W.  Archer,  Uni- 
versity. vice-president,  and  Dr.  F.  C.  McCue, 
Charlottesville,  was  re-elected  secretary-treas- 
urer. Several  new  members  were  received  at 
this  meeting. 
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Danville  Academy  of  Medicine. 

In  spite  of  the  fact  that  the  Pittsylvania 
County  and  Danville  Medical  Society  is  an 
exceedingly  active  organization,  the  Danville 
Academy  of  Medicine  continues  to  meet  and 
has  arranged  an  interesting  program  for  Feb- 
ruary the  Hth,  at  which  time  papers  will  be 
read  by  Drs.  C.  L.  Bailey  and  C.  T.  Carter  of 
that  city.  Dr.  I.  C.  Harrison  is  president  and 
Dr.  J.  A.  Hawkins  secretary. 

The  University  of  Virginia  Medical  Society 

Held  its  first  meeting  at  the  University  of 
Virginia  Hos])ital  Monday,  January  9.  1928, 
at  7 :30  P.  M.,  Dr.  Bray  presiding,  with  a 
large  audience,  including  faculty,  medical 
students  and  visiting  physicians. 

Dr.  W.  IV.  Waddell  reported  the  case  of  a 
child  with  pneumonia  who  developed  an  area 
of  hyper-resonance,  which  was  shown  by  X- 
ray  and  operation  to  be  empyema.  Discus- 
sion by  Dr.  Lawrence  T.  Royster.  Exhibit  of 
X-ray  by  Dr.  Vincent  Archer. 

Dr.  Flippin  reported  a case  of  tularemia, 
one  of  several  in  a family.  The  literature  was 
reviewed  by  Dr.  J.  Staige  Blackford. 

Dr.  W.  J.  Rollins,  Jr.,  described  a case  of 
amebic  abscess  of  the  liver,  presenting  diffi- 
culties in  differentiation  from  a C3rst  or  false 
cyst  of  the  pancreas.  In  the  absence  of  his- 
tory of  dysentery,  diagnosis  was  not  made 
until  operation.  Ameba  histolytica  was  re- 
covered from  the  abscess  cavity.  Discussion 
by  Dr.  S.  H.  Watts,  with  demonstration  of 
X-ray  films. 

Dr.  Harry  T.  Marshall  presented  organs 
and  microphotograph  projections  from  two 
autopsies  on  rheumatic  fever,  in  one  of  which 
there  was  congenital  absence  of  septum  be- 
tween the  right  and  left  atria.  Discussion  by 
Dr.  J.  Edwin  Wood. 

Dr.  Vincent  Archer  showed  X-ray  films  of  a 
patient,  clinically  indefinite  and  neurotic. 
The  film  showed  both  a gastric  and  duodenal 
ulcer. 

Following  the  presentation  of  cases  and  lab- 
oratory material,  Dr.  Bruce  Morton  read  a 
paper,  illustrated  with  lantern  slides,  of  a de- 
tailed experimental  research  upon  gastric 
ulcer.  Paper  to  be  published  elsewhere.  Dis- 
cussion by  Dr.  S.  H.  Watts,  and  Dr.  Homer 
Smith,  who  reviewed  recent  aspects  of  the 
physiology  of  the  stomach. 

The  guest  of  the  evening,  Dr.  W.  B.  Porter, 
of  Richmond,  read  a paper  on  rheumatic  fever, 


reviewing  the  recent  contributions  to  the  sub- 
ject and  advancing  the  view  that  rheumatic 
fever  is  a continuous  infection  with  many 
analogies  to  tuberculosis,  and,  like  tuberculo- 
sis, demands  prolonged  therapeutic  rest,  pref- 
erably in  sanatoria.  Discussion. 

The  second  meeting  of  the  Society  is  sched- 
uled for  January  23rd,  and  the  third  for  Feb- 
ruary 6th. 

Physicians,  especially  members  of  the  Med- 
ical Society  of  Virginia,  are  cordially  invited 
to  attend. 

Harrt  T.  Marshall,  M.  D.. 

Reporter. 

Woman’s  Auxiliary,  Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary,  Westover  Avenue, 
Norfolk,  Virginia. 


Greetings  from  General  Officers  of  the 
American  Medical  Association. 

The  January  issue  of  The  Journal  of  the 
'Woman's  Auxiliary  to  the  American  Medical 
Association  expresses  so  well  the  value  placed 
on  this  excellent  organization  by  officers  of  the 
American  Medical  Association,  that  we  are 
taking  the  liberty  of  quoting  greetings  from 
some  of  the  officials. 

Dr.  Jabez  N.  Jackson,  President  of  the  As- 
sociation, says: 

To  the  Members  of 
The  Woman’s  Auxiliary 
GREETINGS 

Wishing — 

. Success  for  your  husband 
Joy  and  happiness  for  you 
Glory  and  honor  to  our  profession 
Good  will  among  all. 

Dr.  Wendell  C.  Phillips,  of  New  York  City, 
last  year’s  president,  sent  his  greetings  in  the 
following  form : 

It  is  a pleasure  for  me  to  extend  greetings 
to  the  Journal  of  the  Wonmn's  Auxiliary  and 
to  endorse  the  efforts  of  the  organization  to 
further  the  cause  of  public  health  education. 
This  is  a phase  of  medical  affairs  which  can 
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well  be  undertaken  by  the  wives  of  the  phy- 
sicians of  the  United  States.  One  department 
deserves  special  mention:  I refer  to  the  im- 
portance of  periodic  health  examinations  from 
infancy  to  old  age.  Primarily  this  effort  is 
for  the  best  interests  of  the  people.  Second- 
arily. if  this  movement  is  proprely  promul- 
gated and  encouraged,  it  is  bound  to  result  in 
great  improvement  in  the  economic  condition 
of  the  physician. 

Drs.  TV.  J.  and  C.  H.  Mayo,  of  Rochester, 
Minn.,  think  that: 

The  home  life  of  the  physician’s  wife  is 
necessarily  one  of  sacrifice  in  order  that  the 
physician  may  answer  the  demands  of  his  call- 
ing. It  is  a source  of  pride  to  every  member 
of  the  medical  profession  that  in  the  Woman’s 
Auxiliary  of  the  American  Medical  Associa- 
tion we  have  such  splendid  evidence  of  wo- 
man's loyalty  to  the  cause  of  humanity. 

Dr.  Ray  Lyman  Wilbur,  of  Palo  Alto.  Calif., 
another  ex-president  of  the  Association,  ex- 
presses his  greetings  in  the  following  para- 
graph : 

The  practice  of  medicine  calls  upon  the  doc- 
tor’s wife  and  family  for  constant  service. 
The  women  who  are  linked  up  with  the  medi- 
cal profession  must  inevitably  play  a large 
part  in  representing  medicine  before  the  pub- 
lic. The  Woman’s  Auxiliary  to  the  American 
Medical  Association  has  brought  together  a 
large  group  of  earnest  and  helpful  women  who 
are  rendering,  not  only  personal  service  to 
members  of  the  profession,  but  public  service 
as  well.  May  I join  with  many  others  in  send- 
ing to  the  members  of  the  Woman’s  Auxiliary 
my  congratulations  and  express  to  them  my 
gratitude. 

Dr.  Olin  West,  secretary  and  general  man- 
ager of  the  Association,  always  interested  in 
everything  for  the  advancement  of  the  Asso- 
ciation and  the  Auxiliary,  says : 

I have  been  greatfy  interested  in  reading 
plans  for  the  Woman’s  Auxiliary.  It  seems 
to  me  that  the  program  you  have  in  mind  is 
safe  and  designed  to  be  extremely  helpful.  It 
is  desirable  ...  to  promote  the  organiza- 
tion of  the  states  as  rapidly  as  is  practicable. 
. . . With  respect  to  the  . . . preparation 
of  health  programs  to  be  presented  before 
Women’s  Clubs,  I have  been  of  the  opinion  the 
greatest  possibilities  for  good  are  to  be  found 
in  this  procedure.  ...  I have  made  special 


effort  to  ascertain  just  what  health  propaganda 
is  being  promoted  in  clubs.  The  facts  as  I 
have  discovered  them  are  astounding. 

Dr.  F.  C.  Warnshuis,  of  Grand  Rapids. 
Mich.,  speaker  of  the  House  of  Delegates  of 
the  American  Medical  Association,  has  en- 
dorsed the  Auxiliary  with  the  following  state- 
ment : 

I,  indeed,  welcome  the  opportunity  you  so 
cordially  extend,  to  tender  greetings  to  the 
members  of  the  Auxiliary  as  well  as  to  the 
host  of  doctors’  whyes  who  as  yet  remain  un- 
affiliated. 

In  every  field  of  human  endeavor,  that 
which  has  been  attained  and  which  typifies 
the  ultimate  of  pi'esent-day  civilization  may 
be  directly  traced  to  the  influences  exercised 
through  organized  effort.  No  individual,  no 
isolated  coterie,  can  achieve  as  ably  or  with 
as  far-reaching  results  as  can  a nation-wide 
group  of  organized  individuals.  It  is  for  that 
reason  that  I not  only  commend  but  heartily 
endorse  the  aims,  scope  and  activities  of  the 
Woman’s  Auxiliary. 

The  Auxiliary’s  object  and  purposes  con- 
form to  the  existent  opportunities  heretofore 
unsolved,  neglected  and  awaiting  the  guiding 
direction  of  your  organization. 

The  Auxiliary  creates  an  opportunity  for 
every  doctor’s  wife  to  subscribe  supporting  as- 
sistance to  her  husband,  to  his  medical  society 
and  to  all  humanity,  thereby  enhancing  their 
individual  and  collective  interests  to  the  com- 
mon good.  To  serve,  to  be  of  service,  what 
other  opportunity  affords  so  great  a degree  of 
personal  satisfaction?  That,  to  me,  seems  to 
be  a primal  reason  for  every  doctor’s  wife  to 
become  an  active  member  of  the  Auxiliary. 

Every  honor  and  praise  is  due  to  the  orig- 
inal sponsors  and  organizers  of  the  Auxiliary. 
They  perceived,  they  felt  the  urge,  they  demon- 
strated their  convictions  and  the  Woman’s 
Auxiliary  has  assumed  its  rightful  place.  It 
is  serving,  and  all  mankind  will  be  better  by 
reason  thereof. 

I bid  you  good  speed  with  a fervent  wish 
that  1928  will  be  a year  of  exceptional  ad- 
vancement and  achievement. 

Dr.  Allen  H.  Bunce,  Atlanta,  Ga..  vice- 
speaker of  the  House,  says: 

The  founding  of  the  Woman’s  Auxiliary  to 
the  American  Medical  Association  marked  a 
new  epoch  in  the  forward  progress  of  organ- 
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ized  medicine  in  America.  Its  growth,  under 
the  able  leadership  of  its  officers,  has  been 
truly  phenomenal  and  could  have  occurred 
only  because  of  the  fact  that  it  fills  a very 
definite  and  necessary  place  in  the  scheme  of 
things  medical.  We  are  very  happy  to  note 
that  the  last  remaining  remnants  of  doubt  as 
to  the  advisability  of  such  an  organization  are 
rapidly  disappearing  from  the  minds  of  even 
the  most  conservative  members  of  the  Ameri- 
can Medical  Association.  This  is  due  in  no 
small  measure  to  your  remarkable  ability  to 
clear  awajr  and  dispel  doubts  by  the  logic  of 
service  to  the  Local,  State  and  National  Asso- 
ciation, and  more  particularly  to  the  individ- 
ual communities,  by  teaching  and  practicing 
the  gospel  of  organized  medicine  for  the 
good  of  the  commonwealth.  At  the  recent 
meeting  of  the  secretaries  and  editors  in  Chi- 
cago they  voted  unanimously  to  aid  you 
through  the  individual  state  journals  by  de- 
voting a special  section  in  each  to  the  Auxili- 
ary and  its  work.  Thus  it  will  become  more 
and  more  of  a potent  factor  for  progress  in 
all  the  states.  Soon  no  state  in  the  Union  can 
afford  not  to  have  an  Auxiliary.  I congratu- 
late you  on  the  progress  already  made  and 
predict  a glorious,  successful  and  useful  future 
for  the  Auxiliary. 

Last,  but  not  least,  we  have  the  endorse- 
ment of  the  president  of  our  own  State  Medi- 
cal Society,  Dr.  J.  W.  Preston,  of  Roanoke, 
Va.,  as  follows: 

I am  wondering  if  our  societies  fully  realize 
and  appreciate  the  field  of  usefulness  and  the 
accomplishments  of  the  Woman’s  Auxiliary. 
The  past  decade  has  witnessed  the  expansion 
of  medicine  far  beyond  the  giving  of  drugs 
and  of  surgery.  Its  broader  opportunities 
and  obligations  in  social,  economic,  and  edu- 
cational matters  in  which  good  health  is  a 
dominant  factor  are  apparent  as  never  before. 
Into  these  your  work  is  fitting  so  splendidly. 

On  behalf  of  the  Medical  Society  of  Vir- 
ginia, I take  this  opportunity  as  the  New  Year 
dawns,  to  congratulate  you  and  to  wish  you 
even  greater  success. 


With  the  foregoing  expressions  of  confidence 
in  the  Auxiliary,  we  must  not  fail,  so  let  us 
rally  to  the  call  and  make  this  the  best  year 
we  have  ever  had. 
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Mrs.  Southgate  Leigh, 

Norfolk,  Va.,  president  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Virginia, 
recently  returned  from  Chicago,  where  she 
attended  a meeting  of  the  executive  board  of 
the  Woman’s  Auxiliary  to  the  American  Medi- 
cal Association. 

Mrs.  Leigh  is  chairman  of  the  program  com- 
mittee. She  announces  the  program  planned 
for  the  national  auxiliary  meeting,  which  will 
be  held  June  11-16,  in  Minneapolis,  Minn. 

The  principal  speaker,  it  is  expected,  will 
be  Dr.  Vincent,  of  the  Rockefeller  Institute, 
New  York.  Others  will  be  Dr.  Jabez  Jack- 
son,  of  Kansas  City,  and  Dr.  W.  S.  Thayer, 
of  Baltimore,  the  two  American  Medical  presi- 
dents. The  newly  appointed  advisory  council 
for  the  auxiliary,  comprising  Dr.  Edward 
Heckel,  of  Pittsburgh;  Dr.  J.  H.  Walsh,  Chi- 
cago; Dr.  A.  R.  Mitchell,  Lincoln,  Neb.;  Dr. 
J.  H.  J.  Upham,  Columbus,  Ohio;  Dr.  Olin 
West,  Chicago,  and  Dr.  Morris  Fishbein.  Chi- 
cago, will  be  introduced  for  the  first  time,  and 
will  speak. 

The  Woman’s  Auxiliary  to  the  Richmond 

Academy  of  Medicine 

Has  elected  the  following  officers  for  the 
present  year : President,  Mrs.  Stuart  Mich- 
aux;  vice-presidents,  Mrs.  E.  G.  Hill  and  Mrs. 
Joseph  Bear ; secretary,  Mrs.  N.  T.  Ennett, 
and  treasurer,  Mrs.  J.  W.  Hannabass.  Mrs. 
W.  A.  Gills  is  chairman  for  uHygeia1'  and  Mrs. 
J.  K.  Hall  chairman  of  the  Legislative  Com- 
mittee. 

At  the  luncheon  of  the  Welfare  Committee 
of  the  Woman’s  Club,  Richmond,  in  January, 
the  Auxiliary  secured  Dr.  R.  K.  Flannagan,  of 
the  State  Board  of  Health  and  Dr.  W.  B. 
Foster,  of  the  City  Bureau  of  Health,  as  the 
speakers.  Both  of  these  doctors  spoke  on  pub- 
lic health  subjects. 

The  Auxiliary  held  its  annual  tea  on  Feb- 
ruary the  1st.  This  was  a most  enjoyable  en- 
tertainment and  largely  attended.  Quite  a 
large  delegation  from  the  Auxiliary  to  the 
Post-Graduate  Medical  Society  of  Southern 
Virginia  was  present.  This  intermingling  of 
the  members  of  two  auxiliaries  was  especially 
gratifying  and  added  greatly  to  the  interest 
of  the  occasion. 

The  Woman’s  Auxiliary  to  the  Post-Grad- 
uate Medical  Society  of  Southern  Virginia 

Held  its  regular  quarterly  luncheon  meet- 
ing in  Petersburg,  on  February  the  1st.  under 
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the  able  leadership  of  Mrs.  E.  J.  Nixon,  of 
that  city.  Twenty-eight  members  were  in  at- 
tendance. Guests  of  the  Auxiliary  on  this  oc- 
casion were  Drs.  Wm.  F.  Drewry  and  E.  L. 
McGill,  of  Petersburg,  and  Miss  Agnes  Ed- 
wards, secretary  of  the  Medical  Society  of  Vir- 
ginia. Following  the  meeting,  twenty-two  of 
the  ladies  motored  to  Richmond  to  attend  the 
tea  given  by  the  Woman’s  Auxiliary  to  the 
Richmond  Academy  of  Medicine. 

Officers  of  the  Auxiliary  are:  President, 
Mrs.  E.  J.  Nixon.  Petersburg;  vice-presidents, 
Mrs.  T.  F.  Jarratt,  Jarratt,  and  Mrs.  J.  N. 
Elder,  Hopewell ; recording  secretary,  Mrs. 
George  H.  Reese,  Petersburg;  corresponding 
secretary.  Mrs.  Bolling  J.  Atkinson,  Emporia; 
treasurer,  Mrs.  R.  T.  Hawks,  Carson. 

At  the  last  meeting  of  the  State  Society, 
Mrs.  F.  J.  Wright,  Petersburg,  was  elected 
State  Organizer,  and  Mrs.  W.  C.  Powell,  also 
of  Petersburg,  assistant  State  Organizer. 
County  chairmen  to  work  with  them  are  Mrs. 
D.  L.  Elder.  Hopewell;  Mrs.  D.  C.  Mayes, 
Church  Road:  Mrs.  C.  C.  Tucker,  Blackstone: 
Mrs.  W.  E.  Price,  Meredithville ; Mrs.  E.  M. 
Parker,  Emporia : Mrs.  W.  I).  Prince,  Stony 
Creek,  and  Mrs.  W.  M.  Seward,  Surry. 

Chairmen  of  Standing  Committees  are : 
Hygeia,  Mrs.  Meade  Edmunds,  Petersburg; 
Legislative,  Mrs.  J.  Bolling  Jones,  Petersburg; 
Education  and  Publicity,  Mrs.  Wright  Clark- 
son, Petersburg;  Organization,  Mrs.  J.  A.  B. 
Lowry,  Crewe. 


The  T ruth  About  Medicine 


In  addition  to  the  articles  enumerated  in  our  let- 
ter of  November  26th,  the  following  have  been  ac- 
cepted : 

Winthrop  Chemical  Co.,  Inc., 

Phanodorn. 

Change  of  Agency: 

Gynergen,  formerly  distributed  by  H.  A.  Metz 
Laboratories,  Inc.,  New  York,  is  now  distributed  by 
Sandoz  Chemical  Works,  Inc.  New  York.  The  Coun- 
cil has  continued  the  acceptance  of  Gynergen  under 
the  new  distributor. 

NEW  AND  NON-OFFICIAL  REMEDIES 

Anaerobic  Antitoxin. — An  antitoxic  serum  pre- 
pared by  immunizing  animals  against  the  anaerobic 
bacteria  found  in  gangrenous  wounds.  Evidence  has 
been  published  to  indicate  that  the  use  of  anaerobic 
toxin  preparations  may  be  of  value  in  the  treatment 
of  gas  gangrene. 


Anaerobic  Antitoxin  (Polyvalent) — Lederle. — An 
antitoxic  serum  prepared  by  immunizing  horses 
with  gradually  increasing  doses  of  B.  tetani  and  of 
B.  welchii  and  Vibrion  septique,  both  obtained  from 
anaerobic  broth  cultures  of  the  organisms.  Potency 
tests  for  the  content  of  tetanus  antitoxin  and  B. 
welchii  (perfringens),  antitoxin  are  made  accord- 
ing to  the  methods  prescribed  by  the  U.  S.  Hygienic 
Laboratory;  for  determining  the  strength  of  the 
Vibrion  septique  antitoxin,  serial  dilutions  of  the 
antitoxin  are  mixed  with  Vibrion  septique  toxin  and 
the  mixtures  injected  into  rabbits.  The  product  is 
marketed  in  100  c.c.  vials,  each  cubic  centimeter 
containing  50  units  of  tetanus  antitoxin,  2 units  of 
perfringens  (B.  welchii)  antitoxin,  and  sufficient 
Vibrion  septique  antitoxin  to  neutralize  one  thousand 
M.  L.  D.  of  the  Vibrion  septique  toxin.  Lederle 
Antitoxin  Laboratories,  New  York. 

Ampuls  Dextrose  (d-Glucose),  10  Gm„  20  c.c. — 
Each  ampule  contains  Dextrose,  U.  S P.,  10  Gm.; 
cresol,  0.1  per  cent;  distilled  water  to  make  20  c.c.; 
buffered  with  dibasic  sodium  phosphate  anhydrous 
and  potassium  biphosphate  anhydrous.  H.  K.  Mul- 
ford  Co.,  Philadelphia. 

Ampuls  Dextrose  (d-Glucose),  25  Gm.,  50  c.c. — • 
Each  ampule  contains  Dextrose,  U.  S.  P.,  25  Gm.; 
cresol,  0.1  per  cent;  distilled  water  to  make  50  c.c.; 
buffered  with  dibasic  sodium  phosphate  anhydrous 
and  potassium  biphosphate  anhydrous.  H.  K.  Mul- 
ford  Co.  Philadelphia.  (Jour.  A.  M.  A.,  December 
10,  1927,*  p.  2041). 

Insulin — Squibb,  100  units,  10  c.c. — Each  c.c.  con- 
tains 100  units  of  insulin — Squibb  (New  and  Non- 
official Remedies,  1927,  p.  197).  E.  R.  Squibb  & 
Sons,  New  York. 

Staphylococcus  Mixed  Bacterin. — A staphylococcus 
vaccine  (New  and  Non-official  Remedies,  1927,  p. 
363),  each  c.c.  containing  4,000  million  killed 
Staphylococcus  albus  and  Staphylococcus  aureus  in 
equal  proportions.  It  is  marketed  in  5 c.c  vial 
packages;  in  single  20  c.c.  vial  packages,  and  in 
packages  of  six  1 c.c.  ampules.  Abbott  Laborato- 
ries, North  Chicago,  111. 

Erythrol  Tetranitrate  Tablets — Merck,  % grain. — 
Each  tablet  contains  % grain  of  erythrol  tetranitrate 
(New  and  Non-official  Remedies,  1927,  p.  267).  Merck 
& Co.,  Inc.,  Rahway,  N.  J.  (Jour.  A.  M.  A.,  Decem- 
ber 24,  1927,  p.  2193). 

Typhoid  Prophylactic. — This  typhoid  vaccine  (New 
and  Non-official  Remedies,  1927,  p.  366),  is  also  mar- 
keted in  5 c.c.  vials  containing  one  billion  killed 
typhoid  bacilli  per  c.c.;  in  20  c.c.  vials  containing 
one  billion  killed  typhoid  bacilli  per  c.c.  Abbott 
Laboratories,  North  Chicago,  111.  (Jour.  A.  M.  A., 
December  31,  1927,  p.  2263). 

PROPAGANDA  FOR  REFORM. 

The  Mount  Clemens  Baths. — The  Mount  Clemens 
mineral  springs  are  unusually  strong  solutions  of 
salines,  giving  off  the  pungent  odor  of  hydrogen 
sulphide.  They  are  not  thermal  springs;  the  water 
is  heated  in  bath  houses.  Patients  with  chronic 
rheumatic,  neuritic  and  neuralgic  disturbances  are 
especially  likely  to  be  benefited  by  such  baths.  The 
use  of  hot  procedures  is  dangerous  in  all  conditions 
of  profound  general  weakness,  enfeeblement  of  the 
heart  and  degeneration  of  the  arteries.  Patients 
with  a tendency  to  rise  in  temperature  should  also 
not  be  subjected  to  heat  procedures.  Medical  super- 
vision is  absolutely  required  to  secure  good  results. 
What  folly  it  is  for  people  to  go  to  Mount  Clemens 
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and  other  bathing  resorts,  jump  into  hot  mineral 
baths  and  drink  a lot  of  strong  saline  water,  trust- 
ing to  Providence  to  take  care  of  the  rest!  (Jour. 
A.  M.  A.,  November  5,  1927,  p.  1625). 

Scarlet  Fever  Antitoxin.— The  advantages  of  giv- 
ing commercial  scarlet  fever  antitoxin  are  neces- 
sarily dependent  on  the  accuracy  of  standardization 
of  the  preparation  and  its  use  in  adequate  dosage. 
The  chief  advantage  of  giving  commercial  scarlet 
fever  antitoxin  as  a preventive  is  that  the  adminis- 
tration of  100,000  neutralizing  units  prevents  the 
development  of  clinical  scarlet  fever  in  a susceptible 
person  already  infected  with  scarlet  fever  strepto- 
cocci but  not  yet  sick.  This  protection  is  transient 
and,  as  soon  as  the  antitoxin  is  eliminated  from  the 
body,  the  individual  may  again  become  susceptible 
to  scarlet  fever  and  should  be  more  permanently 
protected  by  active  immunization  with  graduated 
doses  of  the  toxin.  The  advantages  of  giving  scarlet 
fever  antitoxin  are:  1.  If  an  adequate  dose  is  given, 
the  toxin  in  the  patient’s  body  is  neutralized  and 
death  from  toxemia  is  prevented.  2.  If  the  antitoxin 
is  given  early,  both  the  incidence  and  the  severity 
of  complications  are  reduced.  3.  As  a rule,  patients 
who  receive  scarlet  fever  antitoxin  early  in  the  dis- 
ease get  rid  of  the  scarlet  fever  streptococci  sooner 
than  those  who  do  not  receive  the  antitoxin.  (Jour. 
A.  M.  A.,  November  5,  1927,  p.  1625). 

Klaiber  Subaqueous  Intestinal  Bath  Apparatus 
Not  Acceptable. — The  Council  on  Physical  Therapy 
reports  that  this  apparatus  is  not  acceptable  for  in- 
clusion in  the  accepted  list  of  devices  for  physical 
therapy.  It  is  stated  to  be  a device  for  irrigating 
the  colon  while  the  patient  is  immersed  in  water 
with  the  aim  thereby  of  increasing  abdominal  pres- 
sure to  compensate  in  part  for  the  increased  pressure 
within  the  colon.  The  Council  reports  that  the  ap- 
paratus is  apparently  made  for  specific  purposes  and 
the  principle  of  operation  is  novel  and  suggests 
therapeutic  advantages.  The  Council  declares  the 
apparatus  unacceptable  because  (1)  sufficient  evi- 
dence has  not  been  presented  to  show  that  this  com- 
plicated apparatus  will  accomplish  more  than  simple 
existing  devices  of  the  same  general  nature;  (2)  be- 
cause therapeutic  claims  not  well  warranted  and  un- 
scientific statements  are  made  in  the  advertising; 
and  (3)  because  adequate  instruction  in  the  proper 
use  of  the  apparatus  and  method  and  adequate  ex- 
position of  the  possible  dangers  and  limitations  are 
not  given.  (Jour.  A.  M.  A.,  November  12,  1927,  p. 
1693). 

Solution  of  Pituitary  for  Induction  of  Labor. — The 
application  of  solution  of  pituitary  to  the  nasal 
mucous  membrane  as  a means  of  induction  of  labor 
has  been  reported  on.  Under  direct  vision  with  re- 
flected light  and  the  use  of  a speculum,  the  nose  is 
cleansed  and  a pledget  of  cotton,  moistened  with 
1.25  c.c.  of  solution  of  pituitary,  is  inserted  snugly 
under  the  anterior  end  of  the  inferior  turbinate  of 
the  nostril.  At  the  end  of  an  hour  or  two  the 
pledget  is  withdrawn.  If  necessary,  a fresh  pledget 
is  applied  to  the  other  nostril.  The  procedure  is  re- 
ported to  have  been  successful  in  every  one  of  fifty- 
six  cases  in  which  it  was  used.  In  a series  of  twenty- 
four  cases  to  test  the  method  in  normal  pregnant 
women  during  the  last  month  of  pregnancy  and  at 
term,  there  were  nine  failures.  All  the  babies  were 
born  alive.  (Jour.  A.  M.  A.,  November  12,  1927,  p. 
1696). 

Warnink’s  Advocaat  Not  Acceptable  for  N.  N.  R. — 
“Warnink’s  Advocaat”  (Julius  Wile,  Sons  & Co.,  New 
York,  distributors),  is  an  egg  nog  declared  to  be 
imported  from  Holland  and  to  contain  18  per  cent 


of  alcohol  in  the  form  of  brandy  and  three  minims 
of  Fowler’s  solution  to  each  fluid  ounce.-  The  Coun- 
cil declared  the  preparation  unacceptable  for  New 
and  Non-official  Remedies,  because  the  name  is  not 
descriptive  of  the  potent  constituents — potassium 
arsenite  and  alcohol — of  the  mixture  and  because  the 
administration  of  an  alcoholic  “tonic”  in  combina- 
tion with  fixed  amounts  of  arsenic  and  under  a non- 
informing name  is  irrational,  while  the  method  of 
marketing  is  likely  to  lead  to  its  ill  advised  and 
harmful  use  by  the  public.  (Jour.  A.  M.  A.,  Novem- 
ber 12,  1927,  p.  1711). 

Philip  Newton’s  Matamel. — “Matamel”  has  for  two 
or  three  years  past  been  exploited  by  one  Philip 
Newton.  It  is  claimed  to  be — and  probably  is — the 
concentrated  sap  of  the  maguey  plant.  According 
to  the  advertising  put  out  by  Newton,  both  under 
his  own  name  and  under  his  trade  name  “Newton 
Laboratories,  Inc.,”  Matamel  has  been  puffed  as  a 
cure  for  Bright’s  disease,  “bladder  trouble”  and 
hypertrophy  of  the  prostate.  In  September,  1926, 
the  Newton  Laboratories,  Inc.,  as  well  as  Philip 
Newton  himself,  were  called  on  by  the  postal  authori- 
ties to  show  cause  why  a fraud  order  should  not 
be  issued  against  them.  To  the  disgrace  of  the 
medical  profession,  Newton  was  able  to  produce  a 
dozen  or  more  testimonials  from  physicians  in  de- 
fense of  his  quackery.  Obviously  realizing  that 
sooner  or  later  the  mails  would  be  closed  to  him, 
Newton  has  determined  to  discontinue  the  mail-order 
business.  This  does  not  mean  that  the  public  is  no 
longer  to  be  humbugged  by  the  Matamel  quackery. 
It  means  that  Newton  has  to  split  his  profits  with 
the  drug  stores  and  will  sell  it  through  them.  (Jour. 
A.  M.  A.,  November  12,  1927,  p.  1712). 


Book  Announcements 


International  Clinics.  A Quarterly  of  Illustrated 
Clinical  Lectures  and  Especially  Prepared  Orig- 
inal Articles  on  Medicine,  Surgery  and  the  Various 
Specialties,  by  leading  members  of  the  Medical 
Profession  throughout  the  world.  Edited  by 
by  HENRY  W.  CATTELL,  M.  D„  Philadelphia, 
with  COLLABORATORS.  Volume  IV.  Thirty- 
seventh  Series,  1927.  Philadelphia  and  London. 
J.  B.  Lippincott  Company.  1927.  8 vo.  309  pages. 
Cloth. 

Physical  Diagnosis.  By  CHARLES  PHILLIPS 
EMERSON,  M.  D.,  Professor  of  Medicine,  Indiana 
University  School  of  Medicine;  Author  of  “Clinical 
Diagnosis.”  Philadelphia  and  London.  J.  B.  Lip- 
pincott Company.  Octavo  of  553  pages  with  324 
illustrations.  Cloth.  Price,  $7.00. 

Baby’s  Health  Day  by  Day.  A book  of  charts  to  be 
filled  out  with  daily  records,  and  handy  informa- 
tion for  the  mother  or  nurse.  Published  by  the 
Professional  Press,  Inc.,  17  North  Wabash  Avenue, 
Chicago,  111.  Pocket  size. 

Modern  Baking  Powder  an  Effective.  Healthful 
Leavening  Agent.  Including  the  occurrence  of 
aluminum  compounds  in  foods  and  their  effect  on 
health.  Compiled  by  JUANITA  E.  DARRAH.  Dis- 
tributed by  the  Research  Department  of  Calumet 
Baking  Powder  Company,  Chicago,  Illinois.  1927. 
The  Commonwealth  Press,  Inc.,  Chicago,  111.  12mo 
of  125  pages.  Cloth.  Price,  $1.00  net. 
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Editorial 

Ephedrine. 

Clinicians  are  divided  on  this  drug.  Some 
have  been  disappointed  in  it:  others  have  been 
encouraged  by  successes.  Any  study  of  its 
action,  controlled  by  careful  methods  of  study, 
is  welcome,  because  a judgment  of  the  pow- 
ers of  the  drug  can  only  be  attained  by  the 
sum  of  experiences  recorded  by  a large  num- 
ber of  observers. 

Those  interested  may  read  with  profit,  an 
article  by  Althauser  and  Schumacher  {Arch. 
Int.  Med..  Vol.  40,  No.  6,  page  857),  and  we 
append  comments  by  these  authors,  found  at 
the  close  of  their  study : 

1.  Ephedrine  may  be  of  benefit  in  some 
cases  of  chronic  hypotension. 

2.  The  results  of  ephedrine  therapy  in  acute 
hypotension  of  shock  are  doubtful. 

3.  In  asthma  and  havfever  ephedrine  is  of 
great  value,  completely  controlling  attacks  in 
about  half  of  the  cases  and  giving  partial  re- 
lief in  another  one-fourth  of  the  cases. 

4.  The  advantage  of  ephedrine  over  epine- 
phrine is  that  it  is  effective  when  given  by 
the  mouth ; that  its  action  is  longer ; that  it 
does  not  produce  local  irritation  as  a nasal 
spray. 

5.  The  use  of  ephedrine  in  urticaria  is  not 
promising. 

Changes  in  the  Eyegrounds. 

Practitioners  may  well  be  interested  in  ob- 
servations made  upon  changes  in  the  eye- 
grounds.  Particularly  may  one’s  interest  be 


engaged  in  noting  the  findings  of  a clinician 
examining  one  hundred  and  eighty-seven  cases 
of  vascular  disease  and  related  conditions. 
Text-book  treatments  of  eyeground  findings 
are  easily  found  by  reference  to  standard 
treatises,  but  the  observations  of  a group  of 
cases,  such  as  reported  by  Altnow,  in  the 
Archives  of  Internal  Medicine. , Vol.  40,  No.  6, 
page  757,  afford  one  a better  opportunity  for 
practical  consideration  of  this  means  of  in- 
vestigation. The  patients  studied  were  ad- 
mitted to  Peter  Bent  Brigham  Hospital  from 
February.  1924,  to  July,  1925.  The  diagnosis 
on  patients  resulted  in  the  following  group  of 
diseases:  Exophthalmic  goiter,  toxic  ade- 

noma of  the  thyroid,  diabetes,  acute  and  sub- 
acute nephritis,  chronic  nephritis,  vascular 
hypertension,  chronic  myocarditis  with  and 
without  arrhythimia,  cardiac  infarction,  an- 
gina pectoris,  and  chronic  cardiac  valvular 
disease.  The  eyegrounds  in  these  patients 
were  studied  with  the  dilated  pupil  and,  at 
the  same  time,  the  blood  pressure  readings 
were  taken.  We  shall  only  note  here  the  sum- 
marv  of  this  interesting  clinical  study. 

In  twenty  patients  with  thyroid  disease, 
there  was  a striking  absence  of  retinal  arteri- 
osclero.sis,  excepting  in  patients  of  the  sixth 
decade. 

In  forty-seven  patients  with  diabetes,  of  all 
ages  over  twelve  years,  there  was  definite 
retinal  arteriosclerosis  in  36.1  per  cent  of  the 
cases  without  hypertension  and  in  81.8  per 
cent  of  these  cases  with  hypertension.  The 
average  age  of  diabetes  patients  with  retinal 
arteriosclerosis  was  57.7  years.  Altnow  ob- 
serves that  if  one  sees  eyegrounds  exhibiting 
abnormally  red  retinas,  numerous  small  round 
hemorrhages,  groups  of  small  yellowish-white 
and  grayish-white  spots  on  the  central  field 
of  the  retina,  arteries  with  sclerotic  changes,  a 
well  defined  sclerosis  of  the  choroidal  vessel 
in  the  periphery  of  the  retinal  field  with 
normal  or  nearly  normal  disc,  in  a person  past 
middle  life,  diabetes  should  strongly  be  sus- 
pected. 

In  a small  number  of  patients  with  acute 
and  subacute  nephritis  there  was  an  absence  of 
retinitis;  in  patients  with  chronic  nephritis, 
retinitis  was  found  more  frequently  than  in 
those  with  vascular  hypertension.  In  renal 
retinitis  there  was  observed  marked  papille- 
dema, retinal  edema,  cottonwood  spots,  and 
coarse  fan  and  star  formations.  In  fifty-six 
patients  with  and  without  hypertension,  in 
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whom  chronic  myocarditis  was  either  primary 
or  secondary,  91.2  per  cent  with  hypertension 
showed  retinal  arteriosclerosis,  while  68.2  per 
cent  showed  it  in  absence  of  hypertension. 

In  chronic  valvular  disease,  following  rheu- 
matic origin,  retinal  arteriosclerosis  was  ab- 
sent in  two-thirds  of  the  cases.  If  retinal 
arteriosclerosis  was  present  in  this  class  of 
cases,  it  occurred  in  association  with  an  ele- 
vation of  blood  pressure. 

Absorption. 

Absorption  of  food  in  the  gastro-intestinal 
tract  is  fundamental.  Passage  of  food  pro- 
ducts, introduced  into  the  digestive  tube,  to 
the  circulating  blood  and  lymph,  involves  com- 
plicated physiologic  changes.  Gross  foodstuffs 
undergo  phenomenal  changes  in  the  processes 
of  digestion  and  absorption.  If  one  may 
imagine  the  extreme  modification  of  the  aver- 
age meal  as  it  is  served  on  the  table  to  the 
state  such  food  units  assume  in  the  portal 
blood  and  the  lymph,  one  is  struck  by  the 
transformations  brought  about  by  the  pro- 
cesses of  digestion  and  absorption.  Food  fur- 
nishes an  interesting  and  important  subject 
for  comment,  because  of  the  needs  of  its  ab- 
sorption by  the  blood  and  lymph. 

Absorption  of  foodstuff  in  the  stomach  is 
limited  and  abridged.  Although  the  stomach 
receives  in  a short  time  a load  of  food  during 
the  course  of  a meal,  absorption  of  food  from 
this  organ  is  negligible  under  normal  condi- 
tions. 

The  motor  function  of  the  stomach  upon 
crude  food  prepares  the  meal  for  intestinal 
action.  The  action  of  the  secretions  of  gas- 
tric glands  upon  the  food  during  its  stop-over 
in  the  stomach,  further  prepares  it  for  in- 
testinal digestion.  Physiologists  of  today 
agree  that  absorption  in  the  stomach  is  very 
limited.  Alcohol  is  absorbed,  but  water  is 
practically  not  at  all  absorbed  in  the  stomach. 
Von  Mering’s  experiments  show  that  as  soon 
as  water  is  introduced  into  the  stomach,  it  pro- 
ceeds promptly  to  pass  into  the  duodenum.  In 
the  case  of  a large  dog  with  a fistula  in  the 
duodenum,  500  c.c.  of  water  were  given  by 
the  mouth  and  in  twenty-five  minutes  450  c.c. 
passed  into  the  fistulous  opening.  Howell  ob- 
serves that  absorption  does  not  take  place  rap- 
idly in  the  stomach.  The  same  is  true  of 
sugars  and  peptones.  Under  normal  condi- 
tions little,  if  any,  absorption  of  these  food 
elements  occurs  in  the  stomach.  Fats  are  not 


saponified  or  emulsified  until  intestinal  secre- 
tions are  met.  The  stomach  plays  an  impor- 
tant part  in  preparation  of  food,  but  does  not 
absorb  it  normally  to  any  extent. 

In  the  small  intestines  absorption  of  food 
is  best  accomplished.  In  the  great  reaches  of 
the  small  intestine,  from  duodenum  to  ileocecal 
valve,  the  physiologic  changes  in  gross  forms 
of  food  occur  and  along  its  courses,  absorp- 
tion of  digested  food  is  accomplished.  The 
remainder  of  it  passes  into  the  ascending 
colon,  and  here,  with  water  rapidly  absorbed, 
becomes  more  dense  and  assumes  the  physical 
form  of  fecal  matter  as  it  approaches  the 
rectum. 

An  article  by  Hosoi.  Alvarez  and  Mann, 
(Arch.  Int.  Med.,  Vol.  41,  No.  1,  page  112),  on 
intestinal  absorption,  with  a view  to  a search 
for  a low  residue  diet,  may  be  of  interest  in 
this  connection.  In  summary,  this  work  seems 
to  show  that  the  best  basis  for  a low  residue 
diet  is  lean  meat,  to  which  may  be  added  rice, 
hard  boiled  eggs,  sugars  (except  lactose),  and 
probably  fruit  juice,  tea  and  coffee.  The  high- 
est degree  of  absorption  was  obtained  by  giv- 
ing small  amounts  of  food. 


News  Notes 


An  Early  Diagnosis  Campaign  to  be  Held  by 
the  Virginia  Tuberculosis  Association  and 
its  Local  Branches. 

For  many  years  it  has  been  known  that  to 
procrastinate  with  tuberculosis  is  to  gamble 
with  death,  and  that  the  hope  of  conquering 
this  disease  lies  in  the  ability  to  act  promptly. 
It  is  also  well  recognized  that  efficiency  in  dis- 
covering the  disease  is  a large  factor  in  pre- 
venting the  spread  of  infection.  In  spite  of 
the  publicity  given  these  facts,  doctors  still 
report  that  most  cases  of  tuberculosis  which 
come  to  them  for  their  first  examination  are 
found  to  be  in  an  advanced  stage  of  the  dis- 
ease, and  a recent  census  of  patients  at  the 
sanatoria  shows  that  onty  16  per  cent  are 
diagnosed  as  early  cases  on  entrance. 

During  March  and  April  National  and  State 
tuberculosis  associations  will  conduct  an  in- 
tensive publicity  campaign  to  emphasize  the 
importance  of  the  early  diagnosis  of  tubercu- 
losis. The  aims  of  the  campaign  will  be  first, 
to  focus  the  attention  of  the  public  at  large 
upon  the  danger  signals  of  early  tuberculosis 
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and  to  urge  them  to  go  to  their  doctors  for 
examination ; and  second,  to  stimulate  renewed 
interest  on  the  part  of  the  medical  profession 
in  the  recognition  of  early  signs  of  the  dis- 
ease. 

The  American  Public  Health  Association, 
at  its  annual  meeting  held  in  Cincinnati.  Octo- 
ber, 1927.  endorsed  by  resolution  the  plan  of 
the  campaign.  The  American  Medical  Asso- 
ciation has  agreed  to  stimulate  the  interest  of 
the  medical  profession  through  its  Journal 
and  to  interest  the  lay  people  by  publishing 
articles  and  editorials  in  Hvgeia. 

State  and  local  associations  in  Virginia  will 
arrange  for  talks,  the  distribution  of  literature 
and  posters,  and  two  moving  pictures  will  he 
shown.  The  moving  picture  for  lay  audiences 
entitled  ‘‘Let  Your  Doctor  Decide”  will  be 
shown  throughout  the  state  at  public  meetings 
and  a medical  one,  pronounced  “admirable”  by 
Dr.  Haven  Emerson,  called  “The  Doctor  De- 
cides” will  be  shown  before  medical  societies 
and  at  the  medical  colleges  of  the  State. 

l.  c.  F. 

Sectional  Meeting  of  American  College  of 

Surgeons. 

The  Virginia.  West  Virginia.  Maryland 
and  District  of  Columbia  sectional  meeting 
of  the  American  College  of  Surgeons  was 
held  in  Roanoke,  Va.,  January  the  18th  and 
19th,  and  an  excellent  program  was  enjoyed 
by  those  present.  The  attendance  was  good 
and  there  were  a number  of  interesting  pa- 
pers and  clinics. 

Luncheon  was  served  the  visitors  at  the  A'ari- 
ous  hospitals  of  the  city  on  both  days,  and  on 
the  evening  of  the  18th,  the  Roanoke  Academy 
of  Medicine  tendered  the  fellows  of  the  Col- 
lege and  all  visiting  doctors  an  informal  din- 
ner at  the  Patrick  Henry  Hotel. 

Officers  of  the  Virginia  section  elected  for 
the  ensuing  vear  are : Chairman.  Dr.  Clar- 
ence  Porter  Jones.  Newport  News:  Secretar}T, 
Dr.  Carrington  Williams,  Richmond;  and 
Councillor,  Dr.  E.  C.  S.  Taliaferro,  Norfolk. 

Corner-Stone  Laid  for  Cabaniss  Hall. 

The  corner-stone  for  Cabaniss  Hall  of  the 
Medical  College  of  Virginia,  Richmond,  was 
laid  January  the  20th,  with  appropriate  cere- 
monies. This  building  is  a women’s  dormi- 
tory, chiefly  for  the  school  of  nursing,  at  the 
Medical  College  of  Virginia,  and  has  been 
named  for  Sadie  Heath  Cabaniss,  who  from 
1894-1901  was  superintendent  of  the  Old  Do- 


minion Hospital,  one  of  the  institutions  of 
the  college.  (A  sketch  of  Miss  Cabaniss  ap- 
pears in  the  Miscellaneous  Department  of  this 
issue). 

Cabaniss  Hall,  which  will  accommodate  134 
persons,  one-half  in  single  and  one-half  in 
double  rooms,  has  four  dormitory  floors,  on 
each  of  which  there  is  a sun  porch : there  are 
both  tub  and  shower  baths,  hot  and  cold  water 
and  built-in  clothes  closets  in  each  room,  and 
on  each  floor  in  the  east  wing  of  the  building 
living  quarters  for  the  graduate  stall  of  the 
college  hospitals  have  been  provided. 

On  the  main  floor  there  is  a large  living 
room  and  library  panelled  in  oak  with  a fire- 
place. four  reception  rooms,  a large  recrea- 
tional hall,  administrative  offices,  a teaching 
unit,  and  living  quarters  for  the  dean  of  the 
school  of  nursing  and  the  social  director  of 
the  building. 

On  the  ground  floor  there  is  a large  dining- 
room. a smaller  staff  dining-room,  pantry, 
dishwashing  and  cafeteria  units,  linen  and 
sewing-rooms,  a home  economics  laboratory, 
and  a small  laundry  and  a sewing-room  for 
student  use.  By  tunnel  this  floor  communi- 
cates with  the  Doolev  and  St.  Philip  Hos- 
pitals and  will  communicate  with  the  new  out- 
patient clinic  by  another  tunnel  when  that  is 
erected. 

Dr.  J.  H.  Hiden  Wins  First  Prize. 

Three  prizes  were  recently  offered  through 
Southern  Medicine  and  Surgery  of  Charlotte, 
N.  C.,  for  the  three  best  papers  submitted  on 
the  subject,  “How  the  Family  Doctor  Can  In- 
crease His  Usefulness  and  His  Income.”  The 
contest  was  open  to  any  reputable,  regular  doc- 
tor in  either  of  the  Carolinas  or  Virginia.  It 
is  stated  that  forty-two  essays  were  submitted 
and  that  they  came  from  both  cities  and  “the 
cross-roads.”  All  essays  contained  valuable 
suggestions,  but  Dr.  J.  H.  Hiden.  Pungo- 
teague.  Va.,  was  voted  the  winner  of  the  first 
prize  of  $250.  It  was  A*oted  bv  the  committee 
that  Dr.  W.  M.  Johnson,  Winston-Salem,  N. 
C.,  and  Dr.  H.  J.  Langston.  Danville,  Va., 
tied  for  the  second  place,  so  the  second  and 
third  prizes  were  added  together  and  divided 
equally  between  these  two  doctors.  All  of 
these  essays  appear  in  the  January  issue  of 
Southern  Medicine  and  Surgery. 

Members  of  Hospital  Committee. 

The  president  of  the  Chamber  of  Commerce, 
of  Petersburg,  Va..  appointed  the  following 
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committee  to  have  charge  of  work  incident  to 
enlargement  of  the  Petersburg  Hospital : Dr. 
Wright  Clarkson,  chairman,  and  Drs.  W.  P. 
Hoy,  Herbert  C.  Jones,  W.  B.  Mcllwaine,  W. 
C.  Powell.  George  Reese,  Mason  Romaine,  H. 
M.  Snead,  and  several  laymen. 

Abbott  Laboratories  Takes  Over  John  T. 
Milliken  and  Company. 

The  Abbott  Laboratories,  North  Chicago, 
111.,  announces  the  purchase  of  the  business, 
good  will,  equipment  and  products  of  John  T. 
Milliken  and  Company,  of  St.  Louis,  manu- 
facturers since  1894  of  reliable  pharmaceutical 
products.  Orders  for  Milliken  preparations 
will  continue  to  be  filled  from  St.  Louis,  or 
orders  may  be  sent  direct  to  the  Abbott  Lab- 
oratories. in  North  Chicago. 

Dr.  James  M.  Miller  Injured. 

Dr.  James  M.  Miller,  of  Wytheville,  Va., 
was  quite  badly  hurt  on  January  the  29th, 
-when  his  automobile  was  struck  by  a train  a 
little  west  of  that  city.  He  was  taken  to  the 
Johnston  Memorial  Clinic  in  Abingdon,  Va., 
for  treatment.  It  is  reported  that  Dr.  Miller 
sustained  a fracture  of  the  skull  and  a fracture 
of  the  right  scapula  and  multiple  severe  lace- 
rations of  the  scalp  and  face.  As  we  go  to 
press,  we  are  advised  that  he  is  doing  remark- 
ably well  in  view  of  the  nature  of  the  wounds. 
New  Hospital  to  Replace  Present  Hygeia 
Hospital. 

Hygeia  Hospital,  Richmond,  Va.,  of  which 
Dr.  John  R.  Blair  has  been  chief  surgeon,  was 
closed  early  this  month,  the  idea  being  to 
build  a new  hospital  to  replace  the  present 
structure.  It  is  stated  that  a corporation  has 
been  formed  which  plans  to  erect  an  eleven- 
story  hospital  on  the  present  site  and  that  the 
new  hospital  will  cost  upwards  of  $300,000. 
Dr.  E.  W.  Buckingham, 

Of  the  class  of  ’18,  Medical  College  of  Vir- 
ginia, who  returned  from  China  last  summer 
after  a residence  there  of  six  years,  has  located 
at  Messick,  York  County,  Va.,  for  the  practice 
of  his  profession. 

Dr.  Charles  B.  Baughman, 

Recently  of  Marion,  Va.,  has  moved  to 
Elizabethton.  Tenn.,  where  he  will  limit  his 
practice  to  diseases  of  the  eye,  ear,  nose  and 
throat. 

Dr.  John  Lee  Grant, 

For  some  time  of  Midland.  Va.,  after  a visit 
to  California  and  Manila,  has  returned  to  Vir- 


ginia and  has  located  at  Gainesboro,  where  he 
is  engaged  in  the  practice  of  his  profession. 
Col.  Junius  F.  Lynch,  M.  C., 

Norfolk,  Va.,  president  of  the  Virginia  Sec- 
tion of  the  Reserve  Officers’  Association,  was 
the  guest  of  honor  at  the  dinner  meeting  of 
the  Richmond  Chapter,  Reserve  Officers’  Asso- 
ciation, on  January  the  25th. 

Fewer  Boy  Automobile  Thieves  in  Los 
Angeles. 

The  records  of  the  Los  Angeles  County  jail 
indicate  that  between  1919  and  1926  the  aver- 
age age  of  its  inmates  decreased  from  about 
31  years  to  29  years  10  months,  and  that 
nearly  a fifth  of  the  inmates  were  between  the 
ages  of  16  and  20.  The  most  frequent  offence 
was  the  setaling  of  automobiles,  and  fully  half 
of  these  thefts  were  by  boys  under  21.  An 
educational  campaign  among  young  persons 
and  their  parents  has  already  resulted  in  a 
notable  decline  in  this  type  of  offence. 

Sixty  Years  a Mason. 

Thompson  Lodge,  No.  145,  A.  F.  & A.  M., 
at  Round  Hill,  Va.,  has  the  rare  distinction 
of  having  a worshipful  master  who  has  been 
a Mason  for  sixty  years — Dr.  J.  E.  Copeland, 
of  that  place.  During  this  time  he  has  been 
active  in  the  work  of  the  several  lodges  with 
which  he  has  been  affiliated.  Dr.  Copeland 
reports  that  of  the  forty-six  members  of 
Hamilton  Lodge  when  he  was  made  a Mason, 
but  two  survive,  one  of  these  being  Dr. 
Charles  F.  Russell,  of  Herndon. 

Dr.  Gladys  Smithwick, 

Who  has  recently  been  connected  with  the 
staff  of  the  Western  State  Hospital,  at  Staun- 
ton, Va.,  has  gone  to  Chicago,  111.,  where  she 
has  accepted  an  appointment  as  anesthetist-in- 
chief  at  the  American  Hospital.  Dr.  Smith- 
wick is  an  alumna  of  the  Medical  College  of 
Virginia,  being  a member  of  the  class  of  ’25. 
Dr.  Ernest  H.  Alderman, 

Recently  of  Williamsburg,  Va.,  has  moved 
to  Richmond,  where,  he  has  become  a member 
of  the  staff  at  Westbrook  Sanatorium. 

Dr.  T.  Ruffin  Pratt, 

Who  was  a member  of  the  medical  staff  at 
Blue  Ridge  Sanatorium,  Charlottesville,  Va., 
from  1924  until  last  April,  is  now  superin- 
tendent of  the  Eastern  Shore  Tuberculosis 
Sanatorium,  at  Salisbury,  Md. — a branch  of 
the  Maryland  Tuberculosis  Sanatorium. 
Research  Work  Commended. 

It  is  pleasing  to  note  that  research  work 
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done  by  one  of  our  members.  Dr.  H.  J. 
Warthen,  Jr.,  while  at  St.  Elizabeth  Hospital, 
Richmond,  has  been  commented  upon  favor- 
ably in  an  editorial  entitled  “Foreign  Bodies 
in  the  Circulation,”  in  the  January  14th  issue 
of  the  Journal  of  the  American  Medical  Asso- 
ciation. 

Dr.  T.  M.  Trousdale, 

Who  has  been  associated  with  Dr.  W.  R. 
Williams,  at  Richlands,  Va.,  for  the  past  seven- 
teen months,  is  now  assistant  resident  physi- 
cian on  the  eye,  ear,  nose  and  throat  service 
at  the  Long  Island  College  Hospital.  Brook- 
lyn, New7  York. 

Dr.  W.  F.  Mitchell. 

Of  the  class  of  ’26.  Medical  College  of  Vir- 
ginia, recently  completed  an  internship  at 
Lewis-Gale  Hospital,  Roanoke,  Va.,  and  has 
located  at  New  Castle,  Va.,  for  the  practice  of 
his  profession. 

“Mothers’  Aid”  Granted  by  Institutions. 

Four  institutions  conducted  under  church 
auspices  in  North  and  South  Carolina,  find- 
ing that  some  children  for  whom  institutional 
care  was  requested  could  be  cared  for  in  their 
own  homes  if  the  mothers  had  the  necessary 
means  to  support  them,  are  now  giving 
“mothers’  aid”  in  such  cases.  South  Carolina 
is  one  of  the  six  States  which  at  present  has 
no  law  granting  ajd  to  children  in  their  own 
homes. 

The  Association  of  Norfolk  and  Western 

Railway  Surgeons, 

At  its  annual  meeting  in  the  Fall,  elected 
the  following  officers  for  the  coming  year : 
President,  Dr.  D.  A.  Berndt,  Portsmouth, 
Ohio;  Vice-Presidents,  Dr.  W.  R.  Rogers, 
Bristol,  Va.-Tenn.,  and  Dr.  S.  W.  Hurdle. 
Winston-Salem,  N.  C. ; member  of  the  Execu- 
tive Committee,  Dr.  A.  G.  Rutherford,  Welch, 
W.  Va.  Dr.  T.  D.  Armistead,  Roanoke,  Va., 
was  re-elected  secretary-treasurer  of  the  Asso- 
ciation. 

Dr.  W.  C.  Welburn. 

Ballston,  Va.,  has  been  elected  first  vice- 
president  of  the  John  Marshall  Highway  As- 
sociation. The  purpose  of  this  Association 
will  be  to  aid  in  the  building  of  the  Arling- 
ton county  unit,  known  as  the  direct  route 
from  the  new  memorial  bridge  through  Clar- 
endon, Ballston  and  Falls  Church. 

Dr.  J.  M.  Habel, 

Of  Jetersville,  Va.,  is  credited  vdth  saving 
the  lives  of  four  people  in  a fire  recently. 


When  passing  a home  in  his  section,  while  the 
owner  and  his  v7ife  were  at  church,  he  saw 
that  the  house  was  on  fire  and  rushed  in  and 
rescued  an  aged  aunt  and  three  small  children 
of  the  family. 

Students’  Loan  Fund  Working  Well  in  Cali- 
fornia. 

According  to  the  Journal  of  the  A.  M.  A., 
during  the  six  years  in  which  the  students’ 
loan  fund  has  been  in  operation  at  the  Uni- 
versity of  California.  Los  Angeles,  there  has 
been  only  one  failure  to  return  the  money,  al- 
though the  student’s  note  was  the  only  secur- 
ity given.  This  fund  was  arranged  as  a means 
of  enabling  deserving  students  to  finance  their 
expenses  so  as  to  complete  the  University 
course. 

Co-operation  in  Work  for  Boys  and  Girls  in 
New  York  City 

Twenty-five  of  the  88  social  agencies  car- 
ing for  New  York  City’s  dependent  children 
have  organized  as  a section  of  the  Welfare 
Council  of  New  York,  in  order  to  co-ordinate 
their  activities  and  eliminate  needless  dupli- 
cation of  work.  All  existing  agencies  will  be 
invited  to  send  delegates  to  the  council. 

The  Welfare  Council  is  now  making  a study 
of  boys’  work  activities  in  Brooklyn,  prelimi- 
nary to  a similar  study  for  New  York  City 
as  a whole.  When  completed  it  is  intended 
that  this  study  shall  present  an  accurate  pic- 
ture of  facilities  for  social  work  among  New 
York’s  half-million  boys. 

“The  Hebrew  Physician.” 

(HaRofeh  Holvree).  the  only  medical  jour- 
nal published  outside  of  Palestine  which  is 
written  in  Hebrew,  has  just  made  its  initial 
appearance. 

This  journal  is  under  the  editorship  of  Dr. 
Moses  Einhorn  and  Dr.  A.  Goldenstein.  It 
contains  articles  on  general  medical  subjects 
and  has  a special  section  devoted  to  new  He- 
brew medical  terminology.  All  physicians 
who  are  interested  in  this  journal  are  requested 
to  communicate  with  the  editors,  addressing 
them  care  “The  Hebrew  Physician."  286  V est 
86th  St.,  New  York  City. 

The  Tri-State  Medical  Association  of  the 
Carolinas  and  Virginia 
Will  hold  its  thirtieth  annual  session  at 
Cavalier  Hotel,  Virginia  Beach.  Va.,  Febru- 
ary the  14th  and  15th,  under  the  presidency 
of  Dr.  Robert  Wilson,  of  Charleston,  S.  C. 
Dr.  J.  M.  Northington,  Charlotte,  N.  C.,  is 
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secretary.  There  will  be  a symposium  on  “The 
Reduction  of  Maternal  Mortality.”  In  addi- 
tion to  this,  many  interesting  papers  will  be 
presented. 

Dr.  Susan  A.  Price, 

For  several  years  past  located  at  Williams- 
burg, Va.,  announces  that  she  is  now  at  State 

0 7 7 

Teachers  College,  Farmville,  Va. 

Opposes  Too  Great  Speed  in  School  Work. 

Dr.  Garry  Cleveland  Myers,  of  the  Western 
Reserve  University,  in  the  last  issue  of  Mental 
Hygiene , condemns  what  he  calls  “stop  watch” 
methods  in  the  promotion  of  educational  effi- 
ciency in  the  schools,  as  detrimental  to  the 
mental  health  of  the  child.  He  states  that  this 
mania  for  speed  also  reacts  on  the  teacher  and 
makes  her  nervous.  He  gives  a number  of 
suggestions  as  specific  remedies  for  the  situa- 
tion, emphasizing  the  fact  “that  the  most  effec- 
tive learning  presupposes  a comfortable  learn- 
er.” 

Two  Virginia  Doctors  on  Committees. 

At  the  recent  meeting  in  Indianapolis  of 
the  national  executive  committee  of  the  Amer- 
ican Legion,  Dr.  Edwin  J.  Nixon,  Petersburg, 
was  elected  a member  of  the  national  child 
welfare  committee  of  the  Legion,  and  Dr. 
Israel  Brown,  Norfolk,  Department  Com- 
mander of  Virginia,  a member  of  the  commit- 
tee to  welcome  distinguished  guests. 

Fund  for  the  Study  ofi  Infantile  Paralysis. 

An  anonymous  friend  of  the  University  of 
California  lias  promised  $5,000  a year  during 
his  life  and  a fund  of  $100,000  by  his  will  to 
be  devoted  to  the  prevention  and  cure  of  in- 
fantile paralysis.  The  fund,  however,  may  be 
diverted  to  combat  any  serious  epidemic  which 
threatens  the  lives  of  the  children  of  the  State. 
Married. 

Dr.  William  White  Falkener  and  Miss  Eva 
Cruikshank,  both  of  Newport  News,  Va.,  De- 
cember 31. 

Dr.  Andrew  Stubbs  Davis,  class  of  ’26,  Med- 
ical College  of  Virginia,  Oakland,  Calif.,  and 
Miss  Irene  Louise  Leonard,  Chincoteague,  Va., 
at  Reno,  Nevada,  December  29. 

Dr.  Edward  L.  Boone, 

Of  the  class  of  ’26,  Medical  College  of  Vir- 
ginia, who  has  been  practicing  for  a while  at 
Branchville,  Va.,  has  moved  to  Scottsburg,  Va. 
Georgia  Now  in  Birth  and  Death  Registra- 
tion Areas. 

Georgia  has  been  admitted  to  the  birth  and 
death  registration  areas  of  the  United  States. 


This  has  reduced  to  five  the  number  of  states 
outside  the  death  registration  area,  and  to 
seven  the  number  outside  the  birth  registration 
area. 

Superintendent  at  Gill  Memorial  Hospital. 

Miss  Crystall  J.  Caldwell,  formerly  assist- 
ant superintendent  of  the  Children’s  Hospital, 
in  Philadelphia,  is  now  superintendent  of  the 
Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 
in  Roanoke,  Va. 

Enlarged  Clinic  at  College. 

The  enlarged  pediatric  clinic,  which  has  been 
made  possible  by  the  Commonwealth  Fund  of 
New  York,  in  addition  to  local  help,  was 
opened  at  the  Medical  College  of  Virginia, 
Richmond,  late  in  January.  Dr.  Basil  B. 
Jones,  well  known  for  his  work  at  the  Chil- 
dren’s Memorial  Clinic,  this  city,  is  in  charge. 
This  clinic  is  designed  not  to  supplant  any 
existing  agencies  but  solely  to  supplement 
work  of  a similar  nature  in  this  community. 
Post-Graduate  Course  in  Specialties. 

The  Gill  Memorial  Eye,  Ear  and  Throat 
Hospital,  Roanoke,  Va.,  announces  its  second 
Post-Graduate  Course  in  Ophthalmology, 
Otology,  Rhinology,  Laryngology,  Facio- 
Maxillary  Surgery,  Oral  Surgery,  Broncho- 
scopy and  Esophagoscopy,  to  be  held  at  that 
hospital  on  March  the  19th  to  24th.  A num- 
ber of  specialists  of  national  reputation  have 
been  secured  to  conduct  this  course.  A ma- 
triculation fee  of  $25.00  is  made  to  defray  the 
actual  expenses  of  conducting  this  course.  Ap- 
plications should  be  sent  the  Hospital  prompt- 
ly- 

Just  a Reminder — 

Of  that  Income  Tax  which  has  to  be  at- 
tended to  on  or  before  March  the  15th.  Fail- 
ure to  receive  a blank  does  not  excuse  any  one 
from  making  a return.  Certain  deductions 
are  allowed  for  professional  expenses.  If  not 
familiar  with  the  rulings,  make  inquiry  of 
your  district  collector  of  internal  revenue. 
Conference  on  Rheumatic  Diseases. 

A Conference  on  Rheumatic  Diseases  is  to 
be  held  at  Bath,  England,  on  Thursday  and 
Friday.  May  10  and  11,  1928.  Sir  George 
Newman.  Chief  Medical  Officer  of  the  British 
Ministry  of  Health,  has  kindly  consented  to 
act  as  President  of  the  Conference.  There 
will  be  three  Sessions:  (1)  Social  Aspects, 
presided  over  by  Lord  Dawson,  of  Penn,  Phy- 
sician to  H.  M.  King  George;  (2)  Causation, 
presided  over  by  Sir  Humphry  Rolleston 
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(Regius  Professor  of  Physic,  University  of 
Cambridge),  and  (3)  Treatment  presided  over 
by  Sir  E.  Farquhar  Buzzard  (Regius  Profes- 
sor of  Medicine,  University  of  Oxford).  The 
local  Hon.  Medical  Secretary  is  Dr.  Vincent 
Coates.  10,  Circus.  Bath.  England. 

Virginia  Doctors  Read  Papers  in  South  Caro- 
lina. 

Dr.  M.  Pierce  Rucker  and  Dr.  William  H. 
Higgins,  both  of  Richmond.  Va.,  were  among 
the  invited  guests  to  present  papers  before  the 
Malboro  County,  S.  C.,  Medical  Society,  at 
its  meeting  in  Bennettsville,  January  the  12th. 
Dr.  Reid  White, 

Lexington,  Va.,  has  been  appointed  physician 
to  Washington  and  Lee  University,  in  that 
place,  succeeding  the  late  Dr.  Robert  Glasgow. 
Tuberculosis  Workers’  Institute. 

A two  weeks’  course  for  tuberculosis  woi'k- 
ers  is  being  conducted  in  Richmond,  at  the 
School  of  Social  Work  and  Public  Health,  un- 
der the  auspices  of  the  Virginia  Tuberculosis 
Association  and  the  College  of  William  and 
Mary. 

Dr.  Philip  P.  Jacobs,  one  of  the  pioneers  in 
the  National  Tuberculosis  Association,  is  Di- 
rector of  this  institute,  which  is  one  of  four  he 
will  hold  in  1928.  One  of  the  other  institutes 
will  be  at  St.  Louis  and  two  on  the  Pacific 
Coast. 

Twenty  students,  representing  Virginia, 
South  Carolina,  Maryland,  Pennsylvania  and 
New  York,  are  enrolled  for  this  course. 
Urological  Association  of  South  Carolina. 

The  above  named  association  was  organized 
the  latter  part  of  1927,  at  a meeting  held  in 
Columbia.  Officers  are  Dr.  Milton  Weinberg, 
Sumter,  president ; Dr.  W.  B.  Lyles,  Spartan- 
burg, vice-president,  and  Dr.  Hugh  E.  Wyman. 
Columbia,  secretary. 

New'  Type  of  Open-Air  School  in  Paris. 

An  open-air  school  has  recently  been  estab- 
lished in  a thickly  populated  district  of  Paris. 
On  admission  each  pupil  is  given  a physical 
examination  by  a physician  and  a Binet-Simon 
mentality  test,  and  he  is  then  assigned  to  the 
school  work  w'hicli  the  examinations  indicate 
he  is  fit  for,  no  matter  what  his  chronological 
age  may  be.  Promotion  depends  on  the  re- 
sults of  later  examinations,  which  are  given 
every  three  months.  The  school  was  estab- 
lished on  the  initiative  of  Professor  Alfred 
Binet,  one  of  the  originators  of  the  Binet- 
Simon  mentality  tests. 


Dr.  Preston  to  Speak  in  Danville. 

Dr.  J.  W.  Preston,  Roanoke,  president  of 
the  Medical  Society  of  Virginia,  will  address 
the  Pittsylvania  County  and  Danville  Medical 
Society  at  its  regular  quarterly  meeting  in 
Danville,  March  the  13th.  Dr.  L.  E.  Fuller, 
of  Witt,  is  president,  and  Dr.  J.  A.  Hawkins, 
Danville,  secretary  of  the  Society. 

Dr.  Thomas  Boyd  Washington, 

Of  the  class  of  ’24,  Medical  College  of  Vir- 
ginia, has  returned  to  his  home  in  Richmond, 
Va.,  after  taking  a course  in  genito-urinary 
surgery  at  the  New  York  Polyclinic.  He  will 
be  associated  with  Dr.  A.  L.  Herring. 

Dr.  Bittle  C.  Keister, 

Formerly  of  this  State,  but  more  recently 
of  Washington,  D.  C.,  has  located  at  Harrison- 
burg, Va.,  for  the  practice  of  his  profession. 
Doctors  as  Bank  Directors. 

The  following  doctors’  names  have  been 
noted  as  members  of  the  boards  of  directors 
for  a number  of  Virginia  banks:  Dr.  W.  C. 
Powell,  Petersburg;  Dr.  J.  H.  Mapp,  Buena 
Vista;  Dr.  H.  A.  Spitler,  Middleburg;  Dr. 
Otis  Marshall,  Culpeper;  Dr.  C.  S.  Dodd, 
Petersburg;  Dr.  J.  M.  Williams,  Petersburg; 
Dr.  Granville  Eastham,  Rapidan;  Dr.  W.  W. 
Wilkinson,  La  Crosse;  Dr.  C.  P.  Hutchison, 
Purcellville;  Dr.  T.  W.  Hankins,  Fordwick; 
Dr.  Harry  T.  Hopewell,  Strasburg;  Dr.  Lewis 
Holladay,  Orange;  Dr.  E.  L.  Marshall,  Big- 
Island;  Dr.  E.  W.  Brown,  Washington;  Dr. 
James  G.  Brown,  Woodville;  Dr.  E.  W.  Twy- 
man,  Twymans  Mill;  Dr.  J.  P.  Hankins, 
Union  ville. 

The  U.  S.  Civil  Service  Commission, 

Washington,  D.  C.,  announces  the  following- 
open  competitive  examinations: 

Junior  Medical  Officer  (Interne) ; Social 
Worker  (Psychiatric)  and  Junior  Social 
Worker;  and  Graduate  Nurse,  Graduate  Nurse 
(Visiting  Duty)  and  Graduate  Nurse  (Junior 
Grade),  applications  for  ail  of  these  to  be 
rated  as  received  by  the  Commission  until  June 

3°; 

Assistant  Medical  Officer,  Associate  Medical 
Officer,  Medical  Officer,  and  Senior  Medical 
Officer,  applications  to  be  rated  as  received  by 
the  Commission  until  June  29;  and 

Physiotherapy  Aide,  and  Physiotherapy 
Pupil  Aide,  applications  for  these  to  be  on 
(ile  with  the  Commission,  not  later  than  Feb- 
ruary 25,  April  21  and  June  23,  1928. 
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Dr.  Robert  F.  Cline 

Has  returned  to  Ins  home  in  Winchester, 
Va.,  after  spending  a year  in  Chicago,  where 
he  has  been  taking  post-graduate  work. 

New  Children’s  Hospital  in  Atlanta. 

The  plans  for  a new  hospital  for  children 
under  12  at  Atlanta,  Ga.,  are  nearing  comple- 
tion. It  will  accept  all  types  of  cases  except 
contagious  diseases.  The  first  unit  will  have 
fifty  beds,  of  which  forty-two  will  he  for  pa- 
tients unable  to  pay.  The  hospital  is  made 
possible  through  the  gift  of  the  late  Thomas 
Egleston. 

Dr.  F.  Musgrave  Howell. 

Who  has  been  practicing  in  Lynchburg,  "\  a., 
for  some  time,  has  moved  to  Hopewell,  Va.. 
and  is  located  in  City  Point  Court.  He  will 
eontine  the  practice  of  his  profession  in  that 
place. 

An  Invitation  Has  Been  Issued 

By  the  Medical  Society  of  the  District  of 
Columbia  to  Virginia  physicians  visiting  in 
Washington,  D.  C..  to  make  their  Society  build- 
ing at  1718  M Street,  Northwest,  headquarters 
while  in  that  city.  Here  will  be  found  a 
library  containing  current  medical  literature, 
daily  lists  of  clinics  held  in  the  various  hos- 
pitals and  opportunities  for  making  personal 
contacts  with  the  local  profession. 

Dr.  E.  L.  Caudill, 

Recently  of  Narrows,  Va..  has  moved  to 
Elizabeth  ton,  Tenn.,  where  he  will  be  connected 
with  the  new  hospital  that  is  being  built  in 
that  place  and  will  be  engaged  in  general  prac- 
tice and  surgery. 

Virginia  Doctors  Attend  Meeting  in  Green- 
ville, S.  C. 

Virginia  doctors  who  attended  the  annual 
meeting  of  the  Southern  Section  of  the  Amer- 
ican Laryngological.  Rhinological  and  Oto- 
logical  Society  in  Greenvil’e,  S.  C.,  on  January 
the  28th.  are':  Drs.  J.  A.  White  and  Clifton 
M.  Miller,  of  Richmond  : Dr.  Clarence  Porter 
Jones,  of  Newport  News:  Dr.  IT.  S.  Hedges, 
Charlottesville,  and  Dr.  J.  R.  Gorman,  Lynch- 
burg. 

Prevalence  of  Venereal  Diseases. 

In  his  recent  report  to  Congress  Surgeon 
General  Gumming,  of  the  IT.  S.  Public  Health 
Service,  called  attention  to  the  importance  of 
scientific  studies  which  the  Service  is  conduct- 
ing in  an  effort  to  develop  more  effective  meas- 
ures of  prevention  and  treatment  of  the  vene- 
real diseases.  During  the  last  fiscal  year,  there 


were  reported  196,000  cases  of  syphilis  and 
160,000  cases  of  gonorrhea.  The  number  of 
Wassermann  tests  shows  an  increase  of  25  per 
cent  over  the  previous  year.  Over  a period  of 
many  years,  about  20  per  cent  of  all  patients 
treated  by  the  Public  Health  Service  in  its 
Marine  Hospitals  have  been  ill  as  a result  of 
the  venereal  diseases.  State  health  depart- 
ments show  great  variation  in  the  efficiency 
of  their  work  for  venereal  disease  control.  On 
the  whole,  the  report  states  that  facilities  for 
treating  indigent  patients  with  venereal  dis- 
eases are  most  inadequate  in  the  small  towns 
and  rural  districts  of  the  various  states. 

Two  Virginians  Graduate  From  Army  Medi- 
cal School. 

lieutenants  Jacob  C.  Harshbarger,  of  Port 
Republic,  Va..  and  Marion  W.  Ransone,  Hamp- 
ton, Va.,  were  among  the  forty-six  officers  who 
graduated  from  the  Army  Medical  School. 
Washington,  D.  C.,  on  January  the  31st.  Dr. 
Harshbarger  graduated  in  medicine  from  the 
University  of  Virginia.  Department  of  Medi- 
cine in  1926,  and  Dr.  Ransone  from  the  Medi- 
cal College  of  Virginia,  the  same  year. 

International  American  Institute  for  the  Pro- 
tection of  Childhood. 

This  institute,  formally  opened  in  Monte- 
video, June,  1927,  in  accordance  with  a plan 
adopted  at  the  Fourth  Pan-American  Child 
Congress,  held  at  Santiago,  Chile,  in  1924,  is 
to  serve  as  a center  of  information  concerning 
child-welfare  work  on  the  American  continent. 
Nine  Latin-American  countries  have  already 
joined  it — Argentina,  Bolivia,  Brazil,  Chile, 
Cuba,  Ecuador,  Peru,  Uruguay,  and  Vene- 
zuela. The  United  States  was  represented  at 
the  opening  ceremonies  and  on  the  governing 
council,  but  may  not  become  an  actual  member 
until  Congress  authorizes  such  action. 

Dr.  R.  Wilson  Selby, 

Recently  of  Middleburg,  Va.,  lias  just  moved 
to  Dover,  Pa.,  where  he  has  bought  the  home 
and  practice  of  Dr.  Curtis  J.  Hamme.  Dr. 
Hamme  has  gone  to  Edinburg,  Texas,  where 
he  will  be  interested  in  growing  citrus  fruit 
and  will  probably  continue  the  practice  of 
medicine. 

Dr.  Cumming  Re-appointed  Surgeon-Gen- 
eral. 

Dr.  Hugh  S.  Cumming,  of  Virginia,  was  re- 
cently re-nominated  by  the  President  to  be 
surgeon-general  of  the  U.  S.  Public  Health 
Service.  We  understand  that  this  nomination 
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was  confirmed  by  the  Senate  without  going  to 
a Committee. 

Dr.  Randolph  McCutcheon, 

Of  the  class  of  ’24.  Medical  College  of  Vir- 
ginia, is  now  located  at  Taplin.  TV.  Va. 

The  National  Society  for  the  Prevention  of 

Blindness, 

The  new  name  just  adopted  by  the  former 
National  Committee  for  the  Prevention  of 
Blindness,  has  issued  a report  which  shows 
that  their  organization  has  grown  from  two 
men  and  one  woman  in  1907  to  25.000  members 
at  the  beginning  of  1928.  It  now  costs  more 
than  $100,000  a year  to  carry  on  the  work  of 
preventing  blindness  and  conserving  vision 
generally  in  the  United  States.  Some  of  the 
other  interesting  statements  in  this  report  are 
that  it  costs  on  an  average  ten  times  as  much 
to  provide  an  education  for  a blind  child  as 
for  one  with  normal  siyht : that  the  frequency 
of  blindness  from  babies’  sore  eyes  has  been 
reduced  by  fifty  per  cent  during  the  last  twenty 
years:  that  other  serious  causes  of  blindness 
have  developed  in  America,  chief  among  these 
being  the  eve  hazards  of  industrial  occupations 
— eye  accidents,  eye  diseases  and  eyestrain  in- 
cidental to  the  daily  work  of  millions  of  men 
and  women.  Of  the  100.000  blind  persons  in 
the.  country.  15  000  are  believed  to  have  lost 
their  sight  in  this  way.  Among  the  othei 
serious  causes  of  blindness  are  trachoma,  the 
venereal  diseases,  and  the  accident  hazards  in 
public  and  home  life.  Mr.  Lewis  H.  Carris 
the  managing  director  of  the  Society,  states 
that  the  organization  is  now  directing  its 
efforts  against  all  of  the  above  named  causes 
of  blindness  as  well  as  ophthalmia  neonatorm 
and  is  devoting  its  resources  to  public  educa- 
tion concerning  general  care  of  the  eyes  and 
conservation  of  vision,  so  as  to  reduce  the  pro- 
portion of  our  population  handicapped  by 
seriously  defective  vision. 

Dr.  Emmanuel  U.  Wallerstein. 

Richmond,  has  just  been  elected  a member 
of  the  board  of  governors  of  Jefferson  Club, 
this  city  for  a two-year  term. 

Drs.  Peters  and  Handy  Associated. 

Drs.  William  B.  Peters  and  Frank  E. 
Handy.  Appalachia,  Ya.,  announce  the  form- 
ing of  a partnership  for  the  practice  of  medi- 
cine and  surgery.  Their  offices  are.  in  Peak'* 
Building  on  West  Main  Street,  that  place. 
Heads  Richmond  T.  B.  Association. 

Dr.  Garnett  Nelson.  Richmond,  has  been  re- 


elected president  of  the  Richmond  Tubercu- 
losis Association  for  192S. 

Italy  Decrees  Compulsory  Tuberculosis  In- 
surance. 

Compulsory  insurance  against  tuberculosis 
has  recently  been  decreed  by  the  Italian  Gov- 
ernment for  all  manual  workers,  whose  num- 
bers are  estimated  at  seven  and  a half  mil- 
lions. The  cost,  it  is  expected,  will  be  300,- 
000.000  lire  a year,  this  fund  to  be  supplied 
by  monthly  contributions  of  4 lire  for  each 
worker,  paid  in  equal  shares  by  the  worker 
and  his  employer.  Equipment  of  20.000  beds 
is  planned  for  the  first  ten  years  of  the  func- 
tioning of  the  decree. 

Wanted — 

By  technician,  extra  laboratory  work  to  do 
after  4 P.  M.  Thoroughly  experienced  in  all 
routine  examinations  including  Wassermanns. 
Willing  to  work  on  salarv  or  commission  basis. 
Address  “No.  102,  care  Virginia  Medical 
Monthly.”  (Adv.) 

Wanted: 

An  experienced  psychiatrist  as  assistant  in 
Glenwood  Park  Sanitarium.  Greensboro,  N.  C. 
Address  TT . C.  Ashworth,  M.  D..  owner. 
Greensboro.  N.  C.  (Adv.) 


Obituary 

Dr.  Isaac  Curd, 

Richmond.  Va..  died  February  2nd.  at  his 
home  in  this  city,  aged  92  years.  After  grad- 
uating from  Hampden-Sidney  College,  he 
studied  medicine  at  and  graduated  from  the 
Medical  College  of  Virginia,  Richmond.  He 
served  the  Confederacy  throughout  the  War 
Between  the  States.  Several  children  survive 
him. 

Dr.  Benjamin  Chapman  Goodwin 

Died  at  his  home  near  Buckner,  Va.,  Jan- 
uary the  18th.  in  the  85th  year  of  his  age.  He 
graduated  from  the  Medical  College  of  Vir- 
ginia in  1865  and  practiced  for  some  time  in 
Arkansas,  returning  to  Virginia  in  1894  and 
continuing  the  practice  of  his  profession  here. 
His  wife  and  two  daughters  survive  him. 

Dr.  Gregory  Ackermann, 

Wheeling.  TV.  Va.,  died  in  that  city  on  Jan- 
uary the  16th,  aged  seventy-five  years.  He  was 
one  of  the  oldest  members  of  the  West  Virginia 
State  Medical  Association  and  an  honorary 
member  of  that  society. 
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A PRELIMINARY  REPORT  UPON  THE 
MIDWIFE  SITUATION  IN  VIRGINIA.* 


By  GREER  BAUGHMAN,  M.  D.,  F.  A.  C.  S.,  Richmond,  Va. 

Professor  of  Obstetrics,  Medical  College  of  Virginia. 

The  material  upon  which  this  paper  is  based 
was  obtained  from  a study  of  the  midwife 
problem  in  Virginia  in  conjunction  with  Drs. 
H.  D.  Howe,  of  Hampton;  J.  Bolling  Jones, 
of  Petersburg;  William  R.  Martin,  of  Char- 
lotte Court  House;  H.  G.  Middlekauff,  of 
< Weyers  Cave;  L.  A.  Calkins,  of  the  Univer- 
sity of  Virginia,  and  Mary  E.  Brydon,  of 
Richmond,  who  were  appointed  by  our  Presi- 
dent, Dr.  J.  Shelton  Horsley,  to  study  the 
problem  and  report  to  the  Medical  Society  of 
Virginia. 

I wish  to  thank  these  zealous  colleagues  for 
their  interest  in  the  work  and  to  assure  the 
society  that  the  conclusions  that  have  been 
presented  to  them  are  the  result  of  a consid- 
erable amount  of  work  and  represent  the  com- 
bined thought  of  the  committee. 

We  found  that  the  2,431  doctors  of  the  state 
reported  68.2  per  cent  of  the  56,583  births, 
while  the  4,840  registered  miclwives  reported 
31.8  per  cent  of  the  births  in  1926.  There 
were  1,555  mid  wives  of  the  4,840  who  reported 
no  births  during  the  year,  while  2,052  reported 
less  than  live  apiece.  These  two  groups  may 
be  looked  upon  as  neighbors  or  friends  who 
helped  in  an  emergency  or  who  were  too  old 
to  engage  in  active  midwife  work.  There  re- 
main 1,233  who  might  be  considered  to  be  in 
fairly  active  practice.  Of  these  there  were 
twenty  who  delivered  more  than  fifty  and  only 
three  who  delivered  more  than  one  hundred. 

One  of  these  was  located  in  Lynchburg,  one 
in  Petersburg  and  one  in  Newport  News. 

We  found  that  more  than  twice  as  many 
people  live  in  rural  Virginia,  that  is,  in  towns 
of  less  than  one  thousand  inhabitants  and  the 
country,  than  in  towns  of  one  thousand  and  in 
the  cities.  With  the  doctors  it  is  exactly  op- 
posite, 1,624  live  in  cities  or  towns  of  1,000  or 


♦Read  at  the  fifty-eighth  annual  meeting  of  the  Medical  Society 
of  Virginia,  in  Petersburg,  October  18-20,  1927. 


over,  while  only  807  live  in  towns  less  than 
1,000  and  in  the  country.  In  the  cities  and 
large  towns  there  is  one  doctor  to  469  people, 
while  in  the  small  towns  and  the  country  one 
doctor  should  have  2,079  clients. 

Studied  from  another  angle,  we  found  that 
the  area  of  the  cities  and  towns  of  over  one 
thousand  was  464  square  miles,  while  the  rest 
of  the  state  contains  1,736  square  miles. 

With  the  above  facts  before  us,  it  seemed 
folly  to  advocate  the  extermination  of  the 
midwives.  The  women  of  the  cities  would 
suffer  but  little,  because  there  are  enough  doc- 
tors in  the  cities  to  cope  with  the  situation; 
besides,  the  dispensaries,  medical  students  and 
hospitals  take  care  of  many  charity  cases.  In 
fact,  in  the  cities,  except  in  a few  instances, 
because  of  local  conditions,  the  midwife  is  not 
a factor  to  be  considered.  In  the  country,  on 
the  other  hand,  with  few  doctors,  great  dis- 
tances to  travel,  and  a tremendous  obstetrical 
service,  much  of  which  would  be  absolute  char- 
ity, the  doctors  would  work  themselves  to 
death  and  die  broke. 

We  believe  that  midwives  are  necessary  at 
the  present  time. 

The  State  Board  of  Health  has  done  a splen- 
did piece  of  work  by  reducing  the  number  of 
midwives  in  the  State  from  nine  thousand 
very  ignorant  and  dirty  creatures,  to  four 
thousand  eight  hundred  and  forty,  only  one 
thousand  two  hundred  and  thirty-three  of 
whom  are  really  active.  Most  of  these  women 
have  the  rudiments  of  cleanliness,  if  nothing 
else.  Some  few  of  these  women  are  really 
competent. 

The  preference  of  women  to  act  in  the  capac- 
ity of  accouchers  has  a long  and  honorable 
history.  It  is  only  in  recent  years  that  men 
have  attempted  to  preempt  this  field  of  prac- 
tice. When  I studied  obstetrics,  a very  elabo- 
rate technic  was  described,  by  which  one  could 
catheterize  a woman  during  delivery  under  a 
sheet  without  exposing  her.  We  were  also  in- 
structed in  methods  of  examining  the  women 
and  delivering  while  the  vulva  was  draped. 
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On  the  continent  of  Europe  today,  normal  de- 
liveries are  done  by  well-trained  midwives, 
while  the  doctor  is  called  in  only  for  a serious 
emergency. 

This  problem  is  an  economic  one  as  well. 
The  doctor  has  not  the  time  to  sit  on  a normal 
primipara  for  twenty-four  hours  to  the  neg- 
lect of  his  other  patients  without  adequate  re- 
muneration. The  midwife,  who  frequently  is 
a neighbor,  is  willing  to  spend  her  time  for 
the  prominence  that  it  gives  to  her  in  the  com- 
munity, for  the  friendliness  that  she  has  for 
the  neighbor,  as  well  as  for  a chance  to  re- 
count or  to  hear  the  latest  gossip,  and  will 
consider  herself  well  paid  if  she  receives  only 
her  meals. 

The  solution  of  the  midwife  problem  is 
along  the  lines  that  the  State  Board  of  Health 
has  already  started — to  try  to  educate  the  pub- 
lic as  to  prenatal  care  by  means  of  courses 
of  instruction. 

We  wish  to  go  a step  further  and  urge  the 
establishment  of  dispensaries  at  strategic 
points  over  the  State  in  general,  or  private 
hospitals,  where  one  of  the  local  doctors  can 
meet  the  pregnant  women  who  have  been 
drummed  up  by  the  county  health  nurse,  ex- 
amine them,  their  urine,  and  give  them  in- 
structions as  to  the  way  to  live  during  their 
pregnancy.  A woman  with  good  prenatal 
care  is  more  than  half  delivered. 

The  toxemias  of  pregnancy  associated  with 
convulsions  will  account  for  about  half  of  ob- 
stetrical deaths.  The  cases  that  attend  our 
dispensary  do  not  have  convulsions,  because 
we  take  their  albumen  and  raised  blood  pres- 
sure seriously,  treat  them,  and  deliver  prema- 
turely if  necessary.  Prenatal  care  will  do 
more  than  reduce  the  obstetrical  mortality; 
it  will  gradually  do  away  with  the  midwives 
by  teaching  the  people  that  the  doctor  can  re- 
lieve them  from  death  and  discomfort. 

The  feeder  for  such  a dispensary  is  a high- 
<rrade  countv  nurse,  who  will  be  careful  to 
solicit  only  those  women  who  have  no  doctor. 

The  pathological  cases  will,  before  long, 
come  to  the  hospital  or  be  treated  by  local 
doctors.  It  will  be  but  a short  time  before 
the  normal  cases  will  be  seeking  hospitaliza- 
tion, or  will  demand  medical  delivery. 

The  full  pay  cases  can  take  care  of  them- 
selves; the  half-pay  and  the  indigent  cases 
are  the  problems. 

If  a definite  problem  and  a method  of  solu- 


tion is  presented  to  a community,  the  money 
for  carrying  out  the  plan  will  soon  be  pro- 
cured. 

Churches  are  erected  in  the  poorest  of  com- 
munities to  save  souls.  Hospitals  will  be 
erected  and  maintained  to  save  their  bodies 
and  to  make  the  future  citizens  healthy. 

26  North  Laurel  Street. 

Discussion. 

Dr  Mary  E.  Brydox,  State  Board  of  Health,  Rich- 
mond:— (First  part  of  this  discussion  omitted,  as 
the  reporter  was  absent  from  the  room).  This  com- 
mittee has  opened  our  eyes  to  one  thing  that  the 
nurse  can  do.  I have  talked  it  over  with  the  nurses 
and  find  them  delighted  at  the  prospect.  The  plan 
is  that,  in-so-far  as  she  is  able,  in  the  small  towns 
and  rural  districts  as  soon  as  the  information  is 
sent  her,  the  nurse  is  to  actually  take  the  preg- 
nant woman  to  her  chosen  family  physician.  The 
question  that  will  come  up  to  you  as  practicing  phy- 
sicians in  the  State  is  in  regard  to  the  indigent 
cases.  I mean,  if  the  nurse  brings  to  you  a patient 
and  tells  you  she  is  an  indigent  case,  if  you  find 
she  is  a normal  case,  will  you  be  willing  to  give  that 
woman  prenatal  instruction  even  if  she  has  arranged 
to  he  delivered  by  a midwife?  I hope  that  you 
will  be  willing  to  do  so,  and  I hope  that  you  will 
permit  the  midwife  also  to  come  to  your  office,  be- 
cause one  of  the  recommendat:ons  of  this  commit- 
tee is  that  every  midwife  be  under  the  supervision 
of  physicians.  That  is  our  aim,  and  I hope  that 
with  your  help  it  may  be  eventually  carried  out. 

Dr.  Baughman,  closing  the  discussion:  I should 
like  to  have  some  of  you  men  say  whether  we  are 
on  the  right  track  or  not.  We  have  done  a lot  of 
work  on  this  report,  and  we  have  some  country  men 
on  the  committee,  but  we  do  not  want  to  keep  going 
in  the  direction,  as  indicated  by  the  report,  if  we 
are  on  the  wrong  track.  I should  like  to  have  you 
say  something  adverse  to  this  if  you  feel  that  way. 
If  we  are  right,  say  so,  and  give  us  your  co-opera- 
tion. 


(Dr.  Horsley,  President,  asked  for  an  expression 
of  approval.  Several  ayes;  no  noes.) 


THE  TREATMENT  OF  DIABETES  IN 
YOUNG  CHILDREN.* 

By  CLAIBORNE  WILLCOX,  M.  D.,  Norfolk,  Va. 

It  is  my  purpose  in  this  paper  to  present  to 
you  the  treatment  of  diabetes  in  young  chil- 
dren. I chose  <this  subject  not  because  I had 
anything  new  to  offer  on  diabetes,  but  be 
cause,  in  the  last  four  years,  I have  had  four 
cases  in  children  under  two  years  of  age  and 
from  them  have  learned  that,  while  the  gen- 
eral problem  is  the  same,  in  children  of  this 
a<re  there  are  difficulties  not  encountered  in 
adults  and  older  children.  These  special  fea- 
tures I will  endeavor  to  emphasize. 

•Read  at  the  fifty-eighth  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Petersburg,  October  18-20,  1^27. 
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In  the  preinsulin  days  it  was  practically  an 
established  fact  that  a young  child  with  dia- 
betes was  doomed  to  early  death,  an  average 
life  of  little  more  than  two  years,  from  date 
of  onset,  under  the  most  favorable  circum- 
stances and  what  of  life  it  had  was  in  a most 
unhappy  condition  of  under  nutrition  and  in- 
validism. Insulin,  as  you  know,  has  brought 
about  a complete  change,  lengthening  their 
expectancy,  enabling  them  to  live  comfortably, 
to  carry  on  normal  activity  and  growth,  all 
with  the  possibility  of  great  improvement  and, 
in  the  light  of  experimental  work,  indicating 
regeneration  of  the  pancreas,  even  with  hope 
of  ultimate  cure.  In  contrast  to  adults,  at  least 
90  per  cent  of  children  require  insulin  and 
probably  of  the  very  young  100  per  cent  do. 

Joslin  gives  us  a good  idea  of  the  results  of 
treatment  of  diabetic  children  in  the  past  and 
present  in  a paper  published  in  the  Journal  of 
the  American  Medical  Association  in  January, 
1927.  He  reports  395  children  with  onset  of 
diabetes  before  15  years  of  age  and  divides 
them  into  three  periods  as  follows:  1898  to 
1914,  60  cases  of  which  only  one  is  still  living; 
1914  to  1922,  169  cases  of  which  there  are  52 
living;  1922-1926,  165  cases  of  which  147  are 
still  living.  Those  who  have  died  in  the  insulin 
period  have  outlived  those  in  the  other  two 
periods.  In  the  same  article  he  says  that  the 
child  diabetic  is  deserving  of  unusual  consid- 
eration and  care  because  it  is  the  pure  diabetic, 
the  uncomplicated  case,  from  which  we  may  ex- 
pect to  learn  much  as  to  prognosis,  possible 
cure,  diabetic  cause  of  death,  etc.,  and  sug- 
gests that  a child  under  one  year  of  age  de- 
veloping diabetes  is  worthy  of  a medical  en- 
dowment. 

The  indications  for  the  treatment  of  diabetes 
in  children  are  the  same  as  in  adults,  only  more 
urgent  because  the  disease  is  more  acute.  Diet 
which  will  take  care  of  the  patient’s  needs  for 
activity  and  growth  plus  enough  insulin  to 
make  the  extra  food  available  and  keep  the 
patient  aglycosuric  with  normal  blood  sugar 
to  permit  pancreatic  rest,  and  possible  regene- 
ration of  the  islands  of  Langerhans,  is  the 
essential  part  of  the  treatment;  to  which  must 
be  added  general  hygiene  protection  against 
coma,  hypoglycemia,  infections  of  all  kinds  and 
gastro-intestinal  upsets. 

Dibt.  In  working  out  a diabetic  diet  we 
must  have  several  factors  in  mind,  viz. : protein 
requirements,  total  caloric  requirements,  and 


relation  between  ketogenic  and  anti-ketogenic 
substances.  The  diet  should  be  calculated  on 
the  expected  weight  for  age  rather  than  the 
actual  weight  which  is  usually  subnormal. 
Adults  require  two-thirds  of  a gram  of  protein 
per  kilo  of  body  weight  but  children,  because 
of  the  factor  of  growth,  require  more  and, 
while  there  is  not  universal  accord  on  the  sub- 
ject, it  is  probably  best  to  allow  from  one  and 
cne-half  to  three  grams  per  kilo.  One  of  my 
cases  is  doing  well  on  two  while  another  re- 
quires three.  The  necessary  protein  having 
been  determined  the  balance  of  the  diet  is  dis- 
tributed between  the  fat  and  carbohydrates  in 
a proportion  not  greater  than  1.5  to  1.  Some 
have  and  do  use  higher  fats,  but  young  chil- 
dren being  particularly  liable  to  acidosis  and 
gastro-intestinal  upsets  it  has  seemed  wise  not 
to  go  beyond  the  above  ratio.  In  working  out 
our  proportions  it  is  necessary  to  remember 
that  58  per  cent  of  the  protein  and  10  per  cent 
of  the  fat  must  be  reckoned  as  glucose  and  46 
per  cent  of  the  protein  as  fat. 

To  begin  with,  the  patient  is  put  on  a main- 
tenance diet,  often  well  supplied  by  milk  and 
orange  juice,  for  a few  days  without  insulin. 
The  21-hour  specimens  of  urine  are  examined 
and  the  amount  of  insulin  determined  by  the 
amount  of  glucose  excreted — one  unit  of  in- 
sulin to  each  two  grams  of  glucose  in  the  ordi- 
nary case.  From  this  the  diet  is  gradually  in- 
creased to  the  final  one  as  determined  by  the 
patient’s  caloric  needs,  enough  insulin  being 
given  to  take  care  of  the  added  food.  The 
time  of  feeding  is  important.  Young  children 
usually  need  more  than  three  feedings  daily. 
It  is  desirable  too  to  distribute  the  food  in 
such  a manner  that  the  bulk  of  the  carbohy- 
drates will  be  taken  at  meals  preceded  by  insu- 
lin. Individuals  require  special  arrangements 
as  shown  by  one  of  my  patients  who  persisted 
in  having  a mild  insulin  reaction  at  four  P.  M., 
eight  hours  after  her  morning  dose  of  insulin 
with  two  meals  intervening.  The  addition  of 
orange  juice  given  at  three  P.  M.  prevented 
this  occurrence  from  continuing. 

The  young  child  is  normally  on  a somewhat 
restricted  diet,  the  diabetic  no  less  so  and  this, 
together  with  the  tendency  of  these  little  pa- 
tients to  tire  of  this  or  that  food,  often  taxes 
one’s  ingenuity  in  selecting  a diet. 

Insulin.  So  far  as  is  known  at  present 
insulin  is  not  a cure  for  diabetes  though  in- 
valuable in  conjunction  with  proper  dietetic 


752 


VIRGINIA  MEDICAL  MONTHLY 


[March, 


measures,  but  its  use,  because  of  certain  dan- 
gers, necessitates  even  more  careful  dieting 
than  without  it. 

Invaluable  as  insulin  is  in  diabetes  in  gen- 
eral, it  is  even  more  so  in  children  because, 
while  a large  percentage  of  adults  can  get 
along  on  diet  alone,  nearly  all  children  re- 
quire insulin  too  and  with  it  can  live,  grow 
and  follow  their  normal  activities.  I think  too 
it  is  fair  to  say  that  diabetic  children  properly 
treated,  in  appearance  at  least,  equal  or  even 
surpass  normal  ones.  And  while  it  is  yet  too 
early  to  make  positive  statements,  insulin  cer- 
tainly offers  these  unfortunate  children  some 
hope  of  cure. 

The  question  of  dosage  is  an  individual  one 
and  must  be  worked  out  in  each  case.  In  gen- 
eral one  unit  of  insulin  will  burn  from  one  to 
two  grams  of  glucose.  Determination  of  the 
amount  of  sugar  in  the  21-hour  specimen  gives 
the  clue  to  the  proper  dosage.  It  should  bo 
given  with  care  and  it  is  well  to  start  with 
less  .than  the  estimated  needs,  gradually  in- 
creasing the  dose,  being  guided  by  urinalysis 
and  blood  sugar  determinations.  The  time  of 
administration  is  important.  If  10  units  or 
less  is  the  daily  requirement  it  can  usually  be 
given  in  a single  dose  15  minutes  before  break- 
fast. From  10  to  30  units  in  two  doses  at  12- 
hour  intervals,  before  breakfast  and  supper. 
More  than  this  is  probably  best  given  in  three 
doses. 

Hypoclycemia  (insulin  shock)  : When 
enough  insulin  is  given  to  reduce  the  blood 
sugar  below  normal,  a characteristic  train  of 
symptoms  follow — hunger,  restlessness,  sweat- 
ing, strabismus,  tachycardia  and  finally,  con- 
vulsions and  collapse.  Fortunately,  we  have 
a specific  treatment  for  the  condition,  viz.: 
the  administration  of  sugar  as  such  or  in  sub- 
stances in  which  it  is  readily  available.  Ad- 
ministration of  glucose  bv  mouth  is  usually  all 
that  is  necessary,  lmt  in  severe  cases  it  often 
has  to  be  given  by  rectum,  intraperitoneally 
or  intravenously.  In  most  instances,  response 
to  treatment  is  prompt  as  indicated  by  the  dis- 
appearance of  symptoms,  but  not  always  as  in 
the  case  of  one  of  my  patients  who  went 
into  insulin  shock  three  and  one-half  hours 
after  her  usual  breakfast  and  insulin.  She  re- 
quired six  ounces  of  orange  juice,  two  tea- 
spoonfuls of  cane  sugar,  several  cakes  and 
nearly  an  hour  to  be  relieved.  Sometimes  the 
question  arises — are  certain  symptoms  due  to 


hypoglycemia?  Where  there  is  any  doubt, 
it  is  wise  to  give  orange  juice  immediately. 

It  is  said  that  insulin  shock  occurs  whenever 
the  blood  sugar  becomes  subnormal,  but  there 
is  considerable  variation  in  the  blood  sugai 
level  at  which  it  does  occur  and  I have  seen 
many  times  blood  sugars  below  normal  with- 
out symptoms. 

Coma.  Many  diabetic  children  are  in  or 
have  impending  coma  when  first  seen  and  their 
tendency  to  acidosis  makes  it  more  frequent. 
When  it  occurs,  the  patient  should  be  put  to 
bed,  warmth  applied,  an  enema  given,  fluids 
forced,  and  urinalysis  and  blood  sugar  done. 
From  10  to  30  units  of  insulin  are  given,  re- 
peating at  two  hour  intervals  till  blood  sugar 
becomes  normal.  The  patient  is  then  put  on 
a diet  plus  insulin  as  in  an  ordinary  case  of 
diabetes.  Insulin  is  specific  for  coma  and  I 
know  of  nothing  that  so  nearly  resembles  ac- 
tually pulling  vour  patient  back  from  the 
grave.  There  is  a great  deal  of  variation  in 
(he  amount  of  insulin  required  for  these  cases. 
One  of  mine  developing  every  symptom  of 
coma  after  two  years  of  treatment  required 
only,  a single  dose  of  15  units,  while  another 
in  coma  when  first  seen  with  blood  sugar  of 
(‘>10  required  80  units. 

One  of  the  problems  that  insulin  has  given 
us  is  the  optimum  state  of  nutrition  for  a 
diabetic  child.  I am  inclined  to  agree  with 
those  who  believe  that  we  should  try  to  keep 
them  normal  in  weight  and  height.  Several 
well  known  workers  have  shown  that  under 
these  conditions  they  do  well,  often  gaining 
tolerance. 

We  must  be  watchful  of  our  diabetic  chil- 
drens’ general  health  insuring  them  adequate 
rest,  play  and  fresh  air.  We  must  care  partic- 
ularly for  infected  teeth  and  tonsils,  guard 
them  against  infections  of  all  kinds  and  gastro- 
intestinal upsets.  One  of  my  cases  with 
badty  infected  tonsils  was  almost  at  a stand- 
still. The  tonsils  were  removed  without  anaes- 
thesia either  local  or  general  with  surprisingly 
little  discomfort  and  almost  no  interruption 
of  her  diabetic  regime.  Since  the  operation 
this  child  has  improved  much  more  rapidly. 

Success  in  the  treatment  of  young  children 
with  diabetes  is  largely  dependent  upon  edu- 
cation of  the  parents.  They  must  be  taught 
food  values,  to  weigh  and  measure  diets,  to 
administer  insulin,  to  do  urinalysis,  to  recog- 
nize the  symptoms  of  hypoglycemia  and  coma 
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and  how  to  combat  them.  All  of  this  requires 
time  and  much  patience  but  it  is  absolutely 
necessary  to  teach  these  parents  all  we  possi- 
bly can  about  the  disease.  It  is  advisable  to 
cet  them  a book  on  the  subject.  (Joslin’s 
Manual  for  Diabetics  is  a useful  one). 

The  ideal  is  to  get  your  patient  on  a diet 
and  insulin  dosage  on  which  it  will  live,  grow 
and  develop  with  a normal  blood  sugar,  per- 
mitting pancreatic  rest  and  possible  regenera- 
tion of  the  islands  of  Langerhans.  Practically, 
this  ideal  in  young  children  is  well  nigh  un- 
attainable because  of  certain  difficulties  and  a 
more  narrow  margin  of  safety.  Normal  chil- 
dren below  two  years  are  subject  to  certain 
dietetic  restrictions  which  are  certainly  no  less 
applicate  to  diabetics,  making  selection  of  diet 
more  difficult.  They  are  more  liable  to  acidosis 
and  gastro-intestinal  upsets.  Thev  do  not  rec- 
ognize symptoms  of  hypoglycemia,  so  much 
more  care  has  to  be  exercised  to  guard  against 
and  correct  them,  which  adult  diabetics  can 
do  for  themselves.  If  we  are  too  zealous  in 
keeping  our  patients  sugar  free  we  may  go  too 
far  and,  to  be  safe,  it  is  almost  necessary  to 
allow  a trace  of  sugar  in  urine  once  or  twice 
daily. 

Catheterization  with  its  dangers  is  more 
often  necessary  in  children.  The  value  of 
blood  sugar  estimation  is  great,  but  any  one 
who  has  repeatedly  to  withdraw  5 c.c.  of  blood 
from  the  vein  of  a child  of  18  months  will 
testify  to  the  technical  difficulties. 

In  conclusion,  let  me  say  that,  while  the 
ideal  is  not  often  attained  in  these  cases,  by 
aspiring  to  it  we  can  carry  them  along  (al- 
ready children  with  diabetes  in  the  insulin 
period  have  outlived  their  expectancy  before 
it),  comfortable,  well  nourished  and  happy  to 
an  age  of  greater  co-operation,  always  with 
the  hope  that  with  improved  methods  and 
greater  knowledge  we  will  do  better. 

812-814  Medical  Arts  Building. 

Discussion 

Dr.  M.  S.  Fitciiett,  Norfolk:  I think  one  very 
important  and  interesting  point  Dr.  Willcox  has 
brought  out  is  that  he  has  seen  four  cases  of  dia- 
betes occurring  under  two  years  of  age.  I have 
given  considerable  effort  to  finding  out  the  inci- 
dence or  frequency  of  diabetes  in  children  under  two 
years  of  age,  and  I have  been  unable  to  arrive  at 
any  definite  idea  as  to  how  frequent  it  might  be. 
I believe  that  I have  been  unable  to  find  reports  in 
the  literature  that  has  been  available  to  me  during 
the  past  two  or  three  years,  of  more  than  eight  or 
ten  cases;  and  I think  that  his  experience  of  hav- 
ing seen  four  cases  under  two  years  of  age  is  cer- 


tainly very  extraordinary.  Dr.  Joslin  says  that  in 
his  large  series  of  diabetics  about  seven  or  eight 
per  cent  of  them  have  been  in  children.  It  is  im- 
possible to  tell  from  any  statement  he  has  made 
what  percentage  of  those  chldren  have  been  under 
two  years  of  age.  He  reports  in  his  case  reports 
only  one  or  two  cases  under  two  years  of  age. 

Speaking  of  this  infantile  diabetes,  I think  we 
might  say  that  if  the  true  cause  of  diabetes  is  ever 
discovered  it  will  undoubtedly  he  discovered  in  the 
study  of  these  early  infantile  cases,  chiefly  because 
of  the  fact  that  these  cases  are  uncomplicated — un- 
complicated by  the  degenerative  diseases  that  are 
common  in  older  people.  The  same  thing,  I think, 
can  be  expected  in  the  true  pathology  that  might  be 
developed  as  a constant  find  ng  in  diabetes,  for  the 
same  reason.  Dr.  Warren,  in  Boston,  has  recently 
published  a report  on  the  pathology  in  ten  cases  of 
juvenile  diabetes,  and  he  states  that  he  found  actual 
pathology  in  only  two  cases — in  one  in  the  pan- 
creas, which  he  describes  as  being  lymphocytic  infil- 
tration; in  the  other  case,  three  years  of  age,  he 
says  there  was  a definite  fibrosis  of  the  islands. 

Speaking  of  these  very  young  cases,  the  symptoms 
are  virtually  the  same  as  in  older  people.  The  com- 
plications are  said  to  be  more  frequent,  possibly 
with  the  exception  of  gangrene.  Possibly  the  most 
frequent  complication  of  these  cases  is  coma  and 
skin  complications.  As  to  the  treatment,  I agree 
with  the  general  principles  of  the  treatment  Dr. 
Willcox  uses.  I doubt  if  it  is  possible  to  attain 
in  these  cases  of  young  children  what  is  said  to 
be  the  ideal  to  be  strived  for  in  any  diabetic  condi- 
tion— that  is,  the  maintenance  of  a normal  blood 
sugar.  I agree  with  Dr.  Willcox  that  it  is  neces- 
sary in  these  cases,  probably,  to  have  a trace  of 
sugar  at  least  once  a day. 

I have  had  only  one  case,  which  I started  treating 
about  two  and  a half  years  ago  at  eighteen  months 
of  age.  The  child  has  grown  and  developed  physi- 
cally and  mentally.  I have  had  the  complete  coop- 
eration of  the  child’s  mother,  who  has  examined  a 
specimen  of  every  urine  passed  during  the  two  and 
a half  years  and  has  a very  accurate  record  of  the 
findings. 

Dr.  Wiixcox,  closing  the  discussion-  Theoreti- 
cally, diabetics  should  be  kept  sugar  free  with  a 
normal  blood  sugar,  and  yet  the  case  Dr.  Fitchett 
mentioned  and  the  two  I reported,  in  which  we  have 
allowed  a trace  of  sugar  in  the  urine,  have  continued 
to  improve.  They  have  grown,  increased  in  weight 
and  height,  developed  mentally  and  in  every  way, 
and  seemed  to  continue  to  improve  under  those  con- 
ditions. 


END-RESULTS  AFTER  HARELIP 
OPERATIONS* 

By  JOHN  S.  HORSLEY,  Jr.,  M.  D.,  Richmond.  Va. 

Head  of  the  Department  of  Plastic  Surgery  of  St.  Elizabeth's 
Hospital. 

Harelip  is  a congenital  malformation  due 
to  failure  of  proper  closure  of  the  embryonic 
clefts  which  enter  into  the  formation  of  the 
lip.  The  fissures  may  occur  on  the  right  or 
left  side  of  the  midline,  giving  rise  to  the 
variety  known  as  unilateral  or  single  harelip. 

♦Read  before  the  fifty-eighth  annual  meeting  of  the  Medical. 
Society  of  Virginia,  at  Petersburg,  October  18-20,  102?. 
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Sometimes  a fissure  occurs  on  each  side  of  the 
midline,  and  this  constitutes  a bilateral  or 
double  harelip.  A very  rare  form  may  appear 
in  the  midline,  causing  a median  harelip. 
Only  seldom  is  there  associated  with  harelip 
a deformity  of  the  lower  lip. 

Single  and  double  harelips  may  be  complete 
or  incomplete.  A wide  degree  of  variation  of 
the  deformity  may  occur.  In  my  experience 
the  most  common  types  in  order  of  frequency 
are:  (1)  complete  unilateral,  (2)  complete 
bilateral,  and  (3)  incomplete  unilateral,  in 
which  there  is  a flared  deformity  of  the  nos- 


Fig.  1 — Master  L.  D.,  acre  8 years  on  admission.  Right  in- 
complete unilateral  harelip  with  slight  deformity  of  right 
nostril. 

Fig.  2 — Master  L.  D.,  nine  months  after  operation  for  cor- 
rection of  harelip  and  deformed  right  nostril. 

tril  and  abnormal  tissue  above  the  actual  cleft 
(Figures  1,  3,  5,  7 and  9). 

This  paper  will  include  primarily  a discus- 
sion of  single  harelips.  In  complete  single 
harelip  the  fissure  extends  into  the  nostril. 
The  width  and  shape  of  the  fissure  varies  con- 
siderably from  a narrow  margin  to  a wide 
triangular  or  quadrilateral  defect.  When  the 
child  cries  or  smiles  the  width  of  the  fissure 
is  increased.  The  margins  are  lined  by  mucous 
membrane,  which  is  continuous  with  that  of 
the  under  surface  of  the  lip.  Towards  the 
nostril  the  mucous  lining  usually  becomes  nar- 
rower and  tapers  off  to  a point.  Often  the 
mucous  membrane  extends  into  the  nostril.  A 
narrow  strip  of  skin  at  the  upper  end  of  the 
cleft  is  present  on  each  side;  the  nostril  itself 
is  flared  and  flattened  to  an  extent  depend- 
ing upon  the  width  of  the  fissure  in  the  lip. 
The  outer  margin  of  the  nostril  is  usually 
stretched  and  thinner  than  normal.  The  lip 
may  be  closely  or  only  loosely  attached  to  the 
maxilla  and  of  unequal  thickness  on  the  two 
sides  of  the  fissure.  The  frenum  is  frequently 


large  and  presents  a conspicuous  fold.  The 
degree  of  development  of  the  lip  is  a very  im- 
portant factor  both  from  the  operative  and 
cosmetic  points  of  view. 

Time  for  Operation 

At  birth  the  deviation  from  normal  is  quite 
marked,  but  not  as  marked  as  it  will  be  later 
on  if  the  harelip  is  allowed  to  remain  open 
or  is  improperly  closed.  Therefore,  the  earlier 
and  the  more  accurately  the  lip  is  repaired, 
the  better  the  ultimate  result  will  be.  Early 
closure  of  the  lip  will  improve  the  appear- 


Fig.  3 — Master  A.  S..  age  4 years  on  admission.  Left  complete 
unilateral  harelip  with  flattened  and  flared  deformity  of 
left  nostril.  This  preliminary  photograph  appeared  in  an 
article  “Harelip  and  Cleft  Palate,”  by  the  authoi,  “Vir- 
ginia Medical  Monthly,"  March.  1927. 

Fig.  4 — Master  A.  S..  sixteen  months  after  operation  for  cor- 
rection of  left  harelip  and  deformed  left  nostril. 

ance  of  the  face  and  assure  proper  facial  de- 
velopment and  contour.  The  most  desirable 
time  to  correct  the  harelip  is  within  the  first 
few  weeks  after  birth.  If  there  is  an  asso- 
ciated cleft  in  the  anterior  alveolar  process, 
this  should  be  closed  before  the  lip  is  sutured, 
unless  the  alveolar  fissure  is  very  narrow. 

Before  any  attempt  is  made  to  correct  this 
deformity,  it  is  highly  important  to  see  that 
the  nutrition  of  the  patient  is  at  its  best.  Rick- 
ets, secondary  anemia,  upper  respiratory  and 
middle  ear  infections  are  frequently  causes  for 
postponing  such  an  operation.  Babies  who 
have  been  fed  entirety  or  largely  on  condensed 
milk  or  preparations  containing  a high  car- 
bohydrate content  and  an  improper  protein 
and  fat  balance  may  look  well,  but  careful 
examination  will  show  flabby  tissues,  and 
operations  upon  such  babies  will  usually  give 
rather  severe  post-operative  reactions  and  in 
a great  many  cases  an  unsatisfactory  operative 
result.  It  is  usually  unwise  to  change  mark- 
edty  the  customary  feeding  formula  of  a baby 
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immediately  preceding  or  following  such  an 
operation,  as  a change  may  upset  him. 

Types  or  Operations 

The  operation  which  I perform  for  single 
harelip  is  a modification  of  the  Rose  method. 
Before  the  lip  is  repaired  it  is  always  impor- 
tant to  have  a good  foundation  for  the  lip  to 
rest  upon  and  not  one  that  produces  marked 


Fig.  5 — Master  L.  M.,  age  7 months  on  admission.  Right  com- 
plete unilateral  harelip  and  cleft  palate  with  marked  flat- 
tened and  flared  deformity  of  right  nostril  and  protruding 
anterior  alveolar  process. 

Fig.  6 — Master  L.  M.,  thirteen  months  after  operation  for  cor- 
rection of  cleft  of  anterior  alveolar  process,  harelip  and 
deformed  right  nostril. 

irregularities  and  constant  tension.  If  the 
alveolar  process  is  cleft,  and  particularly  if 
there  is  a marked  protrusion  of  one  of  these 
processes,  this  deformity  should  be  corrected 


Fig.  7 — Baby  girl,  N.  G.,  four  months  old  on  admission.  Left 
complete  unilateral  harelip  and  cleft  palate  with  marked 
flattened  and  flared  deformity  of  the  left  nostril  and  a 
protruding  anterior  alveolar  process.  This  preliminary 
photograph  appeared  in  an  article  “Harelip  and  Cleft 
Palate/’  by  the  author,  “Virginia  Medical  Monthly/’  March, 
1927. 

Fig.  8 — Baby  girl,  N.  G.,  two  years  after  first  operation  for 
correction  of  harelip,  deformed  nostril  and  cleft  of  anterior 
process.  At  the  time  of  the  operation  on  the  cleft  palate, 
a small  secondary  operation  was  performed  on  the  left 
nostril. 

first.  Thorough  mobilization  of  the  surround- 
ing tissues  from  within  the  mouth,  keeping  the 
dissection  close  to  the  maxilla,  is  very  im- 
portant in  the  repair  of  harelip  in  order  to  se- 


cure union  without  points  of  tension.  The  at- 
tachments of  the  deformed  nostril,  as  well  as 
the  lip,  must  be  dissected  free  from  the  maxil- 
lary bone.  A successful  operation  for  harelip 
requires:  (1)  that  the  muco-cutaneous  border 
of  the  lip  be  accurately  approximated;  (2)  that 
after  suturing,  the  lip  be  free  from  tension;  (3) 
that  the  mucosa  of  the  lip  at  the  point  of  su- 
ture be  equally  and  slightly  over-corrected;  (4) 
that  the  accompanying  deformity  of  the  nos- 
tril be  corrected.  In  many  cases,  in  order  to 
relieve  tension  on  the  line  of  suture,  adhe- 
sive strips  may  be  applied  to  the  face  in  the 
so-called  “butterfly”  fashion  and  kept  in  place 
during  the  period  of  healing. 

Secondary  Operations 
Frequently  I encounter  patients  upon  whom 
the  result  of  an  operation  is  not  as  good  as  it 


Fig.  9 — Baby  girl,  A.  C.,  two  years  old  on  admission.  Right 
complete  unilateral  harelip  and  cleft  palate  with  flared  and 
flattened  deformity  of  right  nostril  and  marked  protrusion 
of  the  anterior  alveolar  process. 

Fig.  10 — Baby  girl,  A.  C.,  eight  months  after  repair  of  hare- 
lip, deformity  of  right  nostril  and  cleft  in  anterior  alveolar 
process. 

might  be.  Often  these  cases  are  sent  to  me 
primarily  for  the  closure  of  a cleft  palate. 
The  lip  has  usually  been  operated  upon  in  in- 
fancy, months  or  years  previously.  Most  of 
these  patients  are  young  adults,  especially 
young  women.  Although  satisfied  during  in- 
fancy and  childhood  with  a poorly  repaired 
harelip,  when  they  are  older  and  learn  that 
their  appearance  can  be  improved  greatly  by 
a relatively  small  operation,  they  naturally  are 
anxious  to  have  this  improvement  made. 
Sometimes  the  results  of  my  own  primary 
operations  have  not  entirely  satisfied  me.  In 
such  cases  I perform  small  secondary  opera- 
tions in  order  to  improve  the  appearance  of 
the  patient.  In  some  cases  of  extreme  deform- 
ity, especially  in  double  harelip  and  where  a 
markedly  protruding  alveolar  process  exists. 
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it  is  often  impossible  to  obtain  an  entirely 
satisfactory  result  from  the  primary  operation 
alone.  These  more  severe  deformities  are  cus- 
tomarily accompanied  by  a cleft  palate,  and 
when  it  is  repaired  the  small  secondary  lip 
operation  can  be  performed  at  the  same  time 


Fig.  11 — Miss  M.  G.  on  admission.  Notched  deformity,  con- 
spicuous lip  scars  and  irregular  redundancy  of  lip  mucosa 
following  attempt  at  repair  of  left  incomplete  unilateral 
harelip  elsewhere  during  infancy. 

Fig.  12 — Miss  M.  G.  six  months  after  secondary  operation  for 
correction  of  deformity  following  unsuccessful  repair  of 
harelip  elsewhare. 

without,  an  added  risk  or  inconvenience  to  the 
patient. 

In  my  experience,  the  most  common  condi- 
tions for  which  secondary  operations  have  to 
be  done  are,  in  order  of  their  frequency,  (1)  a 
notched  lip,  (2)  a flared  deformity  of  the 
nostril  associated  with  the  harelip.  (3)  a con- 
spicuous irregular  scar  with  an  uneven  muco- 
cutaneous line,  and  (4)  occasionally  redun- 
dancy of  the  mucous  membrane  of  the  lip  mar- 
gin (Figure  11).  The  most  difficult  of  these 
so-called  “secondary  deformities”  to  correct 
is  the  flattened  and  flared  nostril. 

Results 

The  end-results  following  harelip  operations 
cannot  be  accurately  ascertained  under  six 
months’  time.  The  accompanying  photo- 
graphs will  illustrate  the  results  in  several 
types  of  single  harelip  deformities.  (Figuras 
2,  4,  6,  8,  10  and  12). 

The  following  points  are  important  to  ob- 
tain good  end-results  after  harelip  operations: 

1.  The  primary  operation  should  be  per- 
formed as  early  as  possible,  provided  the  gen- 
eral condition  of  the  patient  is  good. 

2.  A carefully  performed  initial  operation 
is  necessary,  the  lip  margins  being  accurately 
approximated  without  undue  tension. 

3.  Painstaking  attention  should  be  paid  to 
the  post-operative  course. 


4.  Two  weeks  after  the  patient  is  discharged 
from  the  hospital,  massage  of  the  operative 
area  with  cocoa  butter  for  several  minutes 
twice  daily  will  soften  up  the  scar  and  greatly 
improve  the  appearance  and  function  of  the 
area  operated  upon. 

5.  Routine  check-up  examinations  of  all  pa- 
tients from  six  to  twelve  months  after  opera- 
tion should  be  made  and,  if  indicated,  second- 
ary operations  performed. 

617  West  Grace  Street. 

Discussion. 

Dk.  W.  H.  Goodwin,  University : I have  been  very 
much  interested  in  the  plastic  work  of  Dr.  Horsley 
and  results  of  his  recent  work  have  been  excellent. 

I was  much  impressed  with  the  good  result  ob- 
tained in  the  case  with  such  a bad  unilateral  cleft 
and  particularly  with  the  secondary  operation. 

Plastic  surgery  is  not  an  easy  branch  of  the  art. 
It  requires  training  and  skill  and  also  much  patience 
on  the  part  of  the  surgeon  as  well  as  patience  on 
the  part  of  the  parents  of  the  babies  with  harelip 
and  cleft  palate.  Dr.  Horsley  brought  out  clearly 
the  errors  of  development  in  these  cases  and  the 
various  types  of  them,  and  emphasized  particularly 
the  unilateral  harelip  or  cleft  lip,  as  it  is  sometimes 
called.  There  is  a great  diversity  of  technique  in 
the  repair  of  these  lips,  but  after  all  the  most  sim- 
ple method  is  the  best.  The  complicated  flap  opera- 
tions are  sometimes  necessary  but  are  liable  to  lead 
us  into  trouble.  As  physicians,  we  should  urge 
operation  at  the  earliest  possible  time,  since  func- 
tion and  cosmetic  results  are  better  attained.  Since 
these  babies  with  harelips,  and  particularly  if  com- 
plicated w;th  a cleft  palate,  nurse  very  poorly,  they 
are  usually  in  a poor  state  of  nutrition  and  the 
mother  must  be  taught  the  necessity  of  feeding  them 
with  a medicine  dropper  or  spoon.  Usually  the 
baby  can  be  gotten  in  condition  for  operation  better 
and  quicker  if  they  are  placed  in  the  care  of  a pedia- 
trician, preferably  in  the  hospital.  When  the  child 
with  harelip  and  cleft  palate  grows  old  enough  for 
self-realization  he  becomes  very  sensitive  about 
the  looks  and  defective  speech,  and  he  is  badly 
hand'capped  for  making  a suitable  place  for  him- 
self in  the  world. 

As  Dr.  Horsley  brought  out.  the  most  important 
part  of  the  operat’on  is  the  mobilization  of  tissue, 
particularly  the  alae  nasi  and  the  septum  of  the 
nose.  The  alae  nasi  must  be  separated  from  the 
cheek  widely  in  order  to  get  this  corrected.  Then 
we  must  bear  in  mind  the  great  importance  of  the 
sphincter-like  muscle,  the  orbicularis,  and  must  ex- 
pose the  muscle  tissue.  Otherwise  we  shall  not 
have  very  good  results.  Tension  is  always  to  be 
avoided.  Dr.  Horsley’s  results  as  seen  here  on  the 
screen  are  certainly  very  good  as  regards  suture 
lines,  it  seems  to  me. 

With  a bilateral  cleft  lip,  with  outstanding  pre- 
maxilla, the  condition  is  even  more  unsightly  and 
the  technique  of  repair  even  more  difficult.  The 
steps  are  essentially  the  same  for  all  flaps,  but  we 
have  to  contend  there  with  this  outstanding  pre- 
maxilla. Often  it  is  impossible  to  get  it  back  into 
place.  One  who  has  seen  a premaxilla  removed 
knows  what  a terrible  deformity  it  gives  later  on 
in  the  flat  lip  and  flat  nose.  Often  it  is  well  to 
divide  the  vomer  by  triangular  incision,  pushing  the 


1928] 


VIRGINIA  MEDICAL  MONTHLY 


757  • 


premaxilla  back.  Often  I have  found  it  wise  to 
divide  the  alveolar  border. 

I was  pleased  to  hear  Dr.  Horsley  discuss  the 
importance  of  a teat-like  projection  instead  of  a 
smooth  vermilion  border,  which  looks  well  imme- 
diately after  completion  of  the  operation  but  is  so 
liable  to  result  in  a groove  due  to  the  inevitable 
cicatricial  contraction. 

Dr.  Clifton  M.  Miller,  Richmond:  I should  like 
to  ask  if  Dr.  Horsley  has  had  any  experience  with 
the  Brophy  and  Carnody  operation.  I have  never 
seen  anybody  else  do  the  operation  and  get  the  re- 
sults they  do  with  as  low  mortality.  Other  people 
do  not  seem  to  be  able  to  do  the  operation  without 
a high  mortality. 

Dr.  Horsley,  closing  the  discussion:  I thank  Dr. 
Goodwin  for  his  very  free  discussion. 

Answering  Dr.  Miller’s  question,  I have  not  used 
the  Brophy  operation,  because  the  modification  of 
the  Rose  method  is  so  much  simpler  and  in  my 
hands  can  be  performed  more  rapidly.  In  closing,  I 
might  add  that  in  the  hundred  or  more  harelip  and 
cleft  palate  operations  which  I have  performed, 
there  have  been  no  deaths. 


A CLINICAL  STUDY  OF  HYPOTENSION.* 

By  WARREN  T.  VAUGHAN,  M.  D.,  Richmond,  Va. 

Discussions  of  blood  pressure  in  health  and 
in  disease  have  met  the  drawback  that  there  is 
no  unanimity  concerning  the  normal  blood 
pressure  range.  The  older  conception  of  blood 
pressure  readings  as  corresponding  to  one  hun- 
dred plus  the  age  has  passed  into  the  discard 
and  now  a pressure  of  over  115  at  any  age  is 
usually  considered  unphysiologic.  Not  long 
ago  a blood  pressure  below  120  was  classed  as 
hypotension  and  while  the  limit  is  now  placed 
ten  points  lower,  by  most  observers,  there  is 
still  some  divergence  of  opinion.  An  added 
difficulty  is  encountered  in  the  literature  in 
that  writers  on  hypotension  have  used  differ- 
ent lower  limits  for  normal  pressure.  Their 
statistical  enumerations  are  therefore  not  sub- 
ject to  direct  comparison. 

We  may  briefly  summarize  the  average  nor- 
mal blood  pressure  changes  in  man  as  follows: 
the  systolic  blood  pressure  of  new  born  in- 
fants runs  between  45  and  55  millimeters  mer- 
cury, the  diastolic  about  fifteen  points  lower. 
It  increases  daily  after  birth  until  on  the  tenth 
day  it  reaches  an  average  of  about  78  milli- 
meters systolic.  The  greatest  rise  takes  place 
during  the  first  three  days.  From  ages  three 
to  ten  the  average  systolic  pressure  runs  from 
90  to  100  millimeters.  Faber  and  James  found 
hypotension  to  be  rather  common  in  children, 
particularly  in  asthmatics.  From  e.even  to 
fourteen  years  the  average  systolic  runs  in  boys 
around  107,  diastolic  71,  in  girls,  106/63.  Up 

•Read  at  the  fifty-eighth  annual  meeting  of  the  Medical 
Society,  of  Virginia,  in  Petersburg,  October  18-20,  1927. 


to  eleven  years  the  mean  systolic  pressure  rises 
uniformly  with  age.  After  puberty  a more 
rapid  increase  develops.  The  average  adult 
level  is  reached  in  both  sexes  between  the  ages 
of  seventeen  and  twenty.  In  the  early  adult 
years  there  is  evidence  of  a slight  lowering  of 
pressure,  perhaps  slightly  more  marked  in  men 
than  in  women.  Little  support  is  found  for 
the  statement  that  the  pressure  in  healthy  per- 
sons increases  as  the  years  go  by.  It  remains 
practically  constant  until  age  forty  after  which 
the  figures  for  healthy  women  are  a little 
higher  than  for  men.  The  total  rise  due  to 
age  and  increasing  weight  is  usually  not  more 
than  15  millimeters.  The  relatively  wide 
variations  from  these  normal  averages  in  ap- 
parently normal  individuals  is  still  to  be  ex- 
plained. It  seems  probable  that  heredity  plays 
some  part.  Race  is  also  a factor,  the  systolic 
pressure  of  Chinese,  for  example,  being  20  to 
30  millimeters  less  than  of  Caucasians.  The 
pulse  pressure,  however,  is  the  same. 

Hypotension  does  occur  in  otherwise  appar- 
ently healthy  individuals.  Indeed,  hypoten- 
sion without  other  evidence  of  disease  appears 
to  be  a desirable  attribute.  Fisher  of  The 
Northwestern  Mutual  Life  Insurance  Com- 
pany found  that  in  their  hypotension  series 
the  death  rate  was  only  35  per  cent  of  the  ex- 
pected mortality  as  contrasted  with  their  gen- 
eral mortality  of  80  per  cent  of  the  expected. 
Muhlberg  of  the  Union  Central  Life  Insur- 
ance Company  remarks  that,  “There  appears 
to  be  no  doubt  of  the  fact  that  a low  blood 
pressure  past  the  age  of  fifty  unassociated 
with  any  organic  lesion  to  account  for  this  low 
blood  pressure  is  the  best  criterion  that  we 
possess  that  the  individual  will  live  beyond 
his  normal  expectancy.”  It  has  been  remarked 
that  often  the  hypotensives  who  in  their  earlier 
adult  years  have  some  symptoms  of  asthenia, 
later,  when  their  blood  pressures  rise  to  around 
the  usual  normal,  are  in  much  better  physi- 
cal and  mental  condition  than  they  were  form- 
ally or  than  are  other  adults  of  the  same  age. 

Barach,  in  a study  of  655  healthy,  young 
adults  found  twenty-three  with  systolic  pres- 
sures between  100  and  110  and  seven  between 
90  and  100.  Thus,  4.5  per  cent  showed  hypo- 
tension. In  a series  of  31,596  recruits  ex- 
amined at  Camp  Sherman,  5.5  per  cent 
showed  hypotension  without  cardiovascular 
lesion  or  other  organic  disease.  Of  1,100  fresh- 
men examined  at  the  Carnegie  Institute  in 
1924,  2.5  per  cent  presented  hypotension. 
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Alvarez,  examining  6,000  men  in  the  Univer- 
sity of  California,  found  2.2  per  cent  of  hy- 
potensives. We  may  say  that  hypotension, 
systolic  pressure  below  110,  appears  to  occur 
in  about  3 per  cent  of  apparently  healthy,  nor- 
mal white  adults. 

In  my  own  series  of  3,000  routine  physical 
examinations,  118  or  3.9  per  cent  were  found 
to  have  systolic  blood  pressures  below  110. 
This  series  differs  from  those  just  mentioned 
in  that  practically  all  of  these  3,000  had  symp- 
toms of  one  sort  or  another,  sufficient  to  justify 
their  consulting  a physician  for  study. 

Of  the  118  cases  of  hypotension,  blood  pres- 
sure below  110,  which  formed  the  basis  of  this 
study,  eight  carried  a systolic  pressure  o*f 
88  or  below,  thirty  ran  from  90  to  99,  fifty 
from  100  to  101  and  thirty  from  105  to  109. 
In  3,000  routine  physical  examinations,  0.26 
per  cent  ran  a systolic  pressure  below  90;  1 
per  cent  from  90  to  99;  1.67  per  cent  between 
100  and  104;  and  1 per  cent  between  105  and 
109;  1.26  per  cent  showed  systolic  pressure  be- 
low 100.  In  the  remainder  of  this  discussion 
we  have  eliminated  those  cases  of  pressure 
from  105  to  110  and  have  included  those  show- 
ing pressures  of  104  or  below.  All  cases  in 
(his  series  were  adults. 

The  extreme  hypotensions  are  of  especial 
interest.  Most  of  them  had  no  symptoms  ref- 
erable to  the  hypotension.  The  diagnoses  and 
pressures  were  as  follows : Blood  pressure 
80/20 — diagnosis,  neurasthenia.  B.  P.  80/56 — 
diagnosis,  bronze  diabetes,  chronic  myocardi- 
tis. B.  P.  88/54 — diagnosis,  obesity;  B.  P. 
88/52 — diagnosis,  visceroptosis,  mucous  coli- 
tis, achylia  gastrica,  chronic  sinusitis;  B.  P. 
64/65 — diagnosis,  congestive  heart  failure, 
lobar  pneumonia,  arteriosclerosis,  diabetes  mel- 
litus;  B.  P.  82/52 — diagnosis,  obesity;  B.  P. 
86/55,  diagnosis,  convalescent  from  acute 
ulcerative  colitis.  Inanition.  Of  these  eight 
cases,  three  were  seriously  ill  and  five  were 
symptom-free  or  nearly  so.  Among  thirty 
cases  with  blood  pressure  between  90  and  100, 
only  seven  were  seriously  ill. 

Among  eighty-eight  cases  with  blood  pres- 
sure below  105,  the  myocardial  factor  may  have 
played  a part  in  eleven  cases.  In  only  two 
was  there  any  objective  evidence  of  cardiac 
decompensation.  One  was  the  diabetic  with 
lobar  pneumonia  above  referred  to  and  an- 
other a case  of  chronic  adhesive  pericardi- 
tis with  congestive  heart  failure.  The  other 


nine  in  whom  the  myocardial  factor  may  have 
played  a part  were  as  follows : chronic  myo- 
carditis two  cases;  diabetes  with  myocarditis 
two  cases;  auricular  extrasystoles  one  case; 
chorea  with  mitral  regurgitation,  no  fever, 
one  case;  historj?-  of  chorea  one  case;  murmur 
cardiac  non-organic  one  case,  paroxysmal 
tachycardia  (not  examined  during  attack) 
one  case. 

Any  discussion  of  the  etiology  of  hypoten- 
sion must  take  into  consideration  those  phy- 
siologic factors  which  are  responsible  for 
normal  blood  pressure  and  indeed  for  in- 
creased blood  pressure.  These  four  factors 
are:  1— the  driving  force  behind  the  blood 
column,  that  is  the  heart  muscle  and  valve-;  2 — 
the  arterial  wall;  3 — the  peripheral  resistance; 
and  4 — the  state  of  the  blood  itself,  such  as 
blood  volume  and  viscosity. 

We  have  just  seen  that  in  eighty-eight  cases 
myocardial  failure  was  present  in  but  two  and 
that  only  nine  more  had  any  sort  of  lesion  in 
the  heart.  We  may,  therefore,  say  that  with 
the  broadest  possible  allowance  for  types  of 
cardiac  lesions  the  facto)'  of  force  of  cardiac 
contraction  played  a part  in  but  12.5  per  cent 
of  the  hypotension  cases. 

As  regards  the  second  factor,  the  condition 
of  the  vessel  walls,  this  probably  plays  very 
little  part  either  in  hypotension  or  in  hyper- 
tension. It  has  been  quite  conclusively  demon- 
strated that  hypertension  is  dependent  upon 
changes  in  the  smaller  arterioles  rather  than 
upon  alterations  in  the  structure  of  the  larger 
arteries.  Idypertension  may  occur  with  or 
without  peripheral  arteriosclerosis  and  is  in 
a great  measure  independent  thereof.  Again, 
arteriosclerosis  may  occur  without  hyperten- 
sion. 

I find  five  cases  of  arteriosclerosis  in  my 
series  of  hypotension,  only  one  of  which  had 
previously  been  a hypertension  case.  This 
man  with  blood  pressure  64/45  Avas  a decom- 
pensated cardiac  Avhile  the  other  four  had  no 
obvious  cardiac  lesion,  three  being  cases  of 
chronic  pulmonary  infection  and  one  perni- 
cious anemia. 

It  is  of  interest  that  three  of  these  four  cases 
in  Avhom  the  eye  grounds  were  studied  showed 
only  slight  changes  in  the  terminal  arterioles. 
One  shoAved  moderate  arterioy^enous  compres- 
sion and  slight  periarterial  streaking.  An- 
other shoAved  no  arteriovenous  compression, 
no  periarterial  streaking,  a little  variation 
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in.  the  size  of  the  vessels.  The  third  showed 
moderate  periarterial  streaking  and  slight 
arteriovenous  compression.  None  showed 
hemorrhage  or  exudate  or  arterial  oblitera- 
tion. 

The  third  factor,  that  of  alteration  in  the 
degree  of  peripheral  resistance  in  the  terminal 
arterioles  and  the  capillary  beds,  is  difficult  to 
determine  clinically,  chiefly  because  we  are 
dealing  with  a dilatation  rather  than  a con- 
traction. One  case  of  neurocirculatory  asthenia 
with  tachycardia,  palpitation,  clammy  sweat- 
ing, and  dependent  cyanosis  and  easy  flush- 
ing might  well  fall  in  this  group.  The  urti- 
caria and  allergic  cases  might  possibly  be 
classed  here  but  as  yet  we  are  too  ignorant  of 
the  fundamental  pathologic  changes  in  this 
group  of  diseases. 

The  fourth  factor,  that  of  lessened  blood 
viscosity,  may  have  played  a j^art  in  four  cases, 
one  of  pernicious  anemia,  and  three  of  secon- 
dary anemia. 

A striking  feature  of  the  clinical  findings 
in  these  cases  is  the  occurrence  of  a wide  di- 
versity of  pathologic  conditions,  conditions 
which  are  found  as  frequently  in  individuals 
with  normal  blood  pressure  or,  indeed,  with 
hj'pertension.  Thus,  there  were  three  diabetics, 
six  with  active  tuberculosis,  five  others  with 
chronic  pulmonary  pathology,  two  pellagrins, 
thirteen  with  predominantly  nervous  or  men- 
tal manifestations,  and  a wide  scattering  of 
other  diagnoses  such  as  epidemic  encephalitis, 
cholecystitis,  chronic  appendicitis,  hypothy- 
roidism. colitis,  ulcerative  and  mucous  salpin- 
gitis, duodenal  ulcer,  prostatic  hypertrophy, 
carcinoma  of  the  oesophagus,  and  spastic  para- 
plegia. 

While  there  were  seven  cases  with  viscerop- 
tosis and  five  with  asthenia  without  other  ap- 
parent cause  than  the  hypotension,  these  were 
balanced  by  five  cases  who  felt  perfectly  well 
and  showed  no  abnormality  other  than  obesity. 
Obesity,  which  is  usually  a factor  in  the  causa- 
tion of  hypertension,  was  present  in  seven 
hypotensives.  Thirteen  hypotensives  showed 
some  degree  of  inanition  and  emaciation  but 
in  all,  with  the  possible  exception  of  one,  the 
general  physical  condition  was  the  result  of 
some  other  disease  and  the  hypotension  ap- 
peared to  be  but  an  accompaniment  of  the 
asthenic  state  resulting  from  the  major  dis- 
ease. These  diseases  were  bronze  diabetes, 
acute  ulcerative  colitis,  epidemic  encephalitis, 


bronchial  asthma,  active  pulmonary  tuberculo- 
sis (four  cases),  chronic  enterocolitis,  lung 
abscess,  carcinoma  of  the  oesophagus. 

The  allergies  are  represented  by  fourteen 
cases  or,  if  we  include  epilepsy,  fifteen. 

There  were  two  of  urticaria,  six  of  asthma, 
one  of  vasomotor  rhinitis,  four  of  eczema,  one 
of  cylic  vominting  and  one  epilepsy.  Hypo- 
tension has  been  considered  a characteristic 
finding  in  allergy.  I have  previously  brought 
out  that  while  in  allergy  the  blood  pressure  may 
be  below  110,  it  is  more  often  within  the 
normal  range  and  indeed  may  be  elevated. 
Twenty-three  per  cent  of  my  entire  series  of 
allergies  showed  blood  pressure  below  110  as 
contrasted  with  3.9  per  cent  of  3,000  consecu- 
tive physical  examinations.  We  may  say, 
therefore,  that  hypotension  occurs  more  fre- 
quently in  allergy  than  in  the  general  run  of 
internal  diseases. 

It  is  possible  that  endocrin  upset  has  some 
influence  on  the  third  factor  mentioned  above, 
that  of  peripheral  resistance.  Certainly  it  has 
been  shown  that  the  secretion  of  the  adrenal 
gland  definitely  influences  the  distribution  of 
blood  in  the  capillaries.  In  four  cases  the  en- 
docrin factor  was  predominant  and  probably 
was  responsible  for  the  hypotension.  Two  of 
these  were  hvpothyroids,  one  polyglandular 
syndrome,  and  the  third  a case  of  acute  adre- 
nal insufficiency. 

When  we  reach  a stud)''  of  the  foci  of  infec- 
tion, the  figures  at  first  glance  appear  rather 
startling.  Of  eighty-eight  with  blood  pressure 
below  105,  sixty-five  showed  focal  infection  at 
some  location  in  the  body.  Seventy-four  per 
cent  carried  focal  infection.  But  for  contrast 
we  have  the  figures  of  the  Life  Extension  In- 
stitute in  which  in  4,100  consecutive  examina- 
tions irrespective  of  diagnosis  84  per  cent 
showed  pyorrhoea  by  X-ray.  In  10,000  rou- 
tine X-ray  examinations  of  the  jaw  this  in- 
stitute found  root  infection  in  63  per  cent  of 
adults.  They  concluded  that  85  per  cent  of 
adults  examined  at  the  head  office  of  the  in- 
stitute showed  some  focal  infection.  Focal 
infection  therefore  does  not  appear  to  occur 
more  often  in  hypotension  than  in  the  general 
run.  Furthermore,  as  is  well  known,  this  le- 
sion is  equally  frequent  in  hypertension. 

The  conclusion  to  be  drawn  from  this  study 
is  that  hypotension  is  not  itself  a disease.  It 
is  usually  but  an  incidental  finding  in  other- 
wise healthy  or  diseased  individuals  and  is  not 
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the  basic  underlying  pathology  and  rarely  re- 
quires treatment  per  se.  The  hypotensive  may 
be  either  obese  or  thin  and  may  sutler  from 
nearly  any  of  the  diseases  to  which  flesh  is 
heir  except  hypertension.  The  percentage  in- 
cidence of  hypotension  in  my  series  of  $.000 
persons  sick  enough  to  consult  a physician 
is  practically  the  same  as  it  is  in  series  of 
healthy  adults. 

The  danger  of  hypotension  is  not  bein'*  ex- 
aggerated by  physicians  quite  as  much  as  it 
was  formerly  but  all  of  us  still  see  far  too 
many  patients  who  come  in  full  of  apprehen- 
sion because  a physician  has  told  them  that 
they  have  low  blood  pressure  and  that  this 
must  be  treated.  With  rare  exceptions  hypo- 
tension itself  does  not  need  treatment.  The 
hypotensive  without  other  organic  pathology 
is  more  fortunate  than  is  the  so-called  normal 
pressure  individual.  His  life  expectancy  is 
greater.  His  sense  of  well  being  and  his  pro- 
ductiveness will  be  greater  at  middle  age  than 
will  be  the  case  with  the  others.  I have  two 
physicians,  both  six  feet  tall,  healthy,  robust, 
indefatigable  workers  with  blood  pressure  be- 
low 100,  who.  in  their  activity  and  endurance, 
put  the  rest  of  us  to  shame.  I have  an  equally 
active  business  man  with  a blood  pressure  of 
110  who,  whenever  his  pressure  is  taken,  as 
in  insurance  examinations  is  told  with  a shake 
of  the  head  that  he  has  low  blood  pressure 
and  should  be  under  treatment.  Each  time  I 
must  persuade  him  that  he  needs  no  treat - 
ment.  indeed  that  he  should  consider  himself 
lucky. 

The  first  two  know  better  but  the  third,  an 
equally  useful  member  of  society,  might  easilv 
have  been  made  a chronic  neurasthenic  invalid. 

I have  hitherto  made  no  reference  to  essen- 
tial hypotension,  that  rather  indefinite  prob- 
lematic condition  characterized  by  headache 
and  vertigo,  palpitation  after  moderate  exer- 
tion, mental  and  physical  fatigability,  pains 
in  the  chest,  abdomen  or  exti’emities,  in  pa- 
tients who  lack  stamina,  have  cold  clammy 
extremities,  and  complain  of  their  inability  to 
perform  the  daily  routine.  In  these  no  out- 
standing organic  abnormality  is  observed  out- 
side of  the  hypotension.  There  are  nearly  as 
many  theoi’ies  of  the  causation  of  this  so- 
called  essential  hypotension  as  thex-e  are  writ- 
ers on  the  subject.  These  theories  are,  briefly, 
adrenal  insufficiency  (Lawrence),  focal  infec- 


tion (Hoxie).  respiratory  deficit  and  decreased 
oxidation  (Barach),  constitutionally  inferior 
state  (Levison),  elongation  of  the  ascending 
aorta  with  narrowing  of  its  arch  (Fossier). 
splanchnic  pooling  of  the  blood  (Mosenthal 
and  Greaves),  and  capillary  stasis  due  to 
chronic  poisoning  from  absorption  of  hista- 
mine or  a histamine  like  body  (Freedlander). 

Sixteen  of  the  eighty-eight  patients  with 
blood  pressure  below  105  might  be  classed  a- 
essential  hypotension  provided  we  adopt  some 
of  the  wider  descriptions  of  this  condition  that 
are  used  by  some  of  the  writers.  However, 
even  in  this  group  other  pathologic  conditions 
exist  such  as  visceroptosis  and  focal  infection 
and  there  is  no  uniformity  in  symptoms,  phy- 
sical findings,  methods  of  treatment  or  re- 
sponse to  treatment. 

707  Medical  Arts  Building. 

Discussion. 

Dr.  Walter  B.  Martin.  Norfolk:  I am  very  happy 
to  say  that  I find  myself  in  complete  agreement 
with  the  conclusions  reached  by  the  speaker.  I 
think  entirely  too  much  stress  has  been  laid  upon 
the  question  of  hypotension  in  itself  I am  speak- 
ing now  of  so-called  essential  hypotension.  This 
may  be  due  to  the  fact  that  insurance  companies 
have  frequently  rejected  individuals  with  low  blood 
pressure.  That  is  probably  due  to  their  association 
of  the  condition  with  tuberculos’’s  and  the  fear  that 
in  asthenic  individuals  with  low  blood  pressure, 
they  are  dealing  with  pulmonary  tuberculosis. 

Speaking  primarily  of  the  so-called  essential  hypo- 
tens:on,  my  own  experience  is  entirely  in  agreement 
with  Dr.  Vaughan’s  that  these  cases  do  not  show 
consistently  any  pathology  that  is  not  shown  in 
equal  degree  in  people  with  normal  pressure  or  in 
people  with  hypertension.  The  probability  is  that 
a great  many  people  inherit  a certain  phys'cal  make- 
up that  predisposes  them  to  a hypotensive  state. 
The  greatest  harm  any  one  can  suffer  from  hypoten- 
sion is  being  told  that  their  blood  pressure  is  low 
and  that  they  should  be  treated  for  it. 

The  lesson  to  be  gained  from  this  paper  is  that 
if  we  must  tell  these  people  something  about  their 
blood  pressure  we  should  tell  them  not  that  it  is 
too  low,  but  that  it  is  not  high  and  not  give  them 
the  exact  figure,  or  if  they  already  know  about  it. 
tell  them  that  their  life  expectancy  is  better.  It 
may  be  that  in  early  life  they  may  be  somewhat 
asthenic  and  not  d'splay  as  great  an  amount  of 
energy  as  the  rest  of  us,  but  in  middle  life  and 
later  life  they  will  surpass  us. 

Dr.  Vaughan,  closing  the  discussion:  I am  glad 
Dr.  Martin  brought  up  the  subject  of  essential  hypo- 
tension and  did  not  give  it  any  spec'al  category. 

As  Dr.  Martin  has  said,  it  is  an  excellent  diag- 
nosis if  you  have  to  pin  a label  on  the  patient.  If 
a patient  comes  in  or  is  sent  out  and  has  to  have 
a diagnosis,  it  will  let  you  out.  But  it  places  the 
emphas.s  on  exactly  the  wrong  thing;  it  emphasizes 
what  ought  not  to  be  emphasized. 
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AGRANULOCYTIC  ANGINA. 

Report  of  one  Case  Occurring  in  Man.* 

By  ROBERT  C.  WHITEHEAD,  M.  D„  Norfolk,  Va. 

Agranulocytic  angina  is  the  name  given  by 
Schultz  in  1922  to  a group  of  six  cases  char- 
acterized by  a gangrenous  stomatitis  and  a 
blood  picture  showing  marked  reduction  of 
the  total  white  cell  count  with  a low  percent- 
age of  polymorphonuclear  leucocytes.  These 
were  all  females  and  of  middle  age. 

Since  this  initial  report  others  have  appeared 
in  the  literature,  especially  of  Germany  and 
later  in  the  United  States  and  Canada.  Lov- 
ett reported  in  1924  the  first  case  in  America. 
Kastlin.  of  Toronto,  in  the  American  -Journal 
of  the  Medical  Sciences  of  June,  1927,  gives  a 
full  description  of  the  disease  and  an  exhaus- 
tive investigation  of  the  literature  and  re- 
ported two  cases  occurring  in  the  Toronto 
General  Hospital.  He  gave  the  total  number 
of  cases  reported  at  the  time  of  his  writing  as 
forty-three,  thirty-four  of  whom  were  females 
and  nine  males.  Rotter  reported  the  first  case 
occurring  in  males  and  Lauter  the  first  case 
resulting  in  recovery. 

The  onset  is  sudden,  with  chills,  fever  and 
malaise.  The  throat,  tonsils  or  the  alveolar 
arch  is  infected  and  necrotic.  The  local  lymph- 
nodes  are  enlarged.  Jaundice  usually  develops 
with  enlargement  of  the  spleen  and  liver.  Ex- 
amination of  the  blood  shows  the  red  blood 
cells,  hemoglobin  and  platelets  normal  with 
striking  reduction  of  the  white  cells,  which  on 
differential  count  shows  the  polymorphonu- 
clear leucocyte  to  be  decreased  and  the  per- 
centage of  lymphocytes  relatively  increased. 

The  bacterial  studies  have  shown  many  or- 
ganisms. Smears  from  the  necrotic  areas  in 
many  cases  have  shown  the  presence  of  the 
spirillum  and  fusiform  bacillus  of  Vincent, 
staphylococcus,  streptococcus  hemolyticus,  and 
others,  but  are  negative  for  diphtheria.  The 
petechial  hemorrhages  are  generally  absent 
but  were  reported  as  a late  occurrence  in  one 
of  Kastlin’s  cases.  Bone  marrow  at  autopsy 
is  reported  to  be  cell  poor  with  almost  total 
absence  of  granulocytes.  The  oral  cavity  is  in- 
volved in  all  cases.  The  necrotic  area  involves 
the  tonsils,  throat,  larynx  or  esophagus.  A 
membrane  forms  in  the  majority  of  cases, 
which  is  described  by  Lovett  as  being  non- 
marginate  with  over-hanging  edges,  or  with 

*Read  at  the  fifty-eighth  annual  meeting  of  the  Medical 
Society  of  Virginia,  at  Petersburg,  Va.,  October  18-20,  1927 


no  surrounding  inflammatory  area.  The 
course  of  the  disease  is  generally  fatal,  usual- 
terminating  by  pneumonia. 

With  this  brief  and  incomplete  description 
of  the  disease  and  without  going  into  the  ques- 
tion of  differential  diagnosis,  I wish  to  report 
the  following  case : 

Mt.  T.,  white  male,  age  forty-seven,  occupa- 
tion pilot,  admitted  to  St.  Vincent’s  Hospital 
through  the  emergency  room,  dune  14,  1927, 
having  fallen  on  the  street.  He  gave  the  fol- 
lowing history: 

The  Present  Illness  began  about  five 
weeks  previously  with  soreness  of  the  gums,  at 
which  time  he  consulted  a dentist  and  was  re- 
ferred to  a peridontist  who  gave  a diagnosis 
of  pyorrhea.  In  the  course  of  treatment,  sev- 
eral teeth  were  found  necessary  to  be  ex- 
tracted. Smears  made  from  his  mouth  re- 
vealed the  presence  of  the  spirillum  and  fusi- 
form bacillus  of  Vincent.  The  diagnosis  was 
changed  to  Vincent’s  angina.  As  part  of  the 
treatment  of  the  latter,  he  received  one  dose 
intravenously  of  sulpharsphenamine.  A Was- 
sermann  at  this  time  was  negative.  The  prog- 
ress of  the  mouth  condition  was  steadily  bad 
with  gradual  spreading  of  the  ulcerated  area 
in  spite  of  the  treatment.  During  this  period 
he  lost  seventeen  pounds  in  weight.  He  was 
on  his  way  to  fill  an  engagement  with  the  peri- 
dontist when  he  was  attacked  with  dizziness 
and  fell  on  the  street. 

Past  History  revealed  nothing  bearing  on 
the  present  condition.  In  1913  he  had  some 
urinary  trouble,  variety  not  known,  which 
necessitated  a cystoscopic  examination.  He 
denied  venereal  infection  and  stated  that  prior 
to  the  present  illness  he  had  enjoyed  excep- 
tionally good  health. 

Examination.  A fairly  well  nourished 
man,  complaining  of  severe  headache  and  pain 
in  the  left  cheek  and  mouth.  Temperature  104, 
pulse  110,  respiration  20,  blood  pressure  150 
over  80.  The  left  cheek  was  slightly  swollen 
with  some  induration  over  the  superior  maxilla 
near  the  alveolar  process.  The  breath  was  ex- 
ceptionally foul.  Gums  were  inflamed,  with 
pus  around  the  remaining  teeth.  Extending 
from  the  upper  excisor  along  the  left  side  of 
the  alveolar  arch  was  a large  membranous 
slough,  dirty  gray  in  color,  covering  the  en- 
tire gum  and  involving  the  anterior  pillar  of 
the  fauces.  Laterally,  this  slough  reached  the 
hard  palate  and  externally  extended  up  to  the 
buccal  surface  of  the  cheek.  The  tonsils  were 
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not  involved.  The  facial  sinuses  were  clear 
and  transilluminated  well.  No  other  pathol- 
ogy was  found.  The  thoracic  and  abdominal 
viscera,  extremities,  etc.,  were  normal. 

Laboratory  report  was  as  follows: 

Urinalysis — Color  straw,  specific  gravity 
1,030,  acid  reaction,  albumen,  sugar  0.  A few 
flat  and  round  cells,  many  crystals  of  triple 
phosphates,  no  red  blood  corpuscles,  pus  nor 
casts.  The  above  urinalysis  continued  to  be 
reported  from  time  to  time  through  the  course 
of  the  disease. 

Beood  picture  on  admission  was  as  follows : 

R.  B.  C.  4,000,000,  hemoglobin  70  per  cent, 
W.  B.  C.  2.700,  differential  count,  polys  10  per 
cent,  lymphocytes  80  per  cent,  mononuclears  1 
per  cent,  unclassified  9 per  cent. 

June  17th,  the  blood  picture  was  as  follows: 
R.  B.  C.  4,000,000,  hemoglobin  70  per  cent, 
IV.  B.  C.  2,600,  polys  16  per  cent,  lymphocytes 
72  per  cent,  large  monos  8 per  cent,  unclassi- 
fied 4 per  cent. 

June  22nd,  blood  count  showed  a great  re- 
duction in  white  cells,  W.  B.  C.  1,700,  polys 
18  per  cent,  lymphocytes  72  per  cent,  large 
monos  6 per  cent,  transitionals  4 per  cent. 

June  26th,  the  blood  picture,  R.  B.  C.  3,600,- 
000,  no  reticulate  cells,  hemoglobin  65  per  cent, 
IV.  B.  C.  1.100,  polys  18  per  cent,  lymphocytes 
72  per  cent,  large  monos  7 per  cent,  transi- 
tional 3 per  cent. 

June  28th,  R.  B.  C.  2,570,000,  hemoglobin 
46  per  cent,  IV.  B.  C.  850,  polys  22*4  per  cent, 
lymphocytes  59^4  per  cent,  large  monos  16.5 
per  cent,  transitional  .5,  occasional  normoblast, 
reticulated  cells  1 per  cent,  blood  platelets 
165,000. 

July  4th.  R.  B.  C.  2,000,000,  hemoglobin  60 
per  cent,  IV.  B.  C.  1,700,  polys  18  per  cent, 
lymphocytes  50  per  cent,  monos  32  per  cent. 
Smears  from  the  mouth  showed  spirillum  and 
fusiform  bacillus  of  Vincent.  IVassermann 
was  negative.  Repeated  blood  cultures  were 
negative.  Progress  of  the  case  was  steadily 
downward.  After  a few  days  of  moderate  suf- 
fering, the  pain  became  less  and  rapidly  dis- 
appeared, he  became  more  stuporous  and  slept 
most  of  the  time.  When  he  was  aroused  he  ex- 
pressed himself  as  fairly  comfortable  and  not 
suffering.  His  appetite  was  poor  and  he  took 
little  food  on  account  of  the  condition  of  his 
mouth. 

On  June  24th,  a large  piece  of  slough  was 
removed  but  promptly  formed  again.  The  tem- 
perature continued  high,  102  to  103  through- 


out the  course  of  the  disease.  The  pulse  ranged 
around  120  and  respiration  never  higher  than 
30.  Toxemia  continued  intense  with  great 
drowsiness  and  occasional  attacks  of  delirium. 

On  July  1st,  slight  jaundice  of  the  sclera 
was  observed  for  the  first  time.  On  the  3rd, 
the  jaundice  had  become  general  and  moder- 
ately deep  in  color.  There  was  no  hemorrhage 
in  the  skin  or  mucous  membrane  at  any  time. 
The  condition  continued  unchanged  except 
for  increasing  weakness  and  on  July  8th  he 
died.  There  was  no  evidence  of  lung  involve- 
ment. The  treatment  throughout  the  course  of 
the  disease  was  symptomatic  and  supporting. 
No  specific  measure  was  attempted. 

Autopsy  was  performed  by  Dr.  Roche  in  ten 
hours  and  the  following  report  was  made : 
Body  of  elderly  white  man  six  feet  and  weigh- 
ing approximately  160  pounds.  Body  deeply 
jaundiced,  flaccid,  no  rigor  mortis,  slight  blu- 
ish mottling  of  the  chest  wall.  Incision  from 
tip  of  sternum  to  pubes.  Subcutaneous  fat 
yellow,  tissues  dry,  liver  extended  4 cm.  below 
the  costal  margin  and  has  a peculiar  nutmeg 
appearance,  grajdsh  in  color.  Gall-bladder 
filled  with  bile,  left  lobe  extending  to  and  cov- 
ering the  spleen.  Spleen  enlarged,  capsule 
covered  with  adhesions,  soft  and  wrinkled, 
three  times  normal  size.  Intestines  are  cov- 
ered with  fat  and  are  collapsed.  Both  kidneys 
enlarged  equally  in  size,  external  surface  deep- 
lv  congested,  purplish  in  color.  Sections  of 
kidney  show  thickened  capsule,  atrophy  of 
tubules,  marked  infiltration  of  leucocytes  and 
blood  in  the  glomeruli  and  tubules.  Collection 
of  blood  here  and  there.  Section  of  spleen 
shows  thickened  capsule  and  walls  of  capilla- 
ries, masses  of  lymphocytes  and  red  blood  cor- 
puscles. endothelial  and  plasma  cells;  pig- 
ments scattered  throughout  the  section.  Smears 
from  cut  surface  show  red  blood  corpuscles  and 
lymphocytes  and  a few  myelocytes. 

Section  of  liver  shows  dilated  central  vein 
and  liver  sinuses.  Liver  cell  compressed  and 
showed  marked  pigmentation.  In  some  areas, 
cells  are  replaced  by  fat.  Much  pigment  scat- 
tered throughout  section. 

Smears  from  bone  marrow  show  only  free 
fat.  There  are  a few  scattered  lymphocytes 
and  red  blood  corpuscles  and  a few  normoblast. 

Anatomical  diagnosis,  chronic  passive  con- 
gestion of  the  liver,  spleen  and  kidneys. 

The  physical  findings  and  symptoms  to- 
gether Avith  autopsy  report  coincide  so  closely 
Avith  the  descriptions  found  in  the  literature 
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that  a diagnosis  of  agranulocytic  angina  seems 
justified. 

Medical  Arts  Building. 

Discussion. 

Dr.  Walter  B.  Martin,  Norfolk:  The  principal 
point  of  interest  in  this  case  attaches  to  the  question 
whether  or  not  we  are  dealing  with  a clinical  entity 
or  whether  the  various  writers  have  not  grouped 
under  one  heading  a number  of  different  conditions 
that  arise  from  various  causes.  I am  one  of  those 
who  believe  that  there  is  no  such  clinical  entity  as 
agranulocytic  angina.  We  know  that  there  are  vari- 
ous conditions  that  will  produce  a picture  very  simi- 
lar in  character  to  the  one  just  presented — arsenical 
poisoning,  radium  overdosage,  aplastic  anaemia,  etc. 
Many  of  these  cases  are  not  reported  fully  enough  to 
accurately  make  a diagnosis.  Essentially,  we  have  a 
failure  of  the  blood-forming  organs,  a decrease  in 
the  agranulation  cells  due  to  more  or  less  complete 
aplasia  of  the  bone  marrow.  Those  cases  of  agranu- 
lycytic  angina  coming  to  autopsy  show  aplasia  of  the 
bone  marrow. 

One  of  Kastlin’s  cases  which  Dr.  Whitehead  reports, 
if  you  will  notice,  is  a typical  case  of  arsenical  pois- 
oning. The  patient  received  a dose  or  arsephanemin 
and  a few  days  later  developed  an  aplastic  state.  I 
have  seen  one  case  in  which  there  was  this  clinical 
picture  as  a result  of  arsphenamine  poisoning. 

Overdosage  of  radium  or  X-ray  will  produce  the 
same  effect — rapid  fall  in  the  white  cells.  In  cases 
that  have  dirty  mouths  it  is  not  at  all  improbable  that 
the  predominating  organism  present  will  set  up  an 
acute  infection.  Infection  that  is  present  in  any 
part  of  the  body  will  flare  up  into  activity,  due  to 
lowered  resistance  of  the  body.  In  Dr.  Whitehead's 
case,  which  was  observed  for  about  thirty  days,  there 
was  steady  progressive  anaemia,  with  two  million 
red  cells  and  a color  index  of  45  per  cent.,  with 
almost  complete  absence  of  reticulated  cells,  depres- 
sion of  blood  platelets  and  a decrease  in  the  white 
cells. 


ACUTE  TRAUMATIC  TUBERCULOUS 
ORCHITIS— REPORT  OF  A CASE.* 

By  NELSON  MERCER,  M.  D.,  Richmond,  Va. 

Due  to  several  points  of  clinical  interest  from 
which  we  may  derive  some  benefit,  this  paper 
reporting  a case  of  acute  traumatic  tubercul- 
ous orchitis  is  presented. 

In  the  first  place,  this  acute  complication  of 
quiescent  pulmonary  tuberculosis  is  less  fre- 
quently found  than  the  chronic  variety  of 
orchitis  and  epididymitis. 

Secondly,  involvement  of  the  vas  deferens, 
the  seminal  vesicles,  the  prostate,  the  bladder, 
and,  finally,  the  opposite  side  of  the  genital 
tract,  usually  occurs  if  the  disease  is  not 
checked  in  the  early  stage  of  development. 
Miliary  tuberculosis  may  result  from  lack  of 
prompt  treatment  of  the  above  complications. 

Thirdly,  this  case  illustrates  the  fallacy  of 
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telling  a patient  he  has  “no  tuberculosis”  just 
because  he  is  not  running  a temperature,  has 
negative  sputum,  and  has  no  demonstrable 
rales  or  other  active  signs  in  his  chest. 

Whenever  a patient  has  had  any  signs  of 
active  pulmonary  tuberculosis,  always  warn 
him  to  avoid  all  forms  of  violent  exercise  to 
prevent  a possible  reactivation  in  his  lungs  or 
some  other  organs  of  the  body. 

Report  of  Case 

The  patient  was  a Captain,  U.  S.  Army,  age 
(hirty-one,  married. 

Family  History. — Father  and  mother  and 
older  relatives  negative  for  tuberculosis.  Pa- 
tient’s daughter,  age  six  years,  had  been  treated 
for  tuberculosis  of  the  hip  for  two  years  previ- 
ous, and  was  still  wearing  a brace  on  leg.  His 
second  child  was  three  years  old  and  healthy. 
His  infant  son  was  apparently  normal.  His 
wife  was  healthy,  and  her  family  history  was 
negative  for  tuberculosis. 

Past  History. — Had  always  been  a healthy 
child  and  man  prior  to  this  attack.  During  the 
patient’s  tour  of  duty  with  the  Army  in  France 
in  1918-1919,  he  was  much  exposed  to  all  kinds 
of  bad  weather  and  fatigue,  but  never  reported 
sick  while  over-seas.  Upon  his  return  to 
the  United  States  in  1919.  he  was  assigned  to 
duty  with  his  family  at  Fort  Monroe,  Vir- 
ginia, and  they  were  given  a house  which  had 
recently  been  vacated  by  a family,  one  of  whom 
had  a “bad  cough  and  looked  thin  and  sick”. 
This  house  was  fumigated  but  not  scrubbed 
when  the  family  moved  into  it,  and  here  they 
lived  for  about  two  years.  It  was  here  that 
the  girl  developed  tuberculosis  of  the  hip  joint. 
The  patient  was  then  assigned  to  duty  in  Rich- 
mond, and  enjoyed  good  health  until  he  had  a 
“spell  of  flu”  in  February,  1923.  He  was 
treated  by  his  family  doctor,  but  a persistent 
cough  for  over  three  weeks  continued  to  cause 
him  anxiety,  and  he  consulted  me  for  a chest 
examination  in  March,  1923.  He  also  com- 
plained of  fatigue  on  slight  exertion,  pains  un- 
der shoulder  blades,  slight  loss  of  weight  and 
appetite,  and  small  amount  of  thick  mucus 
coughed  up  in  the  early  morning.  Tempera- 
ture at  4 P.  M.  was  99  to  99.4.  He  had  ex- 
pectorated no  blood,  and  had  no  night-sweats. 
Sputum  and  urine  were  negative. 

Physical  examination  in  March,  1923,  showed 
persistent  moist  rales  in  left  apex  and  left  in- 
terscapular region,  which  continued  until  pa- 
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tient  Avas  sent  to  Walter  Reed  General  Hos- 
pital for  observation  in  April.  1923.  He  re- 
mained there  six  Aveeks.  Avas  discharged,  and 
told  that  he  had  “no  tuberculosis”. 

Report  of  X-ray  examination  made  in  Rich- 
mond in  March,  1.923.  Avas  as  folloAvs:  “Mod- 
erately Avell-advanced  disseminated  tuberculo- 
sis involving  both  upper  lobes.  There  is  a 
bronchial  type  tuberculous  infection  involving 
the  remainder  of  the  lungs;  some  of  this  has 
calcified,  but  there  are  numerous  uncalcified 
tubercles  still  A'isible  on  both  sides.  (Signed! 
J.  L.  Tabb,  M.  D.,  Roentgenologist.” 

Present  Illness. — The  patient  returned  to 
duty  in  Richmond  in  May.  1923,  and  remained 
free  of  all  active  chest  signs  and  symptoms. 
The  folloAA-ing  August  Avhile  in  swimming  at 
Fort  Monroe,  he  fell  flat  on  his  stomach  while 
diving  into  the  water  and  immediately  de- 
veloped  seA-ere  pain  in  the  right  testicle  and 
epididymis,  which  became  swollen  and  acute- 
ly inflamed. 

Morphine  was  necessary  to  allay  the  pain 
which  persisted  for  several  days,  becoming 
worse  as  the  testicle  and  epididymis  became 
more  acutely  swollen.  There  were  distinct 
nodules  along  the  vas  deferens,  and  the  clini- 
cal picture  Avas  typical  of  tuberculous  epididy- 
mitis and  orchitis.  Previous  to  the  injury  there 
had  been  no  evidence  of  either  condition. 

Dr.  E.  T.  Trice,  of  Richmond,  on  duty  with 
same  regiment,  also  examined  the  patient,  and 
AA*e  agreed  that  it  was  acute  tuberculous  epi- 
didymitis and  orchitis  caused  by  the  trauma. 
The  patient  Avas  advised  to  have  the  right  tes- 
ticle, epididymis,  and  vas  removed  by  opera- 
tion at  once  to  preA-ent  spread  to  other  organs 
and  the  opposite  side  of  the  genital  tract.  Avhich 
he  readily  consented  to  undergo.  Ten  days 
after  the  injury,  Dr.  Trice  resected  the  dis- 
eased vas  as  far  up  as  possible,  and  removed 
the  right  testicle  and  epididymis  at  a hos- 
pital in  Richmond. 

A smear  shoAAred  numerous  tubercle  bacilli  in 
the  testicle,  epididymis,  and  vas. 

Subsequent  History. — The  patient  made  an 
uneventful  recovery  after  the  operation,  and. 
following  a leave,  returned  to  duty  in  Rich- 
mond. He  has  been  doing  full  duty  in  the 
Army  since  that  time,  and  for  the  past  tAvo 
years  has  been  on  duty  in  the  Philippine  Is- 
lands where  he  and  his  family  are  enjoying  life 
generally.  There  has  been  no  return  of  the 
chest  or  other  pathology,  and  no  ill  effects  have 


been  noted  by  the  removal  of  the  diseased  or- 
gans. 

Summary 

1.  Prompt  and  radical  remoAral  of  the  trau- 
matized organs  prevented  spread  to  other  or- 
gans, and  probably  miliary  tuberculosis. 

2.  Acute  traumatic  tuberculous  orchitis  can 
occur  in  a case  of  quiescent  pulmonary  tuber- 
culosis, eA*en  though  no  signs  of  acth'e  lung 
disease  haAe  existed  for  seteral  months. 

3.  Never  tell  a patient  that  he  has  “no  tu- 
berculosis” if  there  have  ever  been  any  signs 
of  active  pulmonary  tuberculosis  demonstrated. 

1100  West  Franklin  Street. 

Discussion 

Dr.  Dean  B.  Cole,  Richmond:  I want  to  congratu- 
late Dr.  Mercer  on  his  prompt  diagnosis  and  his 
treatment.  As  most  of  us  know,  tuberculous  orchitis 
is  rare.  In  genital  tuberculosis  eight  out  of  ten  of 
all  cases  are  in  the  epid  dymis,  and  it  is  only  neces- 
sary to  remove  the  epididymis  in  these  cases.  In 
tuberculous  orchitis  Dr.  Mercer  mentioned  that  you 
are  likely  to  get  a spread  to  other  organs.  This  is 
due  to  the  vascularity  of  the  organ  and  the  fact 
that  it  ruptures  very  easily.  It  may  rupture  into 
a vessel  and  thus  give  rise  to  disseminated  tubercu- 
losis or  tuberculosis  of  the  entire  genito-urinary 
tract.  I have  never  seen  such  an  acute  case,  but  it 
appears  that  prompt  and  radical  removal  is  the  only 
rational  method  of  treatment.  In  the  chronic  cases, 
they  can  be  treated  with  rest,  diet,  Alpine  lamp, 
sun  lamp,  etc.,  but  it  is  a long-drawn-out  procedure 
and  the  results  are  doubtful.  If  it  is  of  the  epididy- 
mis only,  prompt  removal  is  always  indicated. 

Dk.  Laaatience  T.  Price.  Richmond:  This  paper  is 
extremely  interesting,  and  I rise  to  call  attention 
to  two  points.  Tuberculosis  of  the  epididymis  and 
testicle  is  often  secondary  to  tuberculosis  elsewhere, 
and  I feel  that  sometimes  a surgical  operation  is 
performed  and  the  patient  is  dismissed  with  no 
further  examination.  I feel  that  the  condition  is 
so  often  secondary  that  in  every  case  the  patient 
should  be  exhaustively  examined  by  an  internal 
medicine  man  (that  is,  of  the  chest),  and  by  a urolo- 
gist to  exclude  infection  of  the  upper  urinary  tract. 
This  was  forcibly  impressed  on  me  some  six  or 
seven  years  ago  and  again  two  years  ago.  A man 
presented  himself  with  a history  of  cystitis,  of  tuber- 
culous cystitis.  At  the  same  time  he  gave  a history 
of  having  a right  castration  for  tuberculous  epididy- 
mitis. Two  years  after  that  he  had  a second  cas- 
tration. Then  he  came  to  me  with  tubercular  in- 
fected urine.  Cystoscopic  examination  revealed  in- 
fection of  both  kidneys,  the  tubercle  bacilli  being  de- 
monstrated by  the  microscope  and  by  culture  in 
guinea  pigs.  However,  he  was  put  on  medical  treat- 
ment, has  been  at  work  every  day  in  an  office,  has 
gained  weight,  and  is  practically  well. 

Another  case  developed  after  injury  in  a baseball 
game.  Epididymitis  and  orchitis  subsequently  de- 
veloped into  a hydrocele,  which  was  tapped.  At 
that  time  he  was  examined  physically  and  found  to 
have  a well  developed  lung  tuberculosis.  I want 
to  stress  the  point  of  not  stopping  at  the  local  diag- 
nosis and  operation  and  then  dismissing  the  patient. 
The  patient  should  be  studied  from  a diagnostic  and 
medical  standpoint  and  given  medical  treatment, 
anyhow. 

Dr.  Mercer,  closing  the  discussion:  I thank  Dr. 
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Cole  and  Dr.  Price.  I am  very  glad  Dr.  Price 
brought  out  the  point  he  did.  Of  course,  this  pa- 
tient had  been  given  routine  tuberculosis  treatment 
before  the  injury  occurred,  and  had  become  a quies- 
cent case. 

After  the  operation,  he  rested  for  two  months  and 
then  resumed  his  duties. 

THE  OPERATIVE  TREATMENT  OF 
PULMONARY  TUBERCULOSIS. 

By  F.  S.  JOHNS',  M.  D.,  Richmond,  Va. 

In  the  special  branches  of  surgery  an  ar- 
ticle is  interesting  only  so  long  as  the  subject 
for  its  discussion  has  not  become  standardized. 
Surgery  of  the  chest  has  opened  up  a new  and 
interesting  field  for  those  who  have  given  to 
it  serious  thought.  Many  of  its  problems  have 
been  solved,  while  a yet  greater  number  are 
still  in  the  state  of  development  and  experi- 
ment. 

The  operative  treatment  for  pulmonary  tu- 
berculosis began  its  usefulness  in  1907.  Since 
that  date  a number  of  surgeons  throughout 
the  country  have  equipped  themselves  to  do 
pulmonary  surgery.  Usually  a new  surgical 
procedure  becomes  popular  in  a few  years,  but 
the  operative  treatment  for  this  large  class  of 
invalids  has  received  comparatively  little  con- 
sideration. This  is  due  probably  to  the  seri- 
ous problem  of  selection  of  cases  suitable  for 
the  operation  and  to  the  poverty  stricken  con- 
dition of  the  great  majority  of  these  cases. 

The  operation  for  pulmonary  tuberculosis 
has  been  standardized.  This  is  the  Wilms- 
Sauerbruch  operation,  which  consists  of  resec- 
tion of  various  lengths  of  the  ribs  from  the 
eleventh  to  first,  inclusive.  This  resection  is 
done  through  a posterior  incision  and  includes 
the  angles  of  the  ribs.  With  few  exceptions,  I 
have  followed  this  method  in  fifty-nine  opera- 
tions for  pulmonary  tuberculosis. 

My  cases  upon  whom  I did  the  Wilms-Sauer- 
bruch  operation  showed  results  far  beyond  my 
expectations.  The  serious  condition  of  these 
tuberculous  patients  usually  necessitated  the 
operation  being  completed  in  more  than  one 
stage.  The  operation  is  usually  begun  with 
the  lower  ribs,  tenth  or  eleventh,  but  I encoun- 
tered certain  conditions  which  necessitated  my 
doing  the  upper  ribs  first.  Later,  when  the 
patient’s  condition  had  improved  sufficiently. 
I anticipated  completing  the  operation  by  re- 
section of  the  lower  ribs.  My  excuse  for  ap- 
pearing before  you  is  to  discuss  the  exception 
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to  this  general  rule.  In  a limited  number  of 
cases  I have  collapsed  only  the  upper  part  of 
the  chest  with  good  results. 

I should  here  state  definitely  that  every  case 
which  had  the  upper  ribs  done  first  had  ad- 
vanced pathology  in  the  upper  lobe.  In  other 
words,  the  operation  was  directed  at  the  most 
strategic  point  first,  with  the  hope  of  attack- 
ing the  less  seriously  involved  areas  later. 

Surgeons  have  failed  to  emphasize  this  sort 
of  a campaign,  due  probably  to  theoretical 
rather  than  practical  reasons,  since  I am  un- 
able to  find  any  clinical  evidence  that  upper 
thoracoplasty  alone  has  been  followed  by  ill 
results.  The  argument  advanced  that  upper 
thoracoplasty  alone  would  produce  further  in 
vasion  of  the  remaining  lung  has  not  been  sub- 
stantiated in  my  experience.  Not  a single  case 
has  shown  any  unfavorable  sign  or  symptom 
in  the  lower  lobes  following  the  operation 
which  could  in  any  way  be  attributed  to  re- 
sults of  the  operation.  Some  of  these  cases 
had  a pneumothorax  of  die  lower  part  of  the 
lung  which,  of  course,  proved  useful  with  a 
collapse  of  the  adherent  and  more  extensively 
involved  upper  area. 

A few  of  my  cases  were  poor  risks  with  seri- 
ous involvement  of  the  apex.  I had  definitely 
planned  to  complete  the  standard  operation  in 
several  stages.  Some  of  these  patients  showed 
such  improvement  that  they  thought  themselves 
well  and  did  not  desire  further  operation.  A 
limited  number  of  my  series  have  had  pathol- 
ogy confined  to  the  apex.  In  this  type  of  case 
I consider  resection  of  the  upper  four  or  five 
ribs  an  ideal  operation.  The  indications  for 
this  rather  limited  thoracoplasty  on  the  upper 
lobe 'are:  (1)  those  cases  suitable  for  pneumo- 
thorax, but  unable  to  get  a complete  collapse 
due  to  adhesions  about  the  apex;  (2)  certain 
cases  with  a satisfactory  pneumothorax  of  the 
lower  lobe  or  lobes,  with  a faulty  collapse 
about  the  apex;  (3)  cases  which  seem  to  have 
only  apical  pathology;  lastly,  (I)  cases  with 
advanced  involvement  in  the  apex,  who  are  too 
sick  to  undergo  the  complete  operation. 

Those  of  you  who  have  done  the  upper  thora- 
coplasty, especially  the  first  and  second  ribs, 
will  agree  with  me  that  it  is  formidable  sur- 
gery. A.  satisfactory  exposure  of  the  first  rib 
is  very  difficult,  especially  in  large  muscular 
male  patients.  The  danger  of  injuring  the  first 
intercostal  artery  when  you  cut  the  first  rib 
close  to  the  transverse  process  of  the  vertebrae 
should  always  he  kept  in  mind.  If  more  than 
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one  inch  of  the  first  rib  is  removed,  care  should 
be  exercised  lest  you  damage  the  subclavian 
artery.  To  eliminate  pain  following  the  opera- 
tion. the  ribs  should  be  cut  close  to  the  tip  of 
the  transverse  process.  I think  this  is  espe- 
cially important  in  the  upper  ribs.  Long  pos- 
terior stumps  give  aggravating  post-operative 
pain  and  slows  the  recovery. 

The  chief  causes  of  death  following  the 
W ilms-Sauerbruch  operation  are:  tuberculous 
pneumonia,  wound  infection  and  heart  failure. 
The  most  serious  of  these  post-operative  com- 
plications is  pneumonia.  Not  only  does  this 
troublesome  condition  involve  the  bad  lung, 
but  too  often  the  dependable  good  lung  is  af- 
fected. Practically  all  thoracic  surgeons  agree 
that  operations  on  the  upper  part  of  the  chest 
are  not  often  followed  by  pneumonia.  It  is  a 
well-known  fact  that  pneumonia  is  due  to 
stasis  which  follows  crippling  of  the  function 
of  expectoration  by  resection  of  the  lower  ribs. 
Brunner  and  Stoeklin  report  sixteen  fatal  cases 
of  pneumonia  in  their  series  of  195  operative 
cases.  Twelve  deaths  occurred  after  operation 
on  the  lower  ribs;  three  deaths  followed  doing 
both  lower  and  upper  ribs  at  one  sitting,  and 
only  one  death  occurred  after  upper  thoraco- 
plasty. This  patient  had  had  the  lower  part 
of  chest  collapsed  a few  weeks  previously.  It 
is  a clinical  experience  with  every  abdominal 
surgeon  that  pneumonia  is  to  be  dreaded  after 
upper  abdominal  surgery.  I have  been  in- 
terested in  the  amount  of  collapse  following 
resection  of  the  first  five  ribs.  Berard  has 
said  that  the  “first  rib  is  the  key  to  the  thoracic 
dome.”  Some  of  these  cases  show  almost  a 
total  collapse  of  the  lung,  while  all  of  them 
have  shown  a very  adequate  compression.  If 
we  can  get  enough  compression  of  the  involved 
area  with  a limited  amount  of  surgery,  you 
have  improved  the  operative  risk  and  reduced 
the  serious  post-operative  complications.  I 
do  not  want  to  create  the  impression  that  up- 
per thoracoplasty  is  suitable  for  a great  num- 
ber of  cases  of  pulmonary  tuberculosis,  but  my 
experience  has  convinced  me  that  it  has  a 
place  in  the  operative  treatment. 

Discussion 

Dr.  Dean  B.  Cole,  Richmond:  Thoracoplasty  is 
intended  primarily  to  supplement  and  not  to  sup- 
plant pneumothorax.  In  pneumothorax  complete 
collapse  is  usually  neither  necessary  nor  indicated. 
There  is  an  optimum  collapse — that  is,  the  amount 
of  collapse  which  is  indicated  for  the  maximum  im- 
provement of  not  only  the  collapsed  lung,  hut  also 
the  opposite  lung,  for  as  you  know,  many  patients 
who  come  to  pneumothorax  have  a large  amount 
of  trouble  in  one  lung  and  a moderate  amount  in 


the  other  lung.  If  there  is  an  optimum  collapse  in 
pneumothorax,  there  is  also  in  thoracoplasty.  We 
used  to  think  that  the  thing  to  do  in  pneumothorax 
was  to  put  the  lung  down,  squeeze  out  everything 
squeezable,  and  keep  it  absolutely  at  rest.  Experi- 
ence has  taught  us  that  this  is  not  necessary  nor 
always  indicated,  and  what  we  are  trying  to  do  in 
every  pneumothorax  case  is  to  find  the  optimum  col- 
lapse and  keep  that  patient  as  near  this  collapse  as 
possible.  The  same  thing  applies  to  chest  surgery; 
no  two  cases  require  exactly  the  same  treatment. 
They  must  be  handled  individually.  This  patient 
(showing  slide),  Dr.  Johns  told  you  had  had  tuber- 
culosis for  a long  time  and  was  more  or  less  of  an 
invalid,  but  was  one  of  those  cases  diagnosed  as 
chronic  bronchitis,  confined  very  closely  to  the  house, 
could  not  go  out,  could  not  get  her  feet  wet,  could 
not  be  in  a draft,  nor  could  she  do  many  of  those 
things  necessary  for  the  recovery  of  a tuberculosis 
patient.  Fortunately,  she  became  ill,  developed  a 
temperature  of  105,  and  was  put  in  the  hospital. 
Collapse  of  the  lung  being  impossible  by  pneumo- 
thorax, Dr.  Johns  operated  and  closed  this  cavity. 
That  was  some  eighteen  months  ago.  Clinically,  she 
still  has  come  rales,  but  the  X-ray  shows  most  of 
her  tuberculosis  healed.  Just  closing  this  cavity  and 
getting  rid  of  the  caseous  tuberculous  mass  shown 
here  was  enough  to  put  this  patient  on  her  feet. 

(Next  slide.)  In  this  patient  there  was  a very 
similar  sort  of  thing,  except  there  was  not  the  in- 
volvement of  the  other  lung.  You  can  see  the  tuber- 
culous deposit  here  below  the  area  of  collapse.  This 
healed  as  soon  as  the  cavity  was  closed.  When 
the  cavity  was  collapsed,  the  patient  was  able  to 
handle  the  rest  of  her  tuberculosis. 

(Next  slide.)  Here  is  a patient  who  had  been  in 
a sanatorium  for  five  years,  had  hemorrhaged, 
had  gone  back  and  forth,  had  ridden  the  waves, 
thought  he  was  going  to  get  well,  and  thought  he 
was  going  to  die.  He  had  a great  big  cavity,  the 
size  of  an  orange.  The  thing  I feared  was  that  he 
would  hemorrhage  again  and  possibly  die  before 
this  cavity  could  be  closed.  The  cavity  was  closed, 
and  he  is  doing  very  nicely  now. 

Dr.  W.  E.  Brown,  Blue  Ridge  Sanatorium,  Char- 
lottesville: There  is  very  little  that  I can  add 

to  Dr.  Johns’  interesting  paper  and  Dr.  Cole’s  dis- 
cussion. I have  watched  the  development  of  thoracic 
surgery  with  a great  deal  of  interest.  We  have 
known  for  a number  of  years  that  we  could  get  more 
positive  results  with  artificial  pneumothorax  in 
suitable  cases  than  through  any  other  treatment. 
However,  it  has  been  found  that  numbers  of  cases 
cannot  be  successfully  collapsed  by  artificial  pneu- 
mothorax due  to  dense  adhesions.  The  success  of 
operators  in  producing  collapse  of  the  lung  by  pneu- 
mothorax varies  from  one-third  to  two-thirds  of  the 
patients  who  are  tried.  In  our  work  at  the  state 
sanatoria,  we  have  had  several  hundred  cases  of 
artificial  collapse.  In  some  instances  we  have  got- 
ten excellent  results  from  partial  collapse.  This 
has  been  due  to  the  fact  that  the  air  will  collapse 
that  portion  of  the  diseased  lung  in  which  the  most 
toxic  absorption  has  taken  place;  and  a compara- 
tively small  amount  of  artificial  pneumothorax  un- 
der these  conditions  would  make  the  patient  symp- 
tom free  in  a comparatively  short  time.  In  other 
cases,  attempts  at  pneumothorax  would  produce  a 
collapsed  lower  two-thirds,  when  the  greatest  amount 
of  pathology  would  be  in  the  upper  third  of  the 
lung;  and  in  these  cases  we  frequently  get  no  mate- 
rial benefit.  It  is  in  this  particular  type  that  a 
partial  thoracoplasty  appears  to  be  indicated. 
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I am  glad  to  see  that  Dr.  Johns  is  getting  such 
good  results  with  the  partial  operation.  It  seems 
perfectly  logical,  and  it  follows  in  the  same  cate- 
gory with  the  same  results  we  sometimes  get  from 
partial  pneumothorax.  I see  no  necessity  for  a com- 
plete thoracoplasty  in  this  type  of  patient.  Why 
should  a patient  be  mutilated  unnecessarily  if  the 
resection  of  four  or  five  ribs  would  collapse  the 
diseased  portion  of  the  lung  from  which  the  symp- 
toms originate?  If  we  can  get  our  patients  symp- 
tom free,  what  more  can  we  ask?  Time  alone  is 
going  to  tell  what  the  results  of  this  operation  are 
going  to  be,  but  I think  it  is  perfectly  justifiable  in 
those  cases  which  all  other  means  of  treatment  have 
failed  to  benefit. 

Du.  J.  Shelton  Horseey,  Richmond:  I am  won- 
dering, in  view  of  the  excellent  results  of  Dr.  Johns’ 
work  and  the  improved  results  of  resection  of  ribs 
in  infants  under  two  with  empyema,  as  reported  by 
Dr.  W.  C.  Davison,  whether  there  may  not  be  in  this 
some  local  nutritional  effect,  whether  it  may  not 
be  possible  that  the  more  extensive  procedure  causes 
a greater  amount  of  hyperemia,  which,  as  we  know, 
is  a good  thing  for  the  tuberculous  lung,  and  whether 
that  is  the  reason  why  we  get  a more  satisfactory 
result  from  the  open  rib  resection  than  from  the 
puncture. 


DIABETIC  CELLULITIS  OF  THE  FACE: 
REPORT  OF  A CASE.* 

By  WILBUR  M.  BOWMAN,  M.  D.,  Petersburg,  Va. 

I feel  greatly  indebted  for  the  privilege  to 
report  this  single  case  of  Diabetic  Cellulitis 
of  the  Face  before  this  Society.  So  far,  I 
have  been  unable  to  find  in  the  available 
records  just  such  a case.  A number  of  cases 
of  carbuncles  of  the  neck,  however,  are  on 
record;  also  a huge  diabetic  carbuncle  of  the 
upper  eyelid  has  been  reported.  Perhaps  of 
interest  and  value  is  a case  of  “Diabetes  Melli- 
tus  with  Multiple  Abscesses”  which  was  re- 
ported in  the  West  Virginia  State  Medical 
Journal , 1919-20,  but  to  date  the  editor  has 
been  unable  to  locate  the  article.  I would  like 
very  much  to  know  the  location  of  those 
lesions.  In  the  case  now  reported  there  were 
eleven  abscesses  scattered  about  the  cellular 
tissue  of  the  forehead,  eyelids,  nose,  and  cheeks, 
but,  unlike  the  usual  cases  reported,  they  were 
not  carbuncles.  They  lacked  that  moth-eaten 
appearance  so  characteristic  of  a carbuncle. 
I wish  it  were  so  that  this  body  could  have 
seen  the  patient  as  words  are  inadequate  to 
describe  vividly  or  with  justice  the  horrible, 
existing  condition  which  perception  alone 
could  indelibly  impress  upon  the  mind.  This 
patient  was  seen,  however,  at  the  hospital  by 
the  eye,  ear,  nose  and  throat  physicians  and 
other  members  of  our  staff. 

♦Read  at  the  fifty-eighth  annual  meeting  of  the  Medical 
Society  of  Virginia  in  Petersburg,  October  18-20,  1928. 


Case  Report 

XYZ.  a white  male  patient,  sixty-seven  years 
of  age,  was  referred  and  admitted  to  the  hos- 
pital on  June  19,  1927,  with  a diagnosis  of 
Diabetic  Cellulitis  of  the  Face.  Father  died 
at  the  age  of  sixty-eight  with  Bright’s  disease. 
Mother  died  at  the  age  of  eighty-eight  from 
“senility”.  One  sister  died  of  “kidney  dis- 
ease”. Several  brothers  and  sisters  are  alive 
and  well. 

Past  History.  In  1918  the  patient  had  an 
attack  of  influenza.  During  a period  of  April 
and  May  this  year  he  had  a very  difficult  time 
healing  an  infected  lesion  of  his  foot.  He  is  a 
man  of  general  good  habits.  I might  state, 
however,  that  he  has  always  been  an  excessive 
eater,  especially  of  sweets.  Constipation  has 
been  a noticeable  factor  practically  all  his  life. 
His  normal  weight  for  years  has  been  from 
225  to  245  pounds  but  for  a few  months  prior 
to  present  illness  there  has  been  a definite 
weight  loss.  This  has  been  accompanied  by  a 
tired  feeling  and  moderate  polyuria. 

Present  Illness.  On  June  1st  a small,  pain- 
ful pimple  on  the  left  side  of  his  nose  was 
scratched  and  picked.  Shortly  afterwards 
there  was  evidence  of  an  acute  inflammatory 
condition  around  the  area  accompanied  by 
swelling.  By  the  fifth  day  this  had  extended 
upward  and  involved  the  tissues  around  the 
right  eye.  This  was  diagnosed  as  erysipelas 
by  the  attending  physician.  As  the  swelling 
progressed  to  the  left  eye,  the  right  one  im- 
proved only  to  be  involved  again  later.  The 
tissues  of  the  forehead  and  upper  part  of  the 
nose  became  swollen.  This  was  followed  by 
a marked  discoloration  with  gangrene  threat- 
ening. About  the  twelfth  day  a purulent  dis- 
charge started  from  both  nostrils.  Strikingly 
peculiar  is  the  fact  that  there  was  only  moder- 
ate pain,  the  patient’s  main  complaint  being  a 
discomfort  caused  by  the  tenseness  of  the 
swelling  and  discharge.  It  was  obvious  that 
he  was  not  improving  so  a specimen  of  urine 
was  examined  and  this  revealed  sugar. 

Physical  Examination  revealed  a white 
man  about  sixty-seven  years  of  age,  six  feet 
two  inches  in  height,  and  weighing  approxi- 
mately 180  pounds.  On  admission  the  tem- 
perature was  101  1/5,  pulse  105,  and  respiration 
20. 

There  was  a marked  cellulitis  of  the  greater 
portion  of  the  face  extending  chiefly  about  the 
forehead,  nose,  eyes,  and  both  maxillary  areas. 
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In  all  there  were  eleven  abscesses  present. 
Five  small  ones  varying  in  size  from  a dime 
to  a fifty-cent  piece  were  located  on  the  fore- 
head. One  completely  filled  the  upper  left  eye- 
lid. The  lower  lid  being  edematous,  com- 
pletely closed  this  eye.  A similar  but  reversed 
condition  existed  in  the  right  eve.  A large 
abscess  present  over  the  dorsum  nasi  and  the 
lateral  sides  obscured  all  anatomical  land- 
marks of  the  nose  except  the  nasal  apertures 
and  even  pus  was  draining  from  these  in  a 
continuous  stream.  The  abscess  present  in  the 
right  cheek  was  about  the  size  of  a lemon.  In 
the  opposite  cheek  was  the  largest  one  of  all 
being  at  least  the  size  of  an  orange  but  not 
draining.  In  the  same  cheek  proximal  to  the 
nose  was  a smaller  one  about  the  size  of  a wal- 
nut draining  at  an  opening  near  the  internal 
canthus  of  the  left  eye.  This  opening  was  con- 
nected with  one  at  the  internal  canthus  of 
the  right  eye  bv  a sinus  tract  extending  across 
the  bridge  of  the  nose.  Into  this  tract  also 
pus  was  draining  from  the  abscess  in  the  right 
eyelid,  from  one  in  the  forehead,  and  from  the 
nose.  Application  of  slight  pressure  was  all 
that  was  required  to  increase  the  discharge  of 
thick  pus  from  these  openings.  A dark  blue 
discoloration  predominated  practically  over 
the  entire  surface  of  these  abscesses  with  a 
dark  red  around  the  margins.  Once  seen  it 
was  a “face  you  could  not  forget  and  words 
can  not  describe”. 

Blood  pressure  155  systolic  and  80  diastolic. 
Lungs  were  negative.  Examination  of  the 
heart  revealed  a slight,  soft,  mitral  blow  at 
the  apex  occurring  with  the  first  heart  sound 
but!  not  transmitted.  A slight,  soft  aortic 
blow  occurred  with  the  first  sound  but  was 
not  transmitted.  I was  unable  to  detect  the 
cardiac  extent  on  account  of  overlapping  lung 
tissue.  Abdomen  was  negative.  Teeth  were 
absent.  A small  pustule  was  present  at  the 
bend  of  the  elbow. 

'The  laboratory  report  was  as  follows: 


Treatment  and  Progress.  To  control  the 
glycosuria  as  soon  as  possible  before  undertak- 
ing any  surgical  intervention  was  the  aim  in 
this  case.  Ten  units  of  insulin  were  given  soon 
after  admission.  Twenty-four  hour  urine 
specimens  were  started.  Continuous  local  ap- 
plications to  the  face  of  hot  magnesium  sul- 
phate (one-half  saturated  solution)  compresses 
were  begun.  This  was  aided  by  the  heat  from 
a 260  watt  therapeutic  lamp.  Irrigating  each 
nostril  with  warm  normal  saline  every  four 
hours  seemed  to  give  the  patient  his  greatest 
relief  by  allowing  him  to  breathe  easier.  A 
2 per  cent  mercurochrome  solution  was  in- 
stilled in  the  sinus  tract  at  intervals.  A warm 
soda  enema  (high  colonic)  was  ordered  daily. 
The  patient  was  kept  on  a light  diet  and  ten 
units  of  insulin  three  times  a day  until  his 
basal  metabolic  diet  could  be  determined.  Un- 
der this  regime  he  began  to  improve  at  once. 
On  the  23rd  of  June  there  was  only  .45  per  cent 
sugar  or  7.48  grams  present  in  the  twenty-four 
hour  specimen.  At  this  time  he  was  put  on  a 
basal  diet  consisting  of 

F 155  grams 
P 54.5  grams 
C 55  grams 

giving  a keto-anti-ketogenic  ratio  of  1.6— {- . 
Insulin  was  increased  to  45  units  daily.  On 
the  following  day  he  was  sugar  free  with  a 
blood  sugar  of  190  mgs.  per  100  c.c.  blood. 
About  this  time  the  right  eye  had  opened 
showing  the  eyeball  in  perfect  condition.  The 
left  eyelid,  however,  had  swollen  to  such  an 
extent  that  the  lids  could  not  be  retracted 
enough  to  allow  a slight  view  of  the  orbit. 
Pus  continued  to  drain  freely  from  the  open- 
ings previously  described.  The  temperature 
varied  from  99*  2/5  to  101  2/5.  At  the  appear- 
ance of  several  pustules  about  the  forehead  he 
was  given  20  c.c.  of  a I per  cent  mercuro- 
chrome solution  intravenously  in  the  after- 
noon. The  temperature  shortly  rose  to  105 


June  If,  1927. 


Sp.  Gr. 

React. 

Album. 

Sugar 

Ac.  and  Diac. 

Casts  ) 

W.  B.  C. 

R.  B.  i 

1.018 

Acid 

trace  | 

pos. 

neg.  | 

few  hyal.  ' 

rare 

neg. 

Quantitative  Sugar  1.27  per  cent 

June  20,  1927 


Reds 

Leucocytes 

Hemogl. 

P.  M.  N. 

Lympho. 

4.280, 000 

21,800 

79% 

89% 

11% 

Wassermann  reported  at  a later  date  as  negative. 
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but  by  morning  had  fallen  to  97.  The  pustules 
had  disappeared  and  the  abscess  in  the  left 
eyelid  broke  and  allowed  a view  of  the  un- 
damaged eyeball  for  the  first  time  since  clo- 
sure of  the  lids.  The  temperature  remained  be- 
low the  100  mark  for  five  days,  after  which 
time  it  began  to  vary  between  99  and  101.  On 
the  basal  diet  he  began  to  run  about  .8  per 
cent  urinary  sugar  so  the  insulin  was  gradu- 
ally increased  to  00  units  daily,  rendering  him 
sugar  free  and  giving  a blood  sugar  of  142 
mgs.  per  100  c.c.  blood  on  July  4th.  Only  oc- 


casionally was  there  a slight  trace  of  acetone 
noted.  I might  state  that  an  X-ray  taken  on 
the  27th  of  June  did  not  show  any  bone  de- 
struction nor  was  a definite  statement  made 
as  to  the  presence  of  pus  or  granulations  in 
the  sinuses.  Feeling  assured  that  the  patient 
was  now  under  control,  the  non-draining  ab- 
scesses were  incised  under  local  anaesthesia  on 
July  6th.  The  heat  from  the  therapeutic  lamp 
was  kept  applied  to  the  face  continuously. 
From  this  time  on  the  patient  made  a very 
rapid  recovery.  The  bluish  discoloration  be- 
gan to  disappear  and  a natural  pink  color  took 
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its  place.  The  left  eye  continued  to  open. 
The  purulent  nasal  discharge  had  stopped. 
On  July  the  17th,  just  eleven  days  after  open- 
ing the  abscesses,  the  patient  was  allowed  to 
leave  the  Hospital  accompanied  by  a.  nurse 
who  was  to  instruct  some  one  in  the  family 
how  to  administer  the  insulin.  On  the  day  of 
discharge  the  urine  continued  sugar  and  ace- 
tone free  while  the  blood  sugar  was  134  mgs. 
per  100  c.c.  blood.  Leucocytes  were  11,200. 

The  patient  has  been  seen  several  times  since 
his  discharge.  All  of  the  :ncisions  have  healed 


nicely  and  appear  only  as  ordinary  wrinkles. 
He  is  up  and  about,  gaining  in  weight,  and 
feeling  fine.  While  increasing  his  caloric  re- 
quirement there  has  been  a gradual  reduction 
in  insulin.  On  September  the  8th,  the  blood 
sugar  was  86  mgs.  per  100  c.c.  blood.  On  Oc 
tober  the  5th,  the  daily  insulin  dose  was  only 
7 units  while  the  blood  sugar  was  112  mgs.  per 
100  c.c.  blood.  On  October  the  10th,  the  in- 
sulin was  discontinued  altogether.  Not  once 
has  he  shown  sugar  since  being  discharged. 
His  diet,  which  consists  of  2,500  calories  at 
present,  is  being  strictly  adhered  to. 


(Vested  o<y 


ftWsss  °S 


4^Wes4e& 

f\Wesi 


Nose. 

-Ux<w.  bWesi 
S'lrvd.V.Vtr 


Di&Whx.  C. vs  c\  IVe  Va.ce. 


770 


VIRGINIA  MEDICAL  MONTHLY 


[March. 


Comment:  There  are  a number  of  interest- 
ing features  about  this  case  but  I shall  only 
stress  those  that  seem  to  be  outstanding.  Those 
complications  that  could  have  happened  very 
easily  but  did  not,  might  he  noted.  How  easy 
it  was  for  diabetic  gangrene  to  have  taken 
place.  How  about  a septicemia  when  in  all 
probability  a bacteriemia  already  existed.  The 
eye.  ear,  nose  and  throat  physicians  who  saw 
this  case  immediately  remarked  as  to  a com- 
plicating sinus  thrombosis  since  this  has  oc- 
curred from  so  simple  a lesion  as  a pimple  on 
the  nose.  In  fact,  I was  informed  by  one  of 
the  specialists  a few  days  ago  that  such  a 
thing  happened  recently  in  a case  which  made 
a lethal  exodus.  Even  a sinusitus,  local  hemor- 
rhage. embolism,  etc.,  were  in  order. 

Interesting  of  course  is  the  lack  of  pain. 
This  patient  complained  more  of  the  nasal  dis- 
charge, heat  from  the  therapeutic  lamp,  or  the 
prick  of  the  hypodermic  needle  than  he  did 
from  anything  else. 

This  case  illustrates  very  strongly  the  fact 
that  in  cases  of  diabetes  with  infection  the 
amount  of  insulin  required  daily  is  greater 
than  under  ordinary  circumstances  on  account 
of  a lower  sugar  tolerance.  Apparently,  this 
patient  had  an  exceedingly  low  tolerance  as 
indicated  by  a daily  insulin  dose  of  66  units  to 
keep  him  sugar  free  on  a diet  containing  a 
total  carbohydrate  intake  of  102  grams.  It  is 
noteworthy  however  that  as  the  infection  sub- 
sided the  tolerance  increased. 

It  is  pei'haps  needless  to  stress  the  fact  that 
conservative  surgery  of  the  face  should  be  the 
procedure  of  choice,  especially  in  such  cases. 

121  North  Union  /Street . 

Discussion. 

Dk.  Georoe  H.  Reese,  Petersburg  .*  There  is  very 
little  that  I feel  like  saying  in  regard  to  this  case 
after  the  complete  description  given  by  Dr.  Bowman. 
Also,  for  the  reasons  given  by  him;  there  is  practi- 
cally nothing  in  the  literature  bearing  on  just  such 
a condition  as  this.  We  are  all  at  least  theoretically 
familiar  with  furunculosis  and  gangrene  accompany- 
ing diabetes;  we  all  know  that  any  diabetic  is  sus- 
ceptible to  infection;  but  I am  quite  certain  there 
are  few  men  who  have  seen  just  such  an  angry-look- 
ing  infection  as  this  one  Dr.  Bowman  has  described. 
When  he  called  me  in  consultation  with  this  case 
and  told  me  he  expected  me  to  operate  on  it.  I was 
considerably  set  back,  because  I thought  he  had 
wished  something  on  me.  It  was  about  as  discourag- 
ing looking  a proposition  as  a man  could  well  face, 
and  as  I had  had  some  observations  of  the  effect  of 
boils  and  carbuncles  on  the  upper  lip  appearances 
were  not  reassuring.  I saw  two  men  die  within  a 
period  of  two  or  three  months  from  the  effects  of 
what  looked  like  small  boils  on  the  upper  lip.  As  this 


thing  extended  over  the  whole  upper  part  of  the  face 
it  was  clearly  apparent  that  the  man  was  in  great 
jeopardy.  I was  rather  surprised  that  the  man  was 
not  already  dead,  and  I was  more  surprised  to  find 
that  up  to  the  time  I saw  him  he  had  really  no  bad 
symptoms;  but  just  what  you  might  call  “bad  looks.” 

My  part  in  the  performance  was  incising  these 
areas  and  slipping  little  rubber  tubes  in  to  permit 
drainage.  It  was  a case  that  I greatly  appreciated 
seeing  and  a case  that  Dr.  Bowman  very  wisely  got 
in  shape  for  surgical  procedure  at  the  proper  time. 
For  that  I think  he  is  greatly  to  be  commended.  It 
is  a very  instructive  case  and  a case  that  bears  out 
the  value  always  of  thorough  preparation  for  any 
work  you  are  going  to  do,  especially  in  infective 
surgery,  where  you  are  so  likely  to  set  up  a septi- 
cemia by  ill-considered  and  excessive  measures. 

Dr.  Bowman,  closing  the  discussion:  I have  noth- 
ing further  to  say,  but  want  to  thank  Dr.  Reese  for 
his  very  helpful  and  free  remarks.  I appreciate 
them. 


THE  MINERAL  WATER  RESOURCES  OF 
THE  STATE  OF  VIRGINIA  AND  THEIR 
THERAPEUTIC  PROPERTIES.* 

By  WILLIAM  EDWARD  FITCH,  M.  D.,  Buffalo  Lithia 
Springs,  Va. 

Long  before  the  coming  of  the  white  man  to 
this  continent,  mineral  springs  were  empiri- 
cally known  and  emplo}7ed  by  the  native 
Indians,  and  with  good  results,  in  the  relief 
of  many  diseased  conditions.  It  may  be  in- 
teresting to  note  that  practically  all  the  spring 
areas  in  use  today  as  spas  and  resorts  were 
first  pointed  out  by  the  red  man  to  his  white 
brother  as  “medicine  springs.” 

The  development’  of  quantitative  chemical 
analysis  opened  the  way  for  a definite  under- 
standing of  the  nature  and  quantity  of  min- 
eral salts  contained  in  waters.  In  the  early 
days  chemical  analysis  was  not  well  developed, 
and  precise  methods  had  not  been  perfected; 
therefore,  it  was  difficult  to  demonstrate  with 
certainty  the  presence  of  minute  quantities  of 
elements. 

Late  researches  in  medical  hydrology  have 
brought  out  and  established  the  fact  that  the 
active  substance  of  a curative  water  is  pres- 
ent in  extremely  small  amounts  and  that  often 
only  infinitesimal  quantities  of  an  element 
suffice  to  bring  about  profound  biological 
changes  in  both  man  and  animals.  The  pro- 
gressive physician  who  would  keep  pace  with 
the  advancement  of  modern  science  must  real- 
ize that  quantities  of  mineral  elements  so  in- 
finitesimal as  to  be  unweighable  and  often  only 
spectroscopically  detectable  are  sometimes 
capable  of  producing  profound  biological 

*Read  at  the  fifty-eighth  annual  meeting  of  the  Medical 
Society  of  Virginia,  in  Petersburg,  October  18-20,  1927. 
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effects,  and  therefore  possess  significant  thera- 
peutic properties. 

The  history  of  mineral  waters  and  mineral 
springs  in  general,  however,  dates  back  and 
beyond  the  beginning  of  Christian  Era.  The 
Egyptians,  Arabians,  Mohammedans,  Greeks, 
Romans,  and,  in  fact,  all  nations  of  the  earth 
have  used  mineral  waters  for  medicinal  pur- 
poses from  time  immemorial.  These  centuries 
of  experience  have  demonstrated  that  in  cer- 
tain chronic  diseases,  the  intelligent  use  of 
mineral  waters  surpasses  the  curative  action 
of  drugs  from  the  corner  pharmacy.  While 
European  physicians  have  always  appreciated 
the  curative  virtues  of  mineral  waters,  Ameri- 
can physicians  have,  through  apathy  or  neg- 
lect, overlooked  the  fact  that  we  have  in  our 
own  country  the  counterpart  of  the  best 
European  springs.  It  is  a historical  fact  that 
mineral  waters  have  been  of  great  benefit  to 
mankind.  For  the  first  five  hundred  years 
following  the  Christian  Era,  mineral  waters 
were  the  only  medicinal  agents  used  by  the 
Roman  physicians,  and  their  “Aqua  Calientes” 
have  been  in  constant  use  for  drinking  and 
bathing  cures  for  more  than  two  thousand 
years.  Josephus  refers  to  the  thermal  baths 
at  Caliorrhoea,  near  the  Dead  Sea,  made 
famous  by  Herod  the  Great,  who  resorted  there 
for  the  use  of  the  baths  during  his  illness. 
The  thermal  baths  at  Bath,  England,  have  a 
history  extending  back  to  the  time  of  Christ, 
while  legend  and  mythology  carry  the  record 
back  to  800  B.  C.  Parts  of  the  architectural 
structures  built  here  by  the  Romans,  between 
43  and  84  A.  I).,  are  still  standing— though 
they  have  been  in  constant  use  for  nearly  2,000 
years.  The  spring  at  Ala-Sherhr,  the  Phila- 
delphia of  the  New  Testament,  has  been  in 
constant  use  since  the  Third  Century,  B.  C.. 
and  the  waters  of  these  springs  are  still  bottled 
and  sold  all  over  Asia  Minor. 

The  European  spas  and  watering  places  take 
an  annual  toll  of  at  least  $100,000,000  from 
American  citizens  seeking  health  and  recu- 
peration at  European  resorts.  Some  of  them 
go  to  foreign  watering  places  under  the  delu- 
sion that  foreign  things  are  better  than  those 
at  home,  and  that  the  more  inaccessible  and  ex- 
pensive a thing  or  place  is,  the  better  it  must 
be;  others  go  because  the  prescribing  physi- 
cian is  not  creditably  informed  that  in  our 
own  country  we  possess  every  kind  and  class 
of  mineral  waters  which  have  made  the  Euro- 
pean spas  so  popular  and  wealthy.  It  is  a 


serious  reproach  on  the  medical  profession  of 
our  country  that  so  many  thousands,  even  mil- 
lions of  patients  have  spent  small  fortunes 
hunting  health  and  happiness  at  European 
spas  when  they  could  have  had  the  same  scien- 
tific care  and  more  considerate  attention  at 
home  for  a fraction  of  the  cost,  and  the  addi- 
tional advantage  that  our  American  spas  and 
mineral  waters  are  not  only  equal  to  any  in 
the  world,  but  in  many  respects  far  superior. 

Many  of  the  greater  American  spas  in  the 
United  States  have  been  and  are  expending 
vast  sums  of  money  in  the  construction  and 
equipment  of  resorts  which  in  many  particu- 
lars excel  any  similar  establishments  in  for- 
eign countries.  They  have  for  their  medical 
directors  eminent  physicians  who  have  mas- 
tered the  science  of  hydriatics,  so  that  it  is  no 
longer  necessary  for  American  physicians  to 
subject  their  patients  to  long  and  hazardous 
sea  voyages  to  secure  treatment  at  a foreign 
mineral  spring  or  spa. 

There  are  scores  of  resorts  throughout  the 
country  offering  every  comfort  for  the  invalid, 
while  the  larger  spas  offer  all  the  comforts  cf 
the  home,  all  the  advantages  of  the  best  sani- 
tarium. all  the  service  of  the  best  hotels,  with 
every  comfort,  convenience  and  luxury  to  be 
had  at  any  spa  in  the  world.  Europeans  secure 
relief  at  their  home  spas,  and  we  should  at 
ours.  Change  of  scene  and  travel  are  just  as 
beneficial  and  invigorating  here  as  in  Europe 
and  this  great  country  of  ours,  stretching  from 
Canada  to  Mexico,  and  from  the  Atlantic  t<> 
the  Pacific  Oceans  contains  scenic  effects  as  in- 
teresting as  any  in  Europe. 

There  is  imported  into  the  United  States 
annually  something  like  4,000,000  gallons  of 
foreign  mineral  waters,  representing  in  value 
more  than  $1,000,000;  but  our  domestic  con- 
sumption of  mineral  waters  far  surpasses  this, 
reaching  some  70,000,000  gallons  a year  and 
aggregating  in  cost  about  $25,000,000.  The 
magnitude  and  great  practical  importance  of 
this  aspect  of  therapeusis — the  use  of  mineral 
waters  medicinally — ought  to  awaken  the 
minds  of  the  American  medical  profession  to 
the  great  potential  possibilities  for  scientific 
mineral  water  therapy — through  these  God 
given  natural  medicinal  agents,  charged  with 
potent  therapeutic  properties. 

Virginia  Mineral  Springs 

The  State  of  Virginia  has  100  spring  locali- 
ties, with  a total  of  320  individual  mineral 
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springs,  eighty  of  which  have  been  analyzed, 
and  sixty  at  various  times  used  as  resorts.  The 
State  has  long  been  renowned  for  the  number, 
variety  and  value  of  its  mineral  springs,  and 
even  at  the  present  time  it  stands  well  toward 
the  head  of  the  list  in  this  respect,  only  Cali- 
fornia having  a greater  number  of  mineral 
springs.  All  classes  and  varieties  of  mineral 
waters  are  found  in  this  State,  the  alkaline 
waters  predominating,  followed  by  the  chaly- 
beate, sulphureted,  alkaline,  alkaline-saline, 
acid,  and  thermic. 

Alkaline  Waters. — There  are  twenty-five 
alkaline  springs  in  the  State,  viz.,  Bear  Lithia, 
Buckhead,  Buffalo  Lithia  Nos.  1,  2,  6 and  8; 
Farmville  Lithia,  Golindo  Lithia,  Hot  Springs 
— Boiler  Bath,  Hot  Spout  Bath,  Octagon 
Bath,  New  Hot,  Sulphur  Bath,  and  Magnesian 
Spring;  Jeffress  Lithia,  Massanetta.  Nye 
Lithia,  Osceola,  Otterburn  Lithia,  Powhatan, 
Rubino,  Seawright,  Stribbling,  Virginia  Etna, 
Healing,  and  Wyrick  Springs. 

Alkaline  /Saline  Waters. — There  are  three  lo 
ealities  where  this  class  of  waters  are  found, 
viz.,  Buffalo  Lithia  Nos.  4 and  5 Springs,  Bur- 
nett’s Mineral  Spring,  and  Carter’s  Springs. 
Like  her  sister  State,  North  Carolina,  Virginia 
has  no  muriated  alkaline  saline  springs. 

Saline  Waters. — There  are  three,  spring  lo- 
calities where  saline  waters  are  found,  viz., 
Alleghany  Springs,  Berry  Hill  Springs  and 
Healing  Springs.  All  of  these  springs  are 
of  the  sulphated  saline  type  or  class.  The  two 
first  named  are  the  highest  in  total  solids  of 
any  springs  within  the  State. 

Ferruginous  Waters. — There  are  three  lo- 
calities in  the  State  where  chalybeate,  ferru- 
ginous or  iron  waters  are  found,  viz.,  Buffalo 
Lithia  No.  3 Spring,  Dagger’s  Chalybeate,  and 
Rock  Enon  Springs.  All  of  these  contain  the 
bicarbonate  of  iron.  Buffalo  Lithia  No.  3 
Spring  carries  Go  milligrams  of  iron  bicarbon- 
ate to  the  liter.  Rock  Enon  carries  243  milli- 
grams of  the  iron  bicarbonate  to  the  liter,  and 
Dagger’s  chalybeate  springs  contains  55  milli- 
grams of  iron  bicarbonate  to  the  liter. 

Sulphureted  Waters. — There  are  three  spring- 
localities  in  the  State  where  sulphur  waters 
are  found,  viz..  Cold  Sulphur  Springs,  Dag- 
ger’s Sulphur  Springs,  and  the  Virginia  Hot 
Springs,  with  one  spring  sulphureted — the 
Sulphur  Bath  Spring.  All  of  the  Virginia 
Hot  Springs  contain  large  volumes  of  car- 
bonic acid.  and.  in  addition,  they  are  highly 
radio-activated,  all  of  which  adds  to  their 


therapeutic  potency  and  medicinal  usefulness. 

Thermal  Springs. — There  is  only  one  area 
in  the  State  of  Virginia  where  hot  waters 
are  found,  and  that  is  the  celebrated  Virginia 
Hot  Springs.  All  six  of  the  springs  are  hot, 
with  temperatures  ranging  from  35.5  to  41.5 
Centigrade.  The  waters  are  also  highly 
charged  with  carbonic  acid  gas,  and  the  Sul- 
phur Bath  Spring  with  sulphureted  hydro- 
gen; in  addition,  they  are  highly  radio-active. 

Arseniated  Waters. — Virginia,  like  her  sis- 
ter State,  North  Carolina,  has  one  spring  which 
contains  traces  of  arsenic.  The  Crocket  Ar- 
senic Lithia  Spring  carries  almost  one-third  of 
a milligram  of  disodium  arsenate  to  the  liter 
of  water  and  is  the  onlv  spring  in  the  State 
which  contains  this  element. 

Acid  Waters. — There  are  five  localities  in  the 
State  in  which  acid  waters  are  found,  viz.. 
Bath  Alum  Springs  contains  free  H2SO(,  Bed- 
ford Iron  Alum  Springs  contains  free  H2S04. 
The  Rockbridge  Alum  Springs  contains  alumi- 
num sulphate  Al2  (S04)3.  The  Shenandoah 
Alum  Springs  contains  aluminum  sulphate  Al2 
(SOOs,  and  the  Wallawhatoola  Springs  con- 
tain aluminum  sulphate  Al2  (S04)3.  Usually 
this  class  of  waters  contain  the  sulphates  of 
iron  and  aluminum,  although  there  are  a few 
springs  which  contain  free  sulphuric  and  hjr- 
drochloric  acids. 

Radio-Active  Waters. — There  is  only  one 
locality,  so  far  as  is  known  at  present,  which 
contains  radio-active  emanations,  and  that  is 
at  the  Virginia  Hot  -Springs.  Five  of  the 
springs  in  this  area  on  scienti'm  test  have  re- 
vealed the  presence  of  radio-active  emanations. 

The  Ptiysioligtcal  Action  of  Mineral 
Waters 

Alkaline  Waters. — The  physiological  actions 
of  the  sodic  bicarbonated  alkaline  waters  in- 
crease metabolism,  dissolve  uric  acid,  and  allay 
irritation  of  the  mucous  membranes  of  the 
whole  genito-urinary  tract,  and  at  the  same 
time  aid  in  the  elimination  of  uric  acid  deposits 
from  the  system.  The  physiological  action  of 
the  magnesic  bicarbonated  alkaline  waters 
stimulates  secretions,  neutralizes  acidity  and 
in  large  amounts  exerts  slight  laxative  action. 
They  are.  perhaps,  the  best  of  all  the  bicar- 
bonated alkaline  waters  for  correcting  acid 
conditions  of  the  stomach.  Their  physiologi- 
cal action  favors  the  elimination  of  uric  acid 
deposits  from  the  bladder  and  kidneys,  and 
allays  irritation  of  mucous  membranes  of  the 
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genito-urinary  tract.  Increased  uric  acid  ex- 
cretion is  always  looked  upon  as  a favorable 
omen,  provided  it  is  not  due  to  increased  uric 
acid  formation,  which  may  result,  if  an  in- 
creased allowance  of  purin-containing  foods 
are  ingested.  Calcic  bicarhonated  alkaline  wa- 
ters inhibit  secretions  of  the  digestive,  respi- 
ratory and  genito-urinary  tracts.  Such  wa- 
ters would  exert  beneficial  action  in  cases  of 
obstinate  diarrhoea. 

Alkaline- Saline  Waters.  ■ — Physiologically, 
the  sulphated  alkaline  saline  waters  exert  di- 
uretic action,  and  in  large  quantities  increase 
peristaltic  action,  liquifv  the  intestinal  con- 
tents, and  promote  slight  purgative  action 
without  unpleasant  after-effects.  This  class  of 
waters  stimulates  the  excretions  of  bile  and  im- 
proves the  tone  of  the  muscular  tissues  of  the 
bile  ducts,  thereby  assisting  in  the  expulsion 
of  excrementitious  matter.  They  are  obviously 
of  great  help  in  the  proper  function  of  the 
stomach  and  aid  the  action  of  synergistic 
remedies  which  may  he  indicated.  This  class 
of  waters  also  acts  on  the  circulation  of  the 
blood  in  the  liver,  assuages  catarrhal  and  in- 
flammatory changes  in  the  gall-bladder  and 
bile  ducts,  dilutes  the  bile  and  promotes  its  ex- 
cretion. 

Saline  Waters. — The  physiological  action  of 
the  sulphated  saline  waters  exerts  a laxative 
or  purgative  action,  according  to  the  percent- 
age of  the  predominating  sulphate  ions  pres- 
ent, and  the  quantity  of  the  water  ingested. 
The  calcic,  sodic,  sulphated  saline  waters  exert 
a carminative  action  on  the  stomach  mucosa, 
dissolving  and  eliminating  mucus  from  the 
stomach  and  bowels.  It  also  relieves  kidney  ir- 
ritation, rapidly  facilitates  diuresis,  thus  in- 
creasing kidney  function.  Their  physiological 
action  promotes  interchange  of  fluids  and  salts 
in  the  tissues,  modifies  secretions  and  excre- 
tions. and  stimulates  oxidation  and  cellular 
activity.  This  class  of  waters  also  exerts 
diuretic,  antacid,  and  disintegrating  effects 
upon  vesical  and  renal  calculi;  the  urine  is  ren- 
dered less  acid  and  less  irritating,  and  is  much 
less  likely  to  deposit  urates;  therefore,  the 
tendenc}^  to  stone  formation  is  decreased  and, 
when  present,  the  solvent  action  of  the  waters 
gradually  tends  to  disintegrate  stone  forma- 
tion. 

Ferruginous  Winters. — Physiologically  this 
class  of  waters  increases  the  hemoglobin  con- 
tent of  the  blood,  stimulates  a flagging  appe- 


tite, promotes  bodily  vigor,  and  allays  intesti- 
nal activity.  Of  all  the  chalybeate  or  iron 
waters,  the  bicarbonated  is  the  most  agreeable 
to  take  and  the  most  efficient  in  action  because 
of  their  prompt  and  easy  assimilation  by  the 
system,  due  in  large  measure  to  the  combined 
free  carbonic  acid  held  in  solution  in  these 
waters. 

Svlphureted  Waters. — These  waters  physio- 
logically increase  the  action  of  the  integumen- 
tary system,  the  intestines,  and  kidneys.  The 
internal  administration  of  sulphur  waters 
stimulates  the  appetite  and  gastric  function — 
where  there  is  a moderate  amount  of  sodium 
chloride  present;  but  if  an  excess  of  calcium 
sulphate  is  present,  digestive  disturbances  will 
always  result. 

Thermic  Waters. — The  action  of  hot  sul- 
phur baths  increases  body  temperature,  stimu- 
lates heart  action,  diminishes  blood  pressure, 
and  stimulates  nutritive  changes  in  the  tissue 
cells,  particularly  those  contained  in  the  or- 
gans of  elimination. 

Acid  Waters. — Physiologically,  the  ferrous 
sulphated  acid  waters  have  a styptic  taste  and 
exert  an  astringent  action;  those  containing 
free  sulphuric  acid  and  free  hydrochloric  acid 
exert  a slight  astringent  action  on  relaxed  con- 
ditions of  the  mucous  membranes,  especially 
when  characterized  by  chronic  diarrhoea  and 
dysentery. 

Radio- Active  Mineral  Waders. — Waters  con- 
taining radio-active  emanations,  when  im- 
bibed, pass  directly  through  the  walls  of  the 
stomach  and  intestines,  passing  thence  by  dif- 
fusion in  the  capillaries  of  the  lymph  and  por- 
tal venous  system.  The  energizing  effects  of 
radio-active  emanations  on  the  body  ferments 
is  most  remarkable.  Waters  charged  with 
radio-active  emanations  seem  to  be  endowed 
with  the  power  of  energizing  or  activating  the 
body  ferments  or  enzymes;  in  other  words, 
they  stimulate  to  greater  efficiency  the  proteo- 
lytic and  diastatic  ferments  and  set  in  motion 
that  long  chain  of  cleavage  processes  in  the 
various  foodstuffs,  the  necessary  prelude  to 
their  absorption,  assimilation  and  ultimate 
transmutation  into  living  protoplasm.  Fur- 
thermore, radio-active  emanations  increase 
auto  lytic,  diastatic,  glycolytic,  urolytic,  pan- 
creatic, peptic  and  lactic  acid  fermentation. 

Dissociation  Theory  of  Mineral  Salts 

From  the  hydrolytic  standpoint,  an  acquaint- 
ance. with  the  laws  which  regulate  saline  solu- 
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tions  is  of  momentous  importance,  since  a 
mineral  water  is  an  exceedingly  complex  in- 
organic body,  whose  properties  are  dominated 
by  its  physio-chemical  constitution.  Accord- 
ing to  the  ionic  dissociation  theory,  a salt  in 
solution  forms  an  electrolyte  and  is  completely 
split  up  into  ions,  and,  under  the  influence  of 
true  vibratory  conditions,  perpetual  exchange 
of  ions  takes  place  from  molecule  to  molecule; 
these  ions  vibrate,  side  by  side,  and,  accord- 
ing to  positive  or  negative  influence,  join  with 
the  ions  of  a neighboring  molecule.  These 
ions  vibrate  in  the  solution  under  the  positive 
or  negative  influence  of  their  electric  charges. 
Therefore,  it  is  fallacious  to  entertain  the  idea 
of  mineral  water  as  an  inert  body;  it  repre- 
sents. on  the  contrary,  a real  mineral  species, 
complex,  of  course,  but  a perfectly  balanced 
association  of  molecules  and  ions  endowed  with 
certain  specific  properties — Life.  These  mole- 
cules and  ions  possess  an  electrical  equilibrium, 
a positive  attraction  or  a negative  repulsion, 
and  in  certain  qualities  of  living  forces,  all  of 
which  come  into  play  in  the  solution;  the  mole- 
cules and  ions  react  on  one  another  in  a multi- 
tude of  exchanges  and  combinations,  rapidly 
made  and  as  quickly  undone!  A mineral  water 
is  a very  complex  solution,  it  represents  a liv- 
ing medium,  the  knowledge  of  which  is  yet  in- 
complete, but  nevertheless  highly  interesting. 
Furthermore,  in  all  probability,  the  ions,  rather 
than  the  dissociated  elements  per  se,  are  re- 
sponsible in  great  part  for  the  specific  action 
of  mineral  waters;  this  dissociation  theory  ex- 
plains, or  at  least  gives  an  insight  into  the 
pleasing  effects  obtained  from  the  administra- 
tion of  mineral  waters.  Ionic  dissociation  does 
not,  therefore,  change  the  percentage  composi- 
tion of  a salt,  but  may  substantially  change 
or  modify  its  therapeutic  potency.  If  the  me- 
dicinal virtues  of  a natural  mineral  water  de- 
pended alone  upon  its  water  constituent,  it  is 
questionable  if  invalids  would  have  sought  the 
curative  influences  of  the  various  mineral 
springs  which  have  successfully  stood  the  test 
for  centuries  past. 

The  Value  of  Mineral  Waters  in  Chronic 
Diseases 

Long  experience  emphasizes  the  fact  that 
the  greatest  usefulness  of  these  natural  me- 
dicinal agents  is  in  chronic  disorders,  where 
they  are  found  eminently  serviceable.  To  se- 
cure beneficial  results  in  this  type  of  disease, 
the  use  of  the  waters,  like  the  disease,  will  have 


to  be  continued  for  weeks  or  even  months.  In- 
stantaneous cures  need  not  be  expected,  but  the 
remedy  should  be  persistently  and  patiently 
administered  and  relief  will  gradually  be 
brought  about.  Like  all  other  medicines,  min- 
eral waters  should  be  used,  discontinued  or 
modified  in  their  dosage  or  usage,  with  a strict 
regard  to  their  therapeutic  action  on  the  body 
and  their  beneficial  or  outward  effects  upon 
the  disease.  Whenever  prescribed,  their  ac- 
tions should  be  watched  with  the  same  care 
with  which  we  note  the  action  of  any  other 
drug;  they  should  be  continued  or  temporarily 
or  permanently  discontinued  or  controlled  in 
their  action  by  some  appropriate  adjuvant  ac- 
cording to  the  indications  and  as  the  progress 
of  the  case  demands. 

Adaptation  of  Mineral  Water  Treatment  to 
Disease 

In  prescribing  mineral  waters,  we  are  guided 
by  the  predominating  chemical  constituents  as 
revealed  by  analysis,  and  we  can  never  be  ab- 
solutely certain  but  that  substances  present  in 
much  smaller  quantities,  or  even  in  inhnitesi- 
mal  traces  do  not  play  a more  important  role 
in  the  physiological  action  of  the  water  than 
is  generally  cenceded.  Chemical  science  has 
done  much  to  put  the  administration  of 
mineral  waters  above  empiricism  and  on  a safe 
and  scientific  basis  of  clinical  experience. 
After  all  that  science  effects  in  determining  the 
component  parts  of  a mineral  water,  it  is  ex- 
perience alone,  from  their  use,  that  can  be  fully 
relied  upon  as  to  their  specific  virtue  or  ap- 
plicability in  a given  disease. 

Clinical  Experience 

It  is  upon  clinical  experience  alone  that  the 
therapeutic  properties  of  any  remedy  is 
weighed  and  its  curative  virtues  determined. 
Some  of  the  most  eminent  medical  authorities, 
legion  in  number  in  this  and  other  countries, 
have  tested  clinically  the  medicinal  virtues  of 
mineral  waters,  and  given  their  unquali^ed  en- 
dorsement attestinff  the  therapeutic  action  of 
mineral  waters  as  remedial  agents.  It  must  be 
borne  in  mind  that  mineral  waters  are  not  a 
“panacea”  for  all  the  ills  of  mankind.  There 
are  many  diseased  states  of  the  system  where 
they  are  not  even  indicated,  and,  if  adminis- 
tered. may  exert  harmful  influences.  On  the 
other  hand,  they  are  exceedingly  valuable  me- 
dicinal agents,  and  will  unquestionably  give 
relief  in  many  diseased  conditions  where  the 
ordinary  galenicals  will  not. 
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Confidence  in  Mineral  Water  Therapy 

An  earnest  presentation  of  the  therapeutic 
properties  and  the  scientific  administration  of 
a mineral  water,  based  on  its  mineral  consti- 
tuents as  shown  by  analysis,  and  attested  by 
the  experience  of  eminent  physicians,  should 
command  the  serious  consideration  of  the  un- 
biased practitioner  and  convince  him  that  we 
have  in  these  agents  a valuable  addition  to  the 
materia  medica,  and  one  we  may  prescribe  with 
the  utmost  confidence  when  the  pathology  be- 
hind the  disease  or  diathesis  is  appreciated  and 
a suitable  water  selected. 

The  necessity  for  teaching  hydriatics  in 
American  medical  schools  is  apparent  on  all 
sides.  In  the  past,  medical  students  have  not 
been  instructed  in  the  therapeutic  properties 
of  the  various  classes  of  mineral  waters,  nor 
have  they  become  acquainted  with  their  phy- 
siological action  and  clinical  indications.  This 
knowledge  is  of  momentous  importance  and 
cannot  be  successfully  disseminated  except 
through  a chair  in  the  leading  medical  schools, 
which,  thus  far,  have  shown  little  or  no  incli- 
nation to  supply  this  dearth  of  information. 
Until  the  science  of  medical  hydrology  is  prop- 
erly taught,  American  physicians  will  continue 
to  send  patients  to  the  European  spas,  where 
they  know  that  on  arrival  the  patient  will  be 
placed  under  the  supervision  of  a physician 
who  thoroughly  understands  the  physiological 
action  and  therapeutic  effects  of  mineral  wa- 
ters and  is  skilled  in  medical  hydrology.  Dur- 
ing the  recent  past,  there  has  been  manifested 
unmistakable  revival  of  interest  on  the  part 
of  the  profession  in  the  therapeutic  value  of 
mineral  waters  in  the  treatment  of  chronic  dis- 
orders. This  renewed  interest  in  medical  hy- 
drology is  encourgaing,  for  we  have  in  our  own 
country  every  variety  of  mineral  water  found 
in  other  parts  of  the  world.  If  the  American 
medical  profession  is  satisfied  to  be  mere  feed- 
ers to  European  spas,  there  is  no  incentive  to 
study  medical  hydrology;  but  if  they  want  to 
keep  abreast  with  present  day  science  and  ren- 
der intelligent  useful  service  to  their  patients, 
then  they  must  of  necessity  understand  crouno- 
therapy  and  balneotherapy. 

Discussion. 

Dr.  Mark  W.  Peyser,  Richmond : — It  has  been  said 
that  if  an  individual  pursue  at  home  the  same 
method  of  living  that  he  does  at  the  springs— 
following  the  same  diet,  taking  the  same  amount  of 
exercise  and  drinking  copiously  of  water — he  would 
derive  therefrom  as  much  benefit  as  though  he  did 
these  things  at  the  springs.  This  is  probably  true 


in  many  instances,  especially  where  the  water  has 
no  marked  chemical  properties.  But  at  Rawley 
Springs  (which  Dr.  Fitch  failed  to  mention),  twelve 
miles  west  of  Harrisonburg,  there  is  a bold  spring 
of  iron  water  that  has  no  peer  in  this  country  and 
an  equal  only  at  Spa  in  Belgium.  In  it  the  mineral 
exists  as  ferrous  carbonate  in  a nascent  state.  So 
delicate  is  the  solution  that  upon  standing  for  an 
hour  or  two  only,  the  iron  is  precipitated  in  the 
form  of  an  oxide;  and  various  attempts  to  bottle  it 
so  as  to  maintain  the  ferrous  state  and  enable  it 
to  be  placed  on  the  market,  have  failed.  I have 
seen  some  remarkable  instances  of  relief  and  cure 
following  a course  of  this  water;  and  have,  myself, 
experienced  much  benefit  from  its  use.  In  addition 
to  its  ferruginous  properties,  it  is  markedly  diuretic. 

MEDICAL  ASPECTS  OF  HEAT.* 

By  MARK  W.  PEYSER,  M.  D„  Richmond,  Va. 

The  greatest  resistance  to  the  inward  pas- 
sage of  heat  is  the  skin,  but  this  resistance 
may  be  lessened  by  a combination  with  mois- 
ture, or  it  may  be  almost  entirely  overcome 
by  moisture  plus  a higher  form  of  energy 
which  is  converted  into  heat  by  the  resistance 
of  the  deeper  organs  and  tissues. 

The  action  of  heat  is  manifested  by  an  in- 
creased flow  of  blood,  a vasodilatation,  an  ac- 
tive hyperemia,  whereby,  even  when  locally 
applied,  the  temperature  of  distant  parts  may 
be  raised.  There  are  increased  activity  of  the 
heart  and  lungs;  in  addition,  at  high  atmos- 
pheric temperatures,  sweating  occurs,  more  car- 
bon dioxide  is  thrown  off  from  skin  and  lungs, 
more  oxygen  is  absorbed,  and  urea,  uric  acid 
and  other  waste  products  are  thrown  off  in 
larger  amounts  because  of  diuresis.  Blood 
pressure  may  be  temporarily  increased;  and 
pain  and  spasmodic  contractions  are  lessened 
through  action  on  the  sensory  nerves. 

For  therapeutic  purposes,  heat  may  be  ap- 
plied locally  or  generally. 

Local  Applications  ; Counter-irritants  pro- 
duce, first,  reddening1  and  stimulation  of  the 
skin,  the  vessels  of  which  are  dilated  by  direct 
action  on  the  nerves.  Local  circulation  in- 
creases, and  sensory-nerve  irritation  produces 
pain.  Heart-action  is  more  rapid;  blood-pres- 
sure is  raised  through  reflex  contraction  of  the 
blood-vessels  generally;  temperature  of  the 
parts  is  elevated,  and  breathing  slowed.  Fi- 
nally, unless  action  is  pushed  to  the  stages  of 
vesication  and  pustulation,  pain  is  relieved 
through  depressor  action  on  the  sensory  nerves. 

Counter-irritation  may  be  applied  in  the  fol- 
lowing conditions : 1.  Subacute  or  chronic 

*Read  at  a meeting  of  the  Stuart  Circle  Hospital  Clinical 
Club,  November  9,  1927. 
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inflammation  with  or  without  unnatural 
growth  of  parts  in  direct  vascular  connection 
with  the  skin,  as  of  a bone  or  joint;  2.  Con- 
gestion or  inflammation  in  neighboring  viscera, 
as  of  the  lungs;  3.  Pain  in  deep  or  distant 
parts,  as  neuralgias;  4.  Spasm  or  other  mor- 
bid activity  in  deep  muscular  structures,  as 
lumbago  and  vomiting;  5.  Central  nervous 
disturbances,  as  syncope  and  hysteria. 

Where  prolonged  or  repeated  applications 
of  heat  are  needed,  methods  other  than  coun- 
ter-irritation should  be  employed. 

Heat  may  be  applied  locally,  dry,  by  means 
of  a hot  iron;  the  hot-water  bag;  frictional 
massage,  either  manual  or  mechanical;  the 
Oudin  current  through  a vacuum-tube  or 
metallic  brush;  diathermy;  incandescent  elec- 
tric bulbs;  the  infra-red  rays;  carbon  ultra- 
violet lamps;  baking  apparatus  heated  by  alco- 
hol or  gas ; or  by  electric  lamps. 

The  day  of  the  red  hot  iron  in  medicine  has 
passed,  but  heated  pokers  and  flat-irons  are 
occasionally  used  in  the  treatment  of  intract- 
able lumbagoes,  sciaticas,  and  other  inflamma- 
tory nerve  and  muscle  conditions. 

The  hot-water  bag  is  soothing,  and,  as  it 
produces  a mild  ln’peremia,  it  may  be  used  also 
to  aid  absorption  of  inunctions  and  other 
local  medicinal  applications. 

The  Oudin,  which  is  a monopolar,  high- 
frequency  current,  is  counter-irritant  when  not 
in  close  contact  with  skin  or  mucous  mem- 
brane. When  administered  by  means  of  a 
plated  or  a vacuum  tube,  it  is  used  in  the 
treatment  of  otitis  media,  some  nasal  condi- 
tions, and  various  vulval,  vaginal,  uterine, 
urethral,  prostatic,  anal  and  rectal  diseases. 
Superficial  conditions  may  be  treated  by  means 
of  a flat  electrode  applied  directly  or  through 
the  hand  of  the  operator  who  holds  the  elec- 
trode in  his  other  hand. 


With  diathermy,  which  also  is  a high-fre- 
quency current,  two  electrodes  are  employed, 
their  size,  shape  and  distance  apart  and  time 
of  application  being  determined  bv  the  part 
under  treatment  and  the  condition  present. 
During  the  passage  of  this  current,  electricity 
is  stepped  down  to  heat  by  tissue  resistance, 
and  while  a large  amount  is  generated  at  the 
contact  surfaces,  the  greatest  amount  will  be 
found  in  the  interior  of  the  part  treated.  Lab- 
oratory investigations  are  said  to  have  demon- 
strated that  high-frequency  currents  can  dis- 
integrate calcareous  substances.  If  so.  dia- 


thermy has  a two-fold  application  in  gout, 
hypertrophic  rheumatism  and  in  inflammations 
with  calculi. 

Owing  to  the  high  heat  it  generates  and  the 
penetrative  character  of  that  heat,  diathermy 
is  employed  in  urethritis,  specific  and  non- 
specific, in  cervicitis,  endometritis,  metritis, 
rheumatism,  synovitis,  prostatitis,  neuritis, 
neuralgia,  etc. 

Gonococci  will  not  reproduce  at  tempera- 
tures above  140°  F. ; and  are  said  to  be  killed 
in  30  minutes  at  108°  F.  In  vitro,  however, 
destruction  is  said  to  occur  only  when  they  are 
subjected  for  the  same  length  of  time  to  140° 
F.  This  holds  true  for  staphylococci  also; 
while  tubercle  bacilli  are  killed  in  20  minutes 
and  streptococci  at  from  110-125°  F.  in  30 
minutes.  A heat  from  104°  to  107.6°  F.  has 
been  beneficial  in  the  treatment  of  chancroids 
and  buboes. 

Investigators  have  reported  that  a tempera- 
ture of  140°  F.  can  be  obtained  with  diathermy, 
but  when  emplojdng  a thermometer  in  the  ac- 
tive electrode,  it  should  be  remembered  that 
the  temperature  registered  is  that  of  the  sur- 
face. not  the  interior,  heat. 

Diathermy  can  be  made  to  play  an  import- 
ant role  in  the  treatment  of  lobar  pneumonia 
in  the  earty  stage,  not  that  it  invariably  or 
frequently  reduces  temperature  or  shortens  the 
course  of  the  disease,  but  because  it  relieve.-- 
the  pain  and  embarrassed  respiration  and  con- 
tributes towards  a more  rapid  convalescence. 

Cancer  tissue,  according  to  Ehrlich,  ceases 
to  be  viable  when  subjected  to  a temperature  of 
112°  F.  for  thirty  minutes;  and,  according  to 
the  New  York  State  Cancer  Hospital,  cancer 
cells  die  when  exposed  to  116.6°  F.  for  that 
length  of  time. 

Incandescent  electric  bulbs  are  employed 
singly  or  in  groups  in  reflectors,  cabinets  or 
other  containers  arranged  for  the  treatment 
of  a single  limb  or  joint  or  trunk  area.  The 
heat  so  generated  is  comparatively  non-pene- 
trating, but  may  be  made  merely  analgesic  or 
counter-irritative  according  to  the  distance 
from  the  part  under  treatment,  the  length  of 
exposure,  and  the  type,  size  and  number  of 
lamps.  When  used  in  a closed  cabinet,  the 
affected  part  should  be  wrapped  in  towelling 
that  will  absorb  the  sweat  and  so  prevent 
blistering.  General  sweating  frequently  occurs 
as  a result  of  this  type  of  treatment.  Though 
exposure  to  a single  bulb  is  commonly  called 
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“baking,”  the  term  is  properly  applied  to  the 
treatment  administered  by  means  of  a closed 
cabinet. 

Heat  produced  by  the  infra-red  rays  is  next 
to  that  of  diathermy  in  penetrative  power.  Its 
indications  are  the  same.  Favorable  results 
have  been  obtained  from  its  use  in  passive 
hyperemia,  synovitis,  rheumatism — so-called, — 
neuralgias,  neuritis,  etc.  It  is  not  necessary  to 
focus  the  visible  rays  on  the  part  under  treat- 
ment. 

Local  applications  of  heat  may  be  moist : 
1.  Plain  water  at  temperatures  from  101“ 
F.  to  106°  F.  attract  blood  to  the  part  treated, 
being  useful  for  stimulation  of  the  menstrual 
How;  or  from  distant  parts  to  relieve  internal 
congestions,  e.  g.,  catarrhal  conditions,  sun- 
stroke, apoplexy,  etc.;  2.  Medicated  waters, 
o.  g.,  hot  solutions  of  various  salts,  boric  acid, 
etc.;  3.  Poultices,  which  are  seldom  clean,  and 
for  which  the  solutions  can  well  be  substituted. 

Heat  may  be  applied  generally  by  means  of 
water  and  vapor  baths,  plain  or  medicated, 
air  baths  and  autocondensation. 

The  tepid  bath,  at  from  85°  to  95°  F.,  is 
cleansing  and  calmative,  lessening  the  restless- 
ness of  fever  and  lowering  temperature. 

The  warm  bath,  at  from  95°  to  100°  F. 
raises  local  temperature;  stimulates  local  cir- 
culation; stimulates  the  glands,  increasing  the 
discharge  of  such  secretions  as  perspiration  and 
urine:  and  soothes  the  nerves  and  correspond- 
ing centers.  It  is  diaphoretic,  anodyne  and 
antispasmodic. 

The  hot  bath,  at  from  100°  to  106°  F.,  has 
the  same  properties  as  the  warm  bath,  but  in 
greater  degree. 

The  vapor  bath,  of  which  the  Russian  bath 
is  typical,  is  applied  at  from  95°  to  110°  F., 
and  is  much  like  the  warm  or  hot  bath,  bid 
slower  in  action. 

Dry  heat  can  be  borne  at  much  higher  tem- 
peratures, that  of  the  hot  air  or  Turkish  bath, 
for  example,  being  as  high  as  220°  F.  Cold 
water  is  applied  following  its  employment.  It 
is,  first,  diaphoretic,  then  stimulant ; is  soothing 
and  increases  metabolism.  Its  uses  are  the 
same  as  those  of  the  warm  water  and  Russian 
baths. 

In  the  body-baking  apparatus,  temperature 
may  be  elevated  to  as  high  as  400  degrees, 
harmful  effects  to  the  brain  being  prevented 
by  cold,  wet  towels  to  the  head  (which  pro- 
jects into  the  outer  air),  the  body  being 


wrapped  with  Turkish  towelling  to  absorb 
sweat  and  thus  prevent  blistering.  With  the 
heart  beats  accelerated,  sometimes  up  to  160, 
and  the  number  of  respirations  in  proportion, 
diseases  of  the  heart  and  blood-vessels  con- 
tra-indicate the  employment  of  such  very  high 
temperatures.  But  where  not  contra-indicated, 
this  mode  of  treatment  is  valuable  in  subacute 
and  chronic  rheumatism,  ankylosis,  general  in- 
fections, uremia,  etc. 

‘ A method  of  administering  heat  to  the  bed- 
fast patient,  much  more  convenient  than  the 
baking  apparatus,  is  the  electric  blanket  which 
can  be  placed  in  the  bed  and  snugly  wrapped 
around  the  patient.  The  amount  of  heat  gen- 
erated is  not  as  great,  but  good  results  may 
be  expected  from  its  use,  while,  at  the  same 
time,  it  is  safer. 

With  the  cabinet,  either  vapor  or  hot  air 
may  be  administered  to  the  body,  the  head  be- 
ing protected  as  when  using  the  body-baking 
apparatus. 

Autocondensation  is  about  the  simplest 
means  of  applying  heat  to  the  whole  body,  so 
far  as  the  patient  is  concerned.  Seated  on  a 
hinged  pad  connected  to  one  pole  of  a D’Arson- 
val  solenoid,  the  other  pole  being  connected 
to  an  electrode  held  by  the  patient,  the  only 
sensation  is  that  of  heat  if  good  contact  is 
being  made;  otherwise,  a sharp  prickling  will 
be  felt.  The  heat  from  this  source  being  more 
penetrating  than  that  from  other  sources,  the 
physiological  effects  are  more  profound.  In- 
dications for  its  employment  are  the  same  as 
for  heat  from  other  sources : Hypertension, 
with  or  without  arteriosclerosis  if  uncompli- 
cated by  low  systolic  and  high  diastolic  pres- 
sures and  myocarditis;  rheumatic  and  gouty 
diatheses;  Bright’s,  uremia,  dysmenorrhea, 
amenorrhea  and  the  menopause ; neurasthenia, 
insomnia,  etc. 

Diathermy,  of  which  we  have  spoken,  is  the 
local  application  of  the  D’Arsonval  current. 

Heat  may  be  administered  to  the  body  in 
the  form  of  sun-baths,  local  or  general,  but 
as  the  heat-rays  play  a very  minor  part  in  the 
ends  sought,  these  baths  will  not  be  discussed. 

Penetration  of  the  ultra-violet  rays  generated 
by  the  air-cooled  mercury  lamp,  which  is 
slight,  may  be  much  increased  by  prior  or 
simultaneous  exposure  to  an  infra-red  ray 
generator  because  of  the  active  hyperemia  pro- 
duced by  the  latter.  This  aid,  however,  is 
unnecessary  if  the  carbon-arc  lamp  be  used. 
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that  apparatus  emitting  not  only  the  ultra- 
violet, but  the  infra-red  rays  in  addition. 

Shock  after  injury,  chilling-  after  exposure, 
or  collapse  from  loss  of  blood  or  other  condi- 
tions, may  be  successfully  combated  by  general 
exposure  to  heat  generated  by  hot  bricks  or 
hot-water  bottles  placed  alongside  of  the  pa- 
tient. Or  he  may  be  placed  in  bed,  snugly 
wrapped  in  blankets  drawn  close  about  the 
neck,  and  heat,  generated  on  the  floor  by  al- 
cohol lamps  or  otherwise,  introduced  beneath 
the  covers  by  a pipe;  or  he  may  be  placed  in 
the  body-baking  apparatus  or  wrapped  in  the 
electric  blanket. 

Attacks  of  epilepsy  in  which  there  is  toxicity 
of  the  blood,  urine  and  sweat  have  been  amelio- 
rated or  prevented  by  the  hot-air  bath. 

Hot  sand  or  mud-baths  are  used  for  the 
cure  of  rheumatism,  paralysis  and  spasmodic 
muscle  contractures. 

Cold  when  applied  to  the  body,  produces 
some  superficial  congestion  which  is  quickly 
followed  by  rapid  contraction  of  the  blood- 
vessels and  lowering  of  the  surface  tempera- 
ture. In  the  healthy  individual,  if  the  ex- 
posure has  not  been  severe,  there  is  prompt 
reaction,  the  vessels  dilating,  the  heart  beating 
with  increased  force  and  frequency,  and  the 
temperature  rising  to  normal  or  beyond.  It 
may  be  inferred,  therefore,  that  under  these 
conditions,  the  physiological  action  of  cold  re- 
sembles that  of  heat. 

Cold  is  beneficial  in  two  classes  of  cases : 
1.  Where  it  is  desired  to  affect  the  organs 
and  tissues  of  the  part;  2.  Where  it  is  sought 
to  lower  general  temperature,  as  in  the  hyper- 
pyrexia of  typhoid  and  scarlet  fevers,  and  sun- 
stroke. using  it  as  antipyretic. 

While  cold  is  tonic  and  stimulative,  reac- 
tion being  hastened  by  brisk  friction,  it  is. 
also,  sedative  and  anodyne,  acting  by  abstract- 
ing heat  and  lowering  nerve-conductivity 
which  may  be  carried  on  to  the  stage  of 
anesthesia  by  freezing.  A shower  or  douche 
of  cold  water  along  the  spine  is  anaphrodisiac, 
or  it  may  be  used  to  stimulate  respiration  in 
narcotic  poisoning  or  to  institute  it  in  the 
asphyxia  of  the  new-born.  Poured  over  the 
head  and  neck,  cold  water  acts  as  an  antispas- 
modic  in  spasm  of  the  glottis.  In  chorea,  per- 
sistent vomiting,  and  hysteria,  it  may  be  used 
as  a douche  to  the  spine.  The  chordee  of 
gonorrhea  is  allayed  promptly  by  cold  affu- 
sions to  the  penis.  Hysterical  catalepsy,  hys- 


teria major,  and  convulsions  are  benefited  by 
douching  cold  water  on  the  face  and  mouth. 
Similar  treatment  is  useful  in  uterine  inertia 
either  before  or  after  childbirth ; and  the  cold, 
■wet  hand  over  the  uterus  is  an  excellent  aid  to 
the  expulsion  of  the  placenta.  Post-partum 
hemorrhage  has  been  successfully  checked  by 
ice  placed  in  the  vagina.  A cold  douche  to 
the  spine  will  cause  diuresis  and  set  up  blad- 
der contraction. 

In  gouty  and  rheumatic  joints  and  joint  in- 
flammation from  other  causes ; in  sprains  and 
myositis;  in  tonsillitis  and  pharyngitis,  the 
cold  compress  affords  relief  and  hastens  cure. 

The  ice-bag  plays  an  important  part  in  the 
treatment  of  such  conditions  as  meningitis, 
encephalitis,  headache  and  delirium:  in  peri- 
carditis, pneumonia,  orchitis,  epidvdimitis  and 
bubo;  and  in  neuritis,  neuralgias  and  eve 
wounds. 

In  infectious  generally,  when  the  heart  seems 
to  be  racing  itself  to  death  and  the  patient  is 
not  too  asthenic,  the  ice-bag  gives  comfort  by 
often  reducing  both  the  force  and  frequency 
of  the  organ. 

It  is  claimed  that  excellent  results  have  been 
obtained  in  phlegmasia  alba  dolens  by  the  ap- 
plication of  ice-bags  to  the  affected  limb  which 
has  previously  been  wrapped  in  a cold,  wet 
sheet. 

Liquid  air  has  been  used  in  the  cure  of 
varicose  ulcers  and  chancroids,  and  in  the  re- 
lief and  cure  of  sciatica,  herpes,  and  inter- 
costal and  facial  neuralgia. 
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DIAPHRAGMATIC  HERNIA  OF  THE 
STOMACH— WITH  REPORT  OF 
CASE.* 

By  K.  D.  GRAVES,  M.  D..  Pearisburg,  Va. 

Hernia  of  the  diaphragm  may  be  classified 
as  *congenital,  traumatic  and  acquired. 

Congenital  hernia  is  usually  due  to  faulty 
development.  In  the  embryo  the  pleural  and 
peritoneal  cavities  are  continuous.  As  de- 
velopment takes  place  the  two  cavities  become 
separated  by  a thin  membrane  which  is  the 

•Read  at  tbe  meeting  of  the  Southwestern  Virginia  Medica! 
Society,  at  Bristol,  Va.,  September  22-23,  1927. 


1928J 


VIRGINIA  MEDICAL  MONTHLY 


779 


beginning  of  the  diaphragm.  This  may  be 
arrested  at  any  stage  of  development,  wholly 
or  partially.  Where  there  is  only  a relatively 
small  defect,  it  is  probably  frequently  over- 
looked, and  may  not  cause  symptoms. 

Traumatic  hernia  is  caused  by  such  a wound 
as  a stab  or  gunshot,  or  some  crushing  injury. 


Fig.  1. — Before  operation.  Stomach  filled  with  barium  meal. 


Acquired  hernia  is  due  to  a weakness,  usual- 
ly in  one  of  three  locations,  viz.:  (1)  the 
foramen  of  Bochdalek,  between  the  attach- 
ment of  the  diaphragm  to  the  11th  rib  or 
spine;  (2)  the  foramen  of  Morgagni,  between 
the  attachment  of  the  diaphragm  to  the 
cartilage  of  the  7th  rib  and  sternum;  and  (3) 
at  the  esophageal  opening.  Acquired  hernia 
may  be  due  to  an  injury  or  some  strain,  al- 
though it  is  doubtful  if  this  alone  could  cause 
hernia  unless  there  were  present  already  a 
weakness  of  one  of  the  areas  mentioned. 

Following  are  a few  references  to  cases  of 
hernia  of  the  diaphragm,  which  will  show  its 
relative  frequency : 

The  Mayo  Clinic1  reports  one  case  of  dia- 
phragmatic hernia  in  every  23,000  patients  ex- 


amined, having  had  twenty -one  cases  from 
1908  to  1923. 

Friedenwald  and  Feldman2  report  six  cases, 
all  in  women  between  the  ages  of  forty-one 
and  sixty-two  years,  and  all  being  through  the 
esophageal  opening. 

Morrison3  reported  an  X-ray  study  of  dia- 
phragmatic hernia  on  forty-two  cases  out  of 
3,500  gastric  cases  studied. 

Rowlands4  reported  that  in  Guy’s  Hospital, 
from  1856  to  1920,  only  two  cases  were  re- 
corded, both  traumatic. 

The  usual  symptoms  complained  of  in  the 
above  cases  as  recorded  were  pain,  nausea, 
vomiting,  distention,  constipation,  dyspnea, 
dysphagia,  abnormal  sensation  in  the  chest, 
any  of  the  above  or  most  of  them  being  often 
present,  but  not  essential  to  the  diagnosis.  One 
said  the  stomach  felt  lifted  up ; another,  that 
he  felt  as  if  the  luim  rubbed  on  a bag  of  air 
on  inspiration.  A rumbling  noise  in  the  chest 
as  high  as  the  nipple  line  was  mentioned  by 
another. 

In  the  Mayo  Clinic  series  referred  to  above, 


Fie.  3. — Six  mbnths  after  operation.  No  improvement  noted 
Editor’s  Note. — It  was  necessary  to  place  Fig.  3 ahead  of 
Fig.  2 on  account  of  the  size  of  illustrations. 
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weakness  and  nervousness;  stomach  distress 
of  two  days’  duration;  epigastric  pain,  and 
l.ausea  without  vomiting.  Her  history  was  not 
signi. leant,  except  that  she  had  lost  thirty-five 
pounds  in  weight  in  the  last  six  months.  She 
had  been  an  elocution  teacher,  and  prided  her- 
self on  her  five  inches  of  chest  expansion. 
There  was  no  cough,  expectoration,  hemopty- 
sis or  night  sweats. 

Physical  examination  was  practically  nega- 
tive except  that  the  patient  was  pale  and 
harassed  looking,  and  very  frail.  The  chest 
was  negative  except  that  some  doubtful  rales 
were  heard  in  the  right  apex  above  the  3rd  rib. 
Blood,  urine,  sputum  and  Wassermann  tests 
were  all  negative.  No  irregularity  of  pulse 


operation  was  performed  in  thirteen  of  the 
twent}r-one  cases.  Ten  patients  survived  the 
operation,  of  whom  nine  have  been  traced.  Six 
of  these  were  living  and  well  in  1923,  although 
it  was  not  stated  how  much  time  had  elapsed 
since  the  operation.  At  the  Mayo  Clinic  the 
condition  most  closely  simulating  hernia  of 
the  diaphragm  was  eventration  of  the  dia- 
phragm. 

The  case  I wish  to  report,  Mrs.  M.  G.,  came 
in  for  examination  July  3.  1926.  She  is  white, 
married,  aged  twenty-eight  years.  She  had 
not  felt  entirely  well  for  about  seven  years, 
since  an  attack  of  “flu.”’  She  complained  of 
pleuritic  type  of  pain  in  the  right  side  of  chest, 
anteriorly,  about  level  of  4th  rib;  general 


Fig.  2.- — Before  operation.  Stomach  emptying.  The  outline  of  the  herniated  portion  of  the 

stomach  may  be  noted. 
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or  temperature  was  noted.  Sinuses  negative 
on  transillumination. 

The  X-ray  of  the  chest  was  negative,  except 
there  was  considerable  hilus  involvement,  and 
some  calcified  glands. 

The  X-ray  examination  of  the  stomach  was 
as  follows:  after  barium  meal,  in  standing  po- 
sition, the  substance  showed  no  delay  in  pass- 
ing through  the  esophagus;  and  spread  nor- 
mally down  the  wall  of  the  stomach  to  the  pylo- 
rus, filling  this.  The  duodenal  bulb  filled 
normally.  No  ulcer  or  filling  defect  was  noted. 

When  patient  was  placed  in  reclining  posi- 
tion a mass  the  size  of  a tangerine  was  noted 


below  and  to  the  right  of  the  mediastinum. 
Upon  pressure  on  the  stomach,  this  could  be 
forced  up  to  the  level  of  the  third  rib.  It  ap- 
peared to  extend  from  and  be  continuous  with 
the  stomach  shadow:  and  by  rotating  the  pa- 
tient it  was  determined  that  it  was  a portion 
of  the  stomach  extending  through  the  esopha- 
geal opening  of  the  diaphragm.  After  this 
portion  of  the  stomach  in  the  chest  was  filled, 
if  the  patient  was  again  placed  in  the  stand- 
ing position,  the  outline  of  the  tangerine-like 
mass  was  noted  in  very  much  the  same  loca- 
tion. although  onlv  the  bismuth  which  adhered 
>o  the  stomach  wall  showed  up,  most  having 


Fig.  4. — Same  as  3.  When  emptying,  the  herniated  portion  of  stomach  shows  a tendency 
to  withdraw  from  diaphragm  instead  of  remaining  attached  as  in  Fig.  f.. 


782 


VIRGINIA  MEDICAL  MONTHLY 


March. 


drained  out.  In  other  words  it  appeared  that 
the  herniated  portion  of  the  stomach  was  not 
reduced  by  standing,  but  simply  would  not 
fill  unless  patient  was  lying  down. 

The  patient  was  operated  on  bv  a surgical 
consultant,  who  confirmed  the  diagnosis.  A 
portion  of  the  posterior  wall  of  the  fundus  of 
the  stomach  extended  up  through  the  esopha- 
geal opening.  This  was  drawn  back  down  into 
the  abdominal  cavity,  and  the  hiatus  closed 
with  several  rows  of  kangaroo  tendon. 

The  symptoms  returned  in  a few  months 
after  operation,  and  Figures  3 and  4 show  the 
stomach  seven  months  after  operation.  She 
has  refused  another  operation,  and  her  pres- 
ent condition  is  just  about  as  it  was  before, 
except  that  she  now  suffers  with  rather  se- 
vere pain  in  the  lower  left  chest,  and  is  being 
treated  for  pleurisy  by  her  family  physician. 

I wish  to  express  my  appreciation  to  Dr. 
J.  T.  McKinney,  of  Roanoke,  Va..  and  to  Dr. 
J.  D.  Camp,  of  the  Massachusetts  General  Hos- 
pital. Boston,  for  their  very  kind  assistance  in 
commenting  on  my  films  in  this  case. 
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SIGNS  AND  SYMPTOMS  OF  MASTOIDI- 
TIS PARTICULARLY  AS  INDICATING 
SURGICAL  INTERFERENCE.* 

By  WM.  C.  MOOMAW,  M.  D.,  Petersburg,  Va. 

This  paper  is  presented  because  the  writer 
was  requested  to  “read  a paper”  and  not  be- 
cause of  any  loquacious  tendencies  in  this  di- 
rection; hence,  any  praise  or  punishment 
should  be  addressed  to  the  program  committee. 

I wish  to  thank  Dr.  Wright  Clarkson  for 
his  films  and  for  his  discussion. 

It  would  at  first  appear  late  in  the  season 
to  discuss  mastoid  conditions,  but  the  summer 
months  are  by  no  means  free  from  nose,  throat 
and  ear  infections,  complicated  by  an  exten- 
sion of  such  infection  into  the  mastoid  “cav- 

•Read  before  the  Tri-County  Medical  Society,  at  Petersburg, 
Va.,  June  16.  1927. 


era”.  Patients  given  to  the  amphibian  call 
often  bring  their  aquatic  sports  to  an  abrupt 
focus  at  the  end  of  an  ear  speculum.  In  the 
large  coast  cities  the  ear  clinics  are  often  filled 
on  Monday  afternoons  during  bathing  season. 
It  is  gratifying  to  know  that  we  have  advanced 
far  enough  in  a knowledge  of  ear  infections 
not  to  make  the  error  of  informing  these  pa- 
tients that  probably  the  water  in  which  they 
swam  was  polluted.  We  now  know  that  these 
patients  are  hosts  to  foci  of  infection  in  the 
mouth,  throat  and  nose,  and  that  a cough  or 
a sneeze  or  blowing  the  nose  after  submergence 
is  sufficient  to  drive  infectious  material  through 
the  eustachian  route  to  the  tympanic  cavity. 
The  patent  devices  sold  to  swimmers  for  the 
purpose  of  plugging  up  the  external  auditory 
canal  will  in  no  wise  prevent  these  infections. 

Before  entering  into  a discussion  of  the 
signs  and  symptoms  of  surgical  mastoids,  per- 
mit me  to  say  that  the  treatment  of  mastoid 
cases  has  not  as  yet  been  brought  up  to  a suffi- 
ciently high  and  commendable  level  of  stand- 
ardization. It  is  a firm  conviction,  based  upon 
some  little  experience  in  ti'eating  mastoid  cases, 
that  entirely  too  many  mastoids  which  are 
within  safe  limits  of  resolution  and  restora- 
tion, are  consigned  to  surgical  interference, 
subjecting  the  patient  to  needless  anguish  and 
expense.  This  is  not  an  imputation.  The 
fact,  I believe,  is  deeply  imbedded  in  the  fur- 
ther fact  that  diagnosis  of  mastoid  states  has 
not  been  clearly  worked  out  and  standardized 
in  individual  minds.  There  are  too  many 
loose  ends  between  pathology  and  diagnosis. 
To  be  explicit,  the  variance  lies,  probably,  in 
the  failure  to  differentiate  definitely  between 
what  some  otologists  term  mastoiditis  and 
mastoid  abscess.  This  classification  is  import- 
ant because  it  draws  a more  or  less  fixed  line 
between  non-surgical  and  surgical  mastoids. 

What  is  the  difference  between  the  two?  I 
desire  to  quote  from  a standard  text-book  be- 
cause of  the  clarity  and  conciseness  of  state- 
ment. “The  first  stage  of  the  involvement  of 
the  (mastoid)  cells  is  a congestion  and  exuda- 
tion of  serum  which  may  extend  throughout 
the  mastoid  or  be  limited  to  a part  of  it.  In  this 
stage  there  is  no  breaking  down  of  the  septa 
of  the  cells.  Politzer  has  shown  that  there  are 
communications  between  the  cells  through 
which  the  process  readily  extends.  The  lin- 
ing of  these  pneumatic  spaces  is  a modified 
mueo-periosteum,  but  it  is  capable  of  great 
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inflammatory  reaction.  If  a mastoid  is  opened, 
which  is  in  this  stage  of  inflammation,  no  pus 
will  be  found,  but  the  cells  will  be  red  and 
filled  with  serum  which  is  more  or  less  tinted 
with  blood.  Following  this  stage  with  more 
or  less  rapidity,  according  to  the  activity  of 
the  process,  is  the  formation  of  pus.  If  such 
a mastoid  be  opened,  the  cells  will  be  found 
filled  with  pus  but  the  septa  seem  intact.  In 
the  third  stage  the  septa  break  down  and 
granulations  are  formed  which  are  not  osteo- 
blastic in  nature.  One  occasionally  opens  a 
mastoid  where  granulations  have  formed  in 
cells  with  intact  walls.  They  may  be  found 
in  a part  of  the  mastoid  only,  usually  that  part 
furthest  from  the  antrum,  while  the  rest  of 
the  mastoid  is  in  any  of  the  stages  above  de- 
scribed. They  are  no  doubt  osteoblastic  in 
nature  and  represent  an  effort  at  repair  and 
limitation  of  the  process  by  formation  of  new 
bone.  When  they  occur  in  a mastoid  in  which 
the  remaining  pneumatic  spaces  are  filled  with 
serum,  it  doubtless  indicates  that  the  condi- 
tion is  either  in  process  of,  or  capable  of,  reso- 
lution. After  the  septa  between  the  cells  are 
broken  down  and  an  abscess  formed,  the  pus 
exists  in  sufficient  amount  to  render  drainage 
through  the  tympanum  practically  impossible, 
no  matter  how  large  the  defect  in  the  mem- 
brana  tympani.  Besides  the  process  is  of  such 
nature  that  the  breaking  down  of  bone  seems 
to  be  a part  of  it.  So,  as  this  pus  accumulates 
it  comes  to  the  confines  of  the  mastoid  process 
and  ruptures  through  them”.  Herein  is  clear- 
ly set  forth  the  two  zones  in  mastoid  pathol- 
ogy, mastoiditis  and  mastoid  abscess , which  are 
indicated,  as  we  shall  presently  attempt  to 
show,  by  definite  and  dependable  signs  and 
symptoms. 

There  is  a striking  parallel  between  the 
pathology  of  acute  mastoiditis  and  the  pathol- 
ogy of  acute  nasal  sinusitis,  and  be  it  said  that 
rhinologists  have  worked  out  a wider  and  more 
conservative  margin  between  sinus  pathology 
and  treatment  than  have  otologists  in  the 
management  of  mastoids.  In  either  case  we 
have  a cell-partitioned  cavity  in  close  prox- 
imity to  vital  structures;  these  cells,  large  and 
small,  are  lined  with  a modified  mucosa — a 
muco-periosteal  membrane, — covering  bone. 
In  either  case,  mastoid  or  sinus,  the  cavity  is 
provided  with  drainage,  good  or  bad;  either 
cavity  is  subject  to  infection  by  practically  the 
same  group  of  organisms  and  the  supervening 


pathology  in  either  case  is  practically  the  same, 
and  the  signs  and  symptoms  indicative  thereof 
are  in  either  case  sufficiently  clear  to  guide  the 
trained  observer  to  the  proper  measures  of  re- 
lief. LTnfortunately,  when  it  comes  to  treat- 
ment of  these  two  entities,  this  parallel  gives 
way  to  widely  diverging  lines  of  procedure. 

Keeping  clearly  in  mind  the  pathological 
distinction  between  a mastoiditis  and  a mas- 
toid abscess,  let  us  now  ask,  what  are  the  signs 
and  symptoms  of  mastoiditis  indicating  sur- 
gical interference? 

Obviously,  we  shall  not  refer  to  such  glar- 
ing signs  and  symptoms  as  subperiosteal  ab- 
scess, indicating  rupture  through  the  mastoid 
cortex;  nor  to  the  intra-cranial  pain  and  pres- 
sure symptoms,  indicating  rupture  through  the 
inner  plate;  nor  to  the  blood  changes  and  wide 
temperature  curves,  indicating  a sinus  throm- 
bosis; these  are  so  manifestly  indicative  of  a 
surgical  mastoid  that  they  need  not  enter  into 
the  discussion. 

First,  what  are  the  symptoms  and  signs  of 
simple  or  non-surgical  mastoiditis?  Briefly, 
they  may  be  stated  as:  1.  Tenderness  on  pres- 
sure; 2.  Discharge,  in  quantity  known  to  be  in 
excess  of  that  which  could  arise  in  the  tym- 
panic cavity;  3.  Pain,  which  is  usually  exag- 
gerated at  night;  4.  Temperature  of  moder- 
ate degree  and  rarely  exceeding  101  or  102; 
5.  Fundus  changes,  as  indicated  by  redness  of 
the  external  canal  wall,  and  sagging  of  the 
upper  posterior  wall  particularly  in  the  region 
of  Shrapnell’s  membrane  which  overlies  the 
mastoid  antrum;  6.  The  X-ray-graph,  which 
would  show  the  septa  of  the  cells  still  to  be  in- 
tact. These  are  the  principal  signs  and  symp- 
toms of  mastoiditis. 

Now,  what  departure  from  or  modification 
of  these  symptoms  could  be  safely  interpreted 
as  indicating  that  resolution  of  the  inflamma- 
tory  process  is  not  taking  place,  and  that, 
therefore,  the  mastoid  had  passed  over  to  the 
surgical  stage? 

It  must  first  be  assumed  that  the  best  pos- 
sible drainage  had  been  obtained  and  main- 
tained through  an  adequate  opening  in  the- 
drum  membrane.  The  spontaneous  rupture 
through  the  tympanum  is  usually  not  suffi- 
cient, and  the  external  canal  must  be  cleansed , 
preferably,  I find,  by  carefully  regulated  irri- 
gations in  addition  to  local  treatment. 

The  evidence  of  a surgical  mastoid  must  be- 
drawn  from  a symptom-group.  It  is  the  group; 
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picture  which  is  of  value,  rather  than  any  one 
symptom  taken  separately.  In  a word,  the 
picture  is  this:  Increasing  tenderness  on  pres- 
sure, persisting  pain  and  temperature  with  a 
diminishing  or  interrupted  discharge,  and  with 
a breaking  down  of  the  cell  walls  as  evidenced 
by  the  X-ray  pm. 

Persisting  pain  and  tenderness  are  especi- 
ally significant  when  coming  on  late  in  the 
process,  or  returning  after  a lapse  of  these 
symptoms.  It  must  be  kept  in  mind  that  these 
signs  and  symptoms  are  often  inconspicuous 
or  even  lacking  in  instances  of  streptococcus 
capsulatus  infections. 

If  the  temperature  rises  consistently  above 
102°  F,  look  for  the  cause  of  it  elsewhere  in  the 
bod}'.  Mastoid  temperature,  per  se,  rarely  ex- 
ceeds this. 

The  above  signs  and  symptoms  undoubtedly 
indicate  that  the  inflammatory  process  is  still 
active,  that  the  drainage  is  inadequate,  and 
that  resolution  is  not  and  likely  will  not  take 
place.  Confronted  by  this  syndrome,  one 
would  be  justified  in  opening  up  the  mastoid 
process.  There  are  other  minor  symptoms, 
such  as  fundus  findings,  and  a thickening  and 
characteristic  “feel”  of  the  mastoid  covering 
due  to  involvement  of  the  mastoid  cortex,  but 
these  are  not  constant. 

At  this  stage  of  an  involved  mastoid,  otolo- 
gists generally  have  come,  I believe,  to  rely 
greatly  upon  the  evidence  as  brought  out  by 
the  X-ray  report.  At  this  doubtful  stage  the 
question  which  surges  to  the  fore  is,  “Are  the 
cell-walls  breaking  down — is  there  bone  de- 
struction?” This  question  correctly  answered 
should  assist  the  surgeon  to  a safe  decision  as 
to  what  the  further  treatment  must  be. 

It  is  needless  to  remind  you  that  a continued 
discharge  extending  over  a two  or  three  weeks' 
period,  and  in  the  absence  of  infected  tonsils, 
adenoids  or  sinus  infections,  usually  indicates 
a surgical  mastoid;  but  be  sure  we  are  not 
dealing  with  a pus  adenoid  or  a pus  antrum. 

14  Marshall  Street. 

Discussion 

Dr.  Wright  Cuarkson.  Petersburg.  Va.: — Doctor 
Moomaw  has  very  kindly  asked  me  to  discuss  this 
paper  and  to  show  you  some  slides  demonstrating 
the  differences  between  the  surgical  and  non-surgical 
mastoid  as  revealed  by  roentgenograms.  He  has 
forcibly  presented  to  you  the  cardinal  points  which 
must  be  taken  into  consideration  in  arriving  at  a 
definite  decision  as  to  the  advisability  of  an  opera- 
tion. This  decision  must  always  be  made  by  the 
otologist,  and  the  X-ray  must  be  taken  as  only  one  of 


Fie.  1. — A normal  mastoid  with  numerous  cells  extending 
forward  into  the  zygomatie  area.  P.,  pinna  of  external 
car : Z.  C.,  zygomatie  cells  ; A.  C.  auditory  canal : T.,  tip 
of  mastoid. 


the  phenomena  to  be  considered.  However,  as  I am 
going  to  endeavor  to  demonstrate  to  you,  it  is  an 
extremely  important  measure  in  helping  to  make 
this  decision  and  furthermore,  regardless  of  whether 
an  operation  is  contemplated  or  not,  the  otologist 
cannot  be  considered  as  having  given  adequate  care 
to  his  patient  with  suspected  mastoiditis  until  a 
thorough  roentgen  exam  nation  has  been  made. 

Infections  with  the  streptococcus  capsulatus  cause 
practically  no  pain  or  tenderness  and  the  process 
usually  advances  to  a hopeless  stage  before  the  phy- 
sical signs  become  definite. 


Fig.  2. — An  infected  mastoid  at  an  early  stage.  The  cells 
in  the  tip  and  overlying  the,  knee  of  sinus  are  infected 
and,  at  present,  the  remaining  cells  are  clear.  Note 
that  more  than  half  of  the  mastoid  cells  in  this  case 
are  located  above  and  in  front  of  the  auditory  canal. 
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In  cases  of  infection  of  the  external  auditory  canal 
not  attended  with  a very  definite  furunculosis,  the 
surgeon  is  l.kely  to  incase  the  ear  drum,  spreading 
the  infection  to  the  middle  ear  and  mastoid.  A 
roentgenogram  should  clearly  demonstrate  that  these 
structures  are  not  involved. 

In  definite  middle  ear  infections,  it  is  extremely 
important  in  the  beginning  to  know  whether  or 
not  the  mastoid  cells  have  been  involved,  for  when 
the  ear  drum  has  been  properly  opened  and  the 
roentgenogram  clearly  demonstrates  no  infection  of 
the  masto.d  cells,  it  is  reasonable  to  bel.eve  that 
irrigat.ng  the  ear  is  likely  to  force  the  infection 


Fig.  3. — Mastoid  abscess.  Note  that  all  of  the  cell  walls  are 
broken  down  and  the  large  area  formerly  occupied  by 
mastoid  cells  now  consists  of  a large  pocket  of  pus. 


into  the  mastoid,  and  I therefore,  doubt  the  wisdom 
of  irrigation  in  these  cases. 

Taking  for  granted  that  a certain  mastoid  is 
definitely  surgical,  we  still  need  a roentgenogram  to 
ascertain  the  extent  of  the  mastoid,  for  as  shown 
in  figure  1,  the  mastoid  cells  often  extend  up  into 
the  zygomatic  area  and  it  is  impossible  to  determine 
this  without  a roentgenogram.  In  fact,  sometimes 
there  are  more  cells  just  above  and  in  front  of 
the  auditory  canal  than  there  are  in  the  mastoid 
portion  of  the  temporal  bone,  as  is  clearly  demon- 
strated in  figure  2.  All  of  us  who  have  worked 
in  conjunction  with  otologists  who  disregard  routine 
roentgen  examinations  have  been  called  on  frequent- 
ly to  X-ray  acute  mastoids  for  infected  cells  that 
were  overlooked  at  the  time  of  operation,  and  some- 
times these  cases  terminate  fatally.  Therefore,  1 
ask,  are  we  justified  in  ignoring  routine  roentgen 
ray  examinations  in  any  suspected  mastoid  case? 

The  roentgenologist  should  endeavor  to  be  definite 
in  his  statement  as  to  the  presence  or  absence  of 
bone  destruction,  for  as  Doctor  Moomaw  states  very 
clearly,  this  is  of  vital  importance  in  assisting  the 
otologist  in  making  his  decision  relative  to  the  ad- 
visability of  an  operation,  but  the  roentgenologist  is 
not  justified  in  stating  this  alone,  for  the  other  points 
outlined  above  are  of  vital  importance  and  will  not 
be  ignored  by  those  who  are  making  an  honest  effort 
to  do  their  duty  to  their  patients. 


Fig.  4. — Sclerotic  mastoid.  Note  no  mastoid  cells  can  be 
seen.  This  is  the  result  of  an  old  chronic  mastoiditis, 
all  of  the  mastoid  cells  having  been  gradually  obliterated 
and  replaced  by  dense  bone. 


SYPHILIS  OF  THE  EYE. 

By  C.  A.  YOUNG,  M.  D„  Roanoke,  Va. 

Syphilitic  affections  of  the  eye  may  be  con- 
genital. hereditary  or  acquired,  and  when  ac- 
quired may  be  present  as  a primary,  secondary 
tertiary  or  parasyphilitic  lesion. 

None  of  the  structures  of  the  eye  are  im- 
mune to  syphilis,  the  crystalline  lens  not  ex- 
cepted. 

Syphilis  is  responsible  for  from  6 to  15  per 
cent  of  all  cases  of  blindness. 

Harman1  states  that  syphilis  is  accountable 
for  more  cases  of  blindness  than  any  other 
single  infection. 

Rasquin2  presents  statistics  to  show  that 
syphilitic  patients  discovered  by  ocular  signs 
are  not  known  to  be  syphilitic  in  57  per  cent 
of  men  and  in  87  per  cent  of  women. 

The  eye  manifestations  of  syphilis  of  the  eye 
are  due  to  the  spirochaeta  pallida  or  its  toxins. 
Collins  and  Mayou3  state  that  up  to  the  pres- 
ent time  spirochaeta  pallida  have  been  found 
in  primary  chancre  of  the  eyelids  and  conjunc- 
tiva, in  the  aqueous,  in  acute  iritis,  and  in  the 
cornea  of  syphilitic  infants. 

Sadek4  reports  seeing  forty-eight  cases  of 
primary  syphilis  of  the  eyelids  or  conjunctiva 
in  the  inhabitants  of  several  Egyptian  villages. 
The  patients  had  been  treated  for  various  eye' 
conditions  by  licking  with  the  tongue  by  one' 
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or  other  of  two  women  quacks,  each  of  whom 
was  suffering  from  syphilis. 

Gerschun’s5  patient  had  a chancre  of  the  lid 
due  to  the  removal  of  a foreign  body  by  the 
tongue  of  a fellow  workman. 

Fournier6  treated  five  cases  of  chancre  of 
the  eye  among  his  medical  colleagues,  the  in- 
fection being  transmitted  in  each  case  by  the 
patient  coughing  or  spitting,  while  having  the 
throat  examined. 

DeSchweinitz7  reports  the  case  of  a phy- 
sician who  developed  a chancre  of  the  bulbar 
conjunctiva  as  a result  of  some  secretion  en- 
tering his  eye,  during  attendance  on  a case  of 
parturition. 

Interstitial  Keratitis. — Syphilis  is  the 
cause  in  about  70  per  cent  of  the  cases,  usually 
due  to  inherited  syphilis,  and  when  caused  by 
inherited  syphilis  is  always  bilateral.  When 
due  to  acquired  syphilis  it  is  often  unilateral. 

Iritis. — Syphilis  is  the  cause  in  about  50  per 
cent  of  the  cases,  generally  unilateral,  but  the 
other  eye  becomes  affected  in  about  25  per  cent 
of  the  cases. 

Parsons  believes  specific  iritis  to  be  a sign 
of  severe  syphilis  and  quotes  Trousseau's  find- 
ings that  thirty-four  out  of  forty  patients 
having  specific  iritis  ultimately  developed 
grave  sequelae  such  as  tabes  and  general  para- 
lysis. Three  to  four  per  cent  of  all  syphili- 
tics have  at  some  time  specific  iritis. 

CrroRiODiTis  and  Retinitis. — Acquired  and 
hereditary  syphilis  is  the  most  frequent  cause, 
usually  bilateral  and  associated  with  tine  vi- 
treous opacities. 

P APILLOEDEM  A Oil  ClIOKEl)  DlSK. Uhtlioff* 

found  cerebral  syphilis  to  be  the  cause  of 
choked  disk  in  12  per  cent  of  the  cases;  there- 
fore, if  in  a case  of  choked  disk  no  cause  is 
found  and  decompression  is  not  indicated,  the 
patient  should  be  given  active  course  of  mer- 
cury and  iodides. 

Primary  Optic  Atrophy. — Syphilis  in  the 
form  of  tabes  and  progressive  paralysis  of 
the  insane  is  the  most  frequent  cause.  Pri- 
mary optic  atrophy  is  always  bilateral  and 
treatment  offers  very  little  hope;  mercury 
should  be  used  in  the  form  of  inunctions  be- 
fore giving  arsenical  preparations. 

Gifford9  seemingly  obtained  good  results 
from  the  injection  of  mercury  or  neosalvarsan 
into  the  cisterna  magna  or  the  anterior  horn 
of  the  lateral  ventricle. 

Yiner  and  McMurtry10  report  two  cases  of 


arrest  of  luetic  optic  atrophy  by  cisternal  in- 
jection of  mercury. 

Hume11  treated  three  cases  of  tabetic  optic 
atrophy  by  cisterna  magna  injection  of  mer- 
cury but  obtained  no  definite  results. 

Optic  Neuritis. — Syphilis  is  the  cause  in 
about  one-third  of  the  cases.  In  Newman’s1- 
clinic  in  Berlin,  it  has  been  shown  that  81.9 
per  cent  of  infants  suffering  from  hereditary 
syphilis  have  optic  neuritis.  Mercury  again 
in  the  form  of  inunctions  should  be  used  before 
giving  arsenieals. 

Ocular  Muscle  Palsies. — Syphilis  is  the 
cause  in  at  least  50  per  cent  of  the  cases  hav- 
ing a paresis  of  the  extra-  and  intra-ocular 
muscles. 

Unilateral  Exophthalmos. — Both  heredi- 
tary and  acquired  syphilis  are  at  times  the 
cause  of  exophthalmos,  showing  the  usual  signs 
of  an  orbital  tumor.  In  all  cases  of  unilateral 
exophthalmos  in  which  the  etiological  factor 
is  not  known,  the  patient  should  be  given  in- 
tensive treatment  with  mercury  and  iodides. 

Argyll  Robertson  Pupils. — Pupils  which 
react  to  convergence  but  fail  to  react  to  light 
are  seen  particularly  in  tabes  dorsalis,  paretic 
dementia  and  syphilis.  Pupils  that  are  un- 
equal in  size  and  oval  (in  the  absence  of  pos- 
terior synechia,  rupture  of  the  sphincter  bor- 
der, etc.)  are  even  more  suggestive  of  syphilis 
than  Argyll  Robertson  pupils. 

Tarsitis  is  usually  syphilitic  in  origin. 
Scleritis,  inflammation  and  induration  of  the 
lacrimal  gland,  and  orbital  periostitis  are  at 
times  due  to  syphilis. 

Sympathetic  Ophthalmia. — Syphilis  is  not 
the  cause  of  sympathetic  ophthalmia,  but  does 
produce  a type  of  iridocyclitis  that  is  easily 
mistaken  for  sympathetic  ophthalmia.  While 
at  Wills  Eye  Hospital,  I saw  several  such 
cases,— one  in  particular,  I remember  very 
vividly.  A young  girl  came  into  the  hospital 
with  a marked  iridocyclitis  of  the  left  eye  with 
many  large  precipitates  on  the  posterior  sur- 
face of  the  cornea.  She  gave  a history  of  an 
injury  of  the  right  eye  one  year  previously. 
Some  weeks  following  .the  injury,  the  right 
eye  was  enucleated.  Not  knowing  the  surgeon 
who  removed  the  eve,  it  was  thought  that  a 
portion  of  the  posterior  pole  of  the  globe  might 
have  been  left  in  the  orbit.  The  orbit  was 
immediately  opened  and  the  optic  nerve  found 
showing  a clean  stump  with  no  sclera  or  cho- 
roid attached.  The  Wassermann  proved  to  be 
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positive  and  with  appropriate  treatment  the 
left  eye  rapidly  cleared  with  good  vision. 

Conclusions 

1.  Syphilis  is  an  ever  present  possibility  in 
eye  disease  and  is  capable  of  attacking  any  of 
the  structure  in  and  about  the  eye. 

2.  Inunction  is  the  best  method  of  giving 
mercury  in  syphilitic  eye  conditions,  empiric 
but  true. 

3.  In  eye  diseases  due  to  syphilis,  precede 
arsenicals  with  a course  of  mercury,  prefer 
ably  by  inunctions.  Duane  states  in  Fuchs’ 
Textbook  of  Ophthalmology — “The  optic  neu- 
ritis occurring  in  syphilitics  after  the  use  of 
salvarsan  is  not  to  be  ascribed  to  the  toxic 
action  of  the  latter,  but  to  the  liberations  of 
spirochaetae  or  their  toxins.  Such  a so-called 
neuro-recidive  is  avoided  if  mercury  is  given 
with  or  before  the  salvarsan.” 

4.  As  a number  of  these  conditions  are  the 
result  of  tertiary  and  hereditary  syphilis,  it 
is  imperative  that  syphilis  be  cured  during  its 
early  stages. 

5.  Exclude  syphilis,  particularly  in  orbital 
tumor,  unilateral  exophthalmos,  suspected  sym- 
pathetic ophthalmia  and  brain  tumor. 

6.  Otolaryngologists  and  obstetric  ians 
should  recognize  and  take  proper  precaution 
against  accidental  infection  of  the  eye  with 
syphilis. 
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DIATHERMY  IN  THE  TREATMENT  OF 
GONORRHOEAL  COMPLICATIONS. 

By  JACOB  S.  ROSENTHAL,  B.  S.,  M.  D.,  Washington,  D.  C. 

Gonorrhoeal  complications  in  the  past  have 
been  subjected  to  many  types  of  treatments, 
the  success  of  which  left  many  men  in  doubt 
as  to  the  value  of  any  one  treatment  over  the 
preceding  one  just  discarded.  The  most  com- 
mon of  these  complications  are  epididymitis 
and  prostatitis,  the  former  occurring  in  from 
twenty  to  thirty  per  cent  of  all  cases  partic- 
ularly in  dispensary  practice.  Prostatitis  oc- 
curs in  practically  all  cases  where  the  patient 
has  delayed  several  weeks  before  consulting  a 
physician. 

Much  time  and  study  had  been  given  to 
these  conditions,  but  it  was  not  until  1906  that 
Hagner  published  his  paper  on  epididvmotomy 
as  a treatment  for  gonococcal  epididymitis. 
This  paper  was  followed  by  the  papers  of 
others  who  had  made  advanced  studies  of  this 
complication,  llelfield  in  particular.  As  a re- 
sult of  these  papers,  epididymotomy  became  a 
more  or  less  common  procedure  in  cases  of 
epididymitis  handled  by  urologists  and  some 
of  the  general  surgeons.  For  a number  of 
years  this  offered  the  only  means  of  rapidly 
terminating  this  condition.  In  1923,  Corbus 
and  O’Connor  read  a paper  on  the  u^e  of  heat 
produced  by  diathermy  in  the  treatment  of 
gonococcal  endocervicitis.  The  results  of  these 
treatments  were  so  satisfactory  that  they  were 
tempted  to  try  diathermy  as  a means  of  treat- 
ment of  epididymitis. 

The  diathermy  clamp  for  treating  epididy- 
mitis, as  devised  bv  Corbus,  consists  of  a pair 
of  curved  arms,  one  of  which  is  movable.  To 
the  outer  end  of  these  arms  are  attached 
slightly  concave,  metallic  discs,  which  are 
about  four  by  five  centimeters  in  measurement 
and  made  adjustable  to  fit  more  accurately  the 
testicle  and  the  inflamed  epididymis.  Lead 
wires  are  attached  to  these  discs  along  the 
fiber  arms  of  the  clamp,  and  from  thence  to 
(he  generating  machine. 
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The  results  from  the  use  of  diathermy  have 
been  excellent  in  this  condition;  my  own  ex- 
perience has  been  that  it  is  the  method  of 
choice  as  it  involves  less  pain,  less  disability, 
no  hospitalization,  and  little  or  no  economic 
loss  because  of  inability  to  work  during  the 
existence  of  this  condition.  I am  firmly  con- 
vinced that  epididymotomy  as  a treatment  for 
gonococcal  epididymitis  is  now  obsolete  and 
the  more  astute  urologists  will  gradually  be 
weaned  from  the  operation  that  has  had  such 
a following  in  the  past.  There  is  no  longer 
any  excuse  for  having  a patient  remain  from 
several  days  to  a week  or  more  in  a hospital, 
when  he  can  be  given  almost  immediate  relict 
from  pain  (quicker  than  with  an  epididy- 
motomy). and  a subsidence  of  the  swelling  in 
practically  one-half  of  the  time. 

In  cases  of  prostatitis  with  symptoms  of 
pain,  urgency  and  frequency  of  urination,  and 
where  the  tenderness  is  such  that  massage  is 
impossible,  results  can  be  achieved  by  dia- 
thermy much  more  quickly  than  with  rectal 
irrigations  or  any  other  form  of  heat  applica- 
tions. After  these  treatments  for  several  suc- 
cessive days,  the  usual  massage  treatments  may 
be  given.  I believe  that  early  diathermy  treat- 
ments will  prevent  the  formation  of  prostatic 
abscesses,  since  the  treatment  either  kills  out- 
right, or  greatly  attenuates,  the  gonococcus. 

Application. 

In  epididymitis  the  patient  is  placed  upon 
the  table  and  the  affected  parts  alone:  with  the 
suprapubic  region  exposed.  The  surfaces  where 
the  electrodes  are  to  be  placed  are  moistened 
with  soap  lather,  and  the  electrodes  are  so 
placed  as  to  cover  both  testis  and  epididymis. 
In  place  of  the  Corbus  clamp,  one  may  use 
plain  metallic  discs  about  two  inches  in  diam- 
eter. placed  on  opposite  sides  of  the  testis  and 
epididymis,  and  achieve  the  same  results, 
though  the  electrodes  in  this  case  will  have  to 
be  held  throughout  the  entire  procedure — a 
somewhat  tiresome  task.  After  the  electrodes 
are  in  place,  the  current  is  gradually  turned 
on  and  increased  to  the  point  of  discomfort 
for  the  patient : it  is  then  reduced  to  a com- 
fortable point  and  held  there.  The  length  of 
the  treatment  depends  upon  the  judgment  of 
the  operator;  I use  fifty-five  minutes  though 
the  time  may  be  either  increased  or  decreased 
for  any  given  case,  but  in  no  case  should  it  be 
less  than  forty  minutes.  Four  to  six  treat- 
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ments  on  successive  days  are  ample  for  any 
case. 

In  prostatitis  of  the  type  mentioned.  I make 
use  of  an  abdominal  inactive  electrode  about 
three  and  one-half  by  seven  inches.  This  is 
covered  by  felt  padding  which  is  well  soaked 
before  being  applied  to  the  patient.  Tin 
patient  is  placed  upon  the  table  and,  the  knee 
< rutches  being  well  raised,  the  knees  are  placed 
in  the  crutches  and  the  table  is  elevated  to  the 
point  of  most  convenience  for  the  operator. 
The  back  of  the  table  is  then  elevated  to  the 
point  of  most  comfort  for  the  patient,  and  the 
abdominal  electrode  placed  in  position  and 
connected  to  the  machine.  The  perineal  elec- 
trode is  a round  flat  disc  two  inches  in  diam- 
eter. This  is  placed  in  position  on  the  pre- 
viously soaped  perineum  over  the  prostate,  the 
center  of  the  disc  being  placed  over  the  most 
tender  point. 

To  direct  the  heat  downward  the  patient 
may  be  made  to  lie  down  upon  the  inactive 
electrode  and  in  a few  cases  it  may  be  desirable 
to  use  a belt  inactive  electrode.  This  latter  is 
easily  made  of  thin  sheet  lead,  three  inches 
wide  and  of  sufficient  length  to  girdle  the 
abdomen. 

The  current  is  then  turned  on  and  gradually 
increased  to  the  point  of  tolerance,  or  the  bulb 
of  a thermometer  may  be  slipped  in  between 
the  perineal  electrode  and  the  skin  surface. 
A temperature  of  110  degrees  Fahrenheit  is 
sufficient  and  in  many  cases  will  be  as  much 
as  the  patient  will  stand.  The  time  of  treat- 
ment varies  from  thirty  minutes  to  one  hour, 
forty-five  minutes  being  the  average.  The  cur- 
rent is  decreased  gradually  at  the  end  of  the 
treatment.  There  may  be  some  discomfort 
after  the  first  one  or  two  treatments,  this  1 
believe  being  due  to  a mixed  infection  in  which 
other  organisms  may  be  stimulated  by  the  in- 
creased heat.  It  is,  however,  of  no  moment, 
and  is  rather  mild.  The  use  of  rectal  prostatic 
applicators  in  this  type  of  case  seems  illogical 
on  account  of  the  pain  of  introduction  of  the 
applicator. 

The  following  cases  in  which  diathermy  has 
been  used  indicates  the  average  of  what  om 
may  expect  in  its  use: 

Case  1.  A.  P..  age  33.  office  worker.  Un- 
der treatment  for  chronic  gonococcus  infection, 
and  developed  a left  gonococcic  epididymitis. 
The  patient  had  been  given  the  usual  treat- 
ment of  rest  in  bed,  ice-bags  and  ointments; 
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after  a week  had  elapsed,  the  patient  was  al- 
lowed up  and  the  ointment  treatment  con- 
tinued for  another  three  weeks.  He  was  then 
referred  to  me  for  diathermy.  There  was 
some  pain  and  marked  swelling..  Patient  was 
given  one  treatment  of  fifty-five  minutes.  He 
left  the  next  day  on  an  extended  automobile 
tour  and  was  not  seen  for  six  weeks,  when 
the  swelling  and  pain  had  completely  dis- 
appeared. 

Case  2.  E.  R.  II.,  age  27,  expressman. 
Patient  first  seen  wfith  a marked  prostatitis; 
after  the  second  massage  he  developed  a right 
side  epididymitis.  After  a fifty-five  minute 
application  of  diathermy  he  was  relieved  of 
all  pain  and  with  the  help  of  a jock-strap  re- 
mained at  work.  After  the  third  treatment 
the  swelling  had  disappeared. 

Case  3.  R.  L.  S.,  age  25,  truck  driver. 
Patient  first  seen  with  a left  epididymitis  of 
nine  days’  duration.  Diathermy  was  used  fifty- 
five  minutes,  after  which  pain  was  markedly 
diminished  and  some  reduction  was  noted  in 
the  swelling.  Patient  was  given  a jock-strap 
to  wear,  and  two  additional  treatments  were 
given  on  successive  days;  on  the  fourth  day 
pain  and  swelling  had  disappeared  from  the 
affected  part. 

The  above  results  are  typical  of  a number 
of  cases  of  epididymitis  treated.  In  no  case 
so  far  has  it  been  necessary  to  give  more  than 
four  treatments,  and  cases  numbers  2 and  3— 
hard  working  men — show  what  results  may 
be  expected  from  patients  doing  hard  work 
and  kept  on  their  feet  during  the  treatment. 

The  following  cases  of  prostatitis  are  typical 
of  the  results  that  may  be  obtained  from 
diathermy  in  those  where  pain  is  so  marked 
that)  prostatic  massage  is  impossible,  and 
where,  heretofore,  reliance  had  to  be  placed 
upon  hot  rectal  irrigations  and  opium  sup- 
positories to  allay  the  pain  and  reduce  inflam- 
mation. 

Case  1.  P.  K.,  age  25,  bookkeeper.  Patient 
had  been  under  treatment  by  a general  prac- 
titioner for  over  three  weeks  and,  in  spite  of 
the  treatment  received,  developed  a prostatitis 
which  rapidly  grew  worse.  At  the  time  this 
patient  was  referred,  pain  was  continuous,  with 
urgent  urinary  symptoms  and  a frequency  of 
about  every  thirty  minutes  day  and  night. 
Patient  was  given  a diathermy  treatment  with 
the  perineal  electrode  registering  110°  Fah- 
renheit for  one  hour.  Patient  experienced 


considerable  relief,  and  at  the  fourth  treat- 
ment pain  and  urgency  were  markedly  dimin- 
ished and  the  frequency  diminished  to  three 
hours.  At  this  time  massage  and  irrigations 
were  instituted  without  difficulty. 

Case  2.  H.  I).,  age  34,  salesman.  Patient 
referred  by  physician  for  diathermy  on  account 
of  the  severity  of  thei  prostatic  symptoms. 
Massage  and  other  treatments  were  discon- 
tinued on  account  of  extreme  pain  Recta! 
irrigations  of  hot  solutions  were  of  little  value. 
This  patient  was  given  four  treatments  on  suc- 
cessive days,  when  he  was  returned  to  the 
physician  for  regular  treatment. 

The  latter  case  is  of  interest  since  this  patient 
had  mild  reactions  after  the  first  two  treat- 
ments. The  duration  of  the  prostatitis  in  this 
case  wras  over  months.  The  physician  who  re- 
ferred this  case  was  practically  sure  of  a mixed 
infection,  and  it  is  to  this  that  I ascribe  the 
reaction. 

Other  complications  that  are  best  handled 
by  diathermy  are  lymphangitis,  funiculitis, 
and  venereal  warts  complicating  gonorrhoea. 
The  first  two  may  be  handled  by  disc  elec- 
trodes placed  at  the  extremities  of  the  affected 
areas,  and  the  current  applied  as  in  the  treat- 
ment of  epididymitis.  In  the  case  of  venereal 
warts,  any  sort  of  inactive  electrode  may  be 
used,  the  active  electrode  consisting  of  a needle 
which  is  plunged  into  the  wart.  This  latter 
requires  the  use  of  an  anesthetic,  and  novocain, 
or  tutocain,  in  one  per  cent  strength  serves 
admirably. 

In  conclusion,  I would  state  again  that 
diathermy  is  the  method  of  choice  in  the  treat- 
ment of  the  above  mentioned  conditions,  and 
its  use  will  increase  as  its  value  becomes  more 
generally  known  by  the  profession. 

1422  Massachusetts  Avenue. 


STERILITY  IN  THE  FEMALE:  ITS 
ETIOLOGY  AND  TREATMENT.* 

By  ARTHUR  S.  BRINKLEY,  M.  D.,  Richmond,  Va. 

Statistics  show  that  about  ten  per  cent  of 
marriages  are  without  offspring,  and  the 
proper  impression  is.  especially  among  lay- 
men, that  sterility  is  nearly  always  due  to 
some  defect  or  disorder  in  the  genital  organs 
of  the  woman.  As  a matter  of  fact  the  woman 
receives  almost  altogether  the  blame  for  the 
inability  to  produce  offspring.  In  many  cases 

♦Read  at  a meeting  of  the  Southside  Virginia  Medical  Asso- 
ciation, at  Emporia,  June  14,  1927. 
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the  defect  is  with  the  woman,  but  in  many 
cases  this  blarne  is  placed  unjustly.  If  we  ex- 
clude from  the  definition  of  sterility  those 
cases  in  which  the  failure  to  produce  offspring 
is  due  to  early  abortions,  or  prevention  of  con- 
ception. then  sterility  is  in  a large  proportion 
of  the  cases  due  to  the  husband.  Gross  found 
the  male  directly  in  fault  in  sixteen  per  cent 
of  the  cases  of  sterility,  and  DeSinty  in  twen- 
ty-five per  cent.  In  that  large  class  of  cases 
in  which  the  immediate  cause  of  the  sterility 
in  gonorrheal  inflammation  involving  the  tubes 
and  ovaries,  the  primary  cause  usually  lies 
with  the  husband,  and  on  him  must  rest  the 
blame  for  a childless  home. 

In  order  to  assist  in  determining  the  exact 
cause  of  sterility  in  the  various  cases,  it  is  well 
to  consider  what  is  necessary  that  a normal 
pregnancy  may  take  place.  It  is  necessary 
ordinarily  (a)  that  a healthy  spermatozoa  be 
deposited  in  the  vagina,  (b)  that  the  sperma- 
tozoa remain  healthy  and  penetrate  into  the 
uterine  cavity  and  into  the  Fallopian  tubes, 
(c)  that  a healthy  ovum  be  formed  in  the 
ovary,  (d)  that  the  ovum  finds  its  wav  into 
the  Fallopian  tube  where  it  can  be  fertilized 
by  a spermatozoa,  (e)  that  fertilized  ovum 
pass  into  the  uterus,  and  (f)  that  it  find  an 
endometrium  suitable  for  its  implantation  and 
development. 

It  is  not  always  absolutely  necessary  to  have 
all  the  foregoing  conditions  present  for  con- 
ception to  take  place.  .Several  cases  have  been 
reported  with  labor  at  term  in  patients  where 
both  Fallopian  tubes  and  presumably  both  the 
ovaries  were  removed  but,  of  course,  some 
ovarian  tissue  was  left.  Quite  often  both 
tubes  are  removed  and  still  the  openings  in 
some  cases,  without  doubt,  reopen  and  permit 
the  ovum  to  pass.  Fritsche  ligated  both 
Fallopian  tubes  with  silk  in  the  middle  and 
still  pregnancy  followed  three  years  later. 
Ashton  reported  the  occurrence  of  pregnancy 
in  the  cervix  following  the  removal  of  the 
body  of  the  uterus  for  fibromyomata.  showing 
that  even  the  body  of  the  uterus  was  not  abso- 
lutely essential  to  pregnancy.  Again,  preg- 
nancy has  occurred  in  cases  where  penetration 
of  the  male  organ  into  the  vagina  was  impos- 
sible, proving  that  the  spermatozoa  may  pass 
from  the  external  genitals  up  to  the  uterus. 
One  of  my  colleagues  told  me  of  a case  that 
came  under  his  observation  several  years  ago. 
The  patient  stated  that  she  had  missed  three 


periods  but  she  had  never  had  successful  in- 
tercourse with  her  husband.  Upon  examina- 
tion an  unruptured  hj7men  was  found  which 
was  markedty  thickened  and  with  a crescent 
shaped  opening  which  would  barely  admit  the 
tip  of  the  little  finger.  The  hymen  was  excised 
tinder  local  anesthesia  and  on  bimanual  exami- 
nation, she  appeared  to  be  between  three  or 
four  months’  pregnant.  She  went  to  term. 
These  are  exceptional  cases  and  usually  each 
of  the  conditions  mentioned  is  a distinct  bar 
to  pregnancy. 

The  husband  proven  to  be  virile,  sterility 
may  be  due  to  the  following  causes:  Some 
condition  interfering  with  coitus,  such  as  im- 
perforated hymen,  organic  stenosis  of  the 
vaginal  orUce  caused  by  hyperesthesia  usually 
due  to  vulvitis  or  Vaginitis,  simple  inflamed 
abrasions  about  the  vulva,  venereal  sores, 
gonorrheal  inflammation,  non-specific  forms  of 
inflammation  of  vulva,  vagina  or  cervix,  in- 
flammation of  the  uterus  (acute  or  sub-acute), 
inflammatory  lesions  of  adnexa,  retrodisplace- 
rnent  of  uterus,  bladder  or  rectal  diseases. 

Lacerations  of  Pelvtc  Floor:  When  there 
has  been  marked  laceration,  the  vagina  maj7  be 
so  relaxed  and  patulous  that  the  semen  is  not 
retained  in  contact  with  the  cervix  long  enough 
for  the  spermatozoa  to  pass  up  into  the  uterine 
cavity. 

Vaginitis  or  profuse  discharge  in  the  vagina 
may  interfere  chemically  with  the  vitality  of 
the  spermatozoa  or  mechanically  with  their 
progress  to  or  entrance  into  the  cervix  uteri. 
In  either  case  the  chance  of  pregnancy  is  di- 
minished. 

Some  Obstruction  in  tiif.  Cervical  Canal: 
Stenosis  of  the  external  os.  This  may  be  found 
in  the  form  of  the  congenital  “pin  hole”  os  or 
it  may  be  due  to  scar  tissue  resulting  from 
former  injuries.  Stenosis  at  the  internal  os 
may  be  due  to  scar  tissue,  but  it  is  more  fre- 
quently caused  by  a sharp  anteflexion  of  the 
cervix.  It  is  often  combined  with  a long 
pointed  cervix  and  the  “pin  hole”  os  already 
mentioned.  This  combination  is  a frequent 
cause  of  sterility  in  women  who  have  never 
been  pregnant,  and  it  is  usually  accompanied 
with  dysmenorrhea.  There  may  be  in  the 
cervical  canal  an  excessive  discharge  or  secre- 
tion which  interferes  with  the  spermatozoa  on 
their  journey  upward. 

Kurzrok  and  Miller,  of  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons, 
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New  York,  in  an  article  entitled,  “Biochemical 
Studies  of  Human  Semen  and  the  Mucin  of 
the  Cervix  LTteri,”  appearing  in  the  Aprii, 
1927,  issue  of  Experimental  Biology  and  Medi- 
cine, and  which  was  abstracted  in  the  Journal 
of  the  A.  M.  A.,  May  28,  1927,  pointed  out 
that  the  plug  of  mucus  ailing  the  cervical  canal 
and  the  external  os  is  very  viscous  and  ad- 
hesive, and  when  pulled  away  from  the  cervix 
it  forms  a slimy  string  which  is  broken  with 
difficulty.  In  cases  that  do  not  present  pelvic 
pathologic  changes  the  mucus  is  semi-trans- 
parent; when  there  is  a lesion  such  as  an  in- 
fection, laceration  eversion  or  erosion,  the 
cervical  mucus  tends  to  become  mucopurulent 
in  character  and  more  adhesive.  The  mucus 
plug  consists  largely  of  a mucin  and  water. 
It  presents,  unless  altered,  a considerable  bar- 
rier to  the  passage  of  spermatozoa.  According 
to  their  statement,  semen  exerts  a highly 
speci  :c  lytic  action  on  the  mucin  of  the  cervix. 
The  solvent  effects  appear  to  be  enzymic  in 
character.  # 

The  substance  responsible  for  this  action  is 
thermolabile,  as  enzymes  are;  and  it  does  not 
depend  on  the  presence  of  the  spermatozoa. 
Tests  made  with  mucus  from  a patient  with  a 
leucorrheal  discharge  due  to  a lacerated  cervix, 
and  from  one  with  acute  gonorrhea,  indicated 
that  the  digesting  action  of  normal  semen  is 
markedly  diminished  or  stopped  by  the  pres- 
ence of  pus  in  the  mucus.  They  believe  that 
the  lytic  substance  of  the  semen  may  be  an 
important  factor  in  the  passage  of  sperma- 
tozoa up  the  genital  tract,  and  that  its  absence 
may  be  an  etiologic  factor  in  some  cases  of 
sterility  in  which  no  explanation  has  hereto- 
fore been  offered. 

It  has  also  been  shown  recently  that  acidity 
of  the  normally  alkaline  uterine  mucus  quickly 
destroys  the  spermatozoa  and  thus  may  be  the 
cause  of  sterility. 

Some  Displacement  of  the  Uterus  : Retro- 
displacement  of  the  uterus  may  throw  the  cer- 
vix so  far  forward  that  the  spermatozoa  do  not 
readily  enter  it.  Sharp  anteflexion  may  also 
throw  the  cervical  opening  too  far  forward. 
Prolapse  of  the  uterus  may  interfere  mechani 
cally  with  coitus  or  with  the  passage  of  the 
spermatozoa  to  the  interior  of  the  uterus. 

Some  Abnormal  Condition  Within  the 
Uterine  Cavity,  which  interferes  with  the 
passage  of  the  spermatozoa  to  the  tubes  or 
which  fails  to  furnish  a proper  place  for  the 


implantation  and  nourishment  of  the  fertilized 
ovum  (a)  Hyperplasia  of  endomentrium,  (b) 
infected  endometritis,  (c)  tubercu’osis  of  the 
endometrium,  (d)  malignant  disease  (car- 
cinoma or  sarcoma),  (e)  fibromyoma. 

Some  Affection  of  the  Fallopian  Tubes, 
which  interferes  with  the  entrance  of  the  ovum 
into  the  tube  or  with  the  passage  of  the 
fertilized  ovum  from  the  tube  into  the  uterus. 
Inflammation  of  the  tube  is  the  most  frequent 
cause  of  sterility  from  tubal  disturbance.  This 
may  be  very  slight,  not  enough  to  produce 
symptoms  or  physical  signs,  but  just  enough 
to  cause  occlusion  of  one  or  both  ends  of  the 
tube.  It  may  vary  all  the  way  from  this  mild 
form  to  severe  inflammation  and  disorganiza- 
tion of  the  tube  with  extensive  exudate,  ad- 
hesions and  abscess  formation,  salpingitis, 
coming  on  after  the  first  birth.  Miscarriage 
because  of  inflammation  during  the  puerpc- 
rium  or  because  of  gonorrheal  infection  brought 
by  the  husband,  who  was  untrue  to  his  wife 
during  her  confinement,  is  a prolific  source  of 
the  so-called  “one  child  sterility.” 

Tuberculosis  of  the  Tubes  and  Adjacent 
Structures  : A tumor  of  the  tube  or  in  the 
vicinity  of  the  tubes,  interfering  with  their 
functions.  Malformation  of  the  tubes  may 
consist  of  atresia  of  one  or  both  ends  of  the 
tubes  or  in  blind  passages  and  diverticulum 
into  which  the  ovum  may  wander  and  lodge, 
or  there  may  be  abnormal  openings  in  the, 
wall  of  the  tube  through  which  the  ovum 
may  pass  out  into  the  peritoneal  cavity  and 
be  lost. 

Some  Affection  of  the  Ovaries,  that  in- 
terferes with  their  function  to  such  an  extent 
that  healthy  ova  are  not  formed  or  not  dis- 
charged in  such  a way  that  they  pass  into 
the  Fallopian  tubes.  Inflammation  of  the 
ovary  may  be  present  in  some  of  its  various 
forms,  infected  oophoritis,  simple  oophoritis, 
cystic  ovary,  cirrhotic  ovary,  or  an  ovary 
covered  with  exudate  and  adhesions,  tuber- 
culosis of  the  ovaries  and  vicinity,  tumors  of 
the  ovary,  displacement  of  the  ovary  (this 
may  be  so  marked  that  the  ova,  instead  of 
passing  into  the  Fallopian  tubes,  where  it 
would  fertilize,  passes  into  the  peritoneal 
cavity  and  perishes),  thickened  ovarian  cor- 
tex, where  the  Graafian  follicles  are  unable  to 
break  through. 

Certain  Operations:  For  example,  re- 
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moral  of  the  uterus,  or  the  Fallopian  tubes 
or  both  ovaries. 

Douches  which  may  interfere  chemically  or 
mechanically  with  the  process  of  impreca- 
tion. 

The  General  Health  May  he  so  Poor  that 
all  the  organs  are  in  a too  weakened  condition 
to  properly  function — the  genital  organs 
among  them.  This  is  seen  in  some  cases  of 
marked  anemia,  emaciation  and  general  de- 
pression. On  the  other  hand,  it  is  present  at 
times  in  patients  that  are  inclined  to  stoutness. 
It  has  happened  that  sterility  came  on  when 
a patient  accumulated  fat  and  promptly  dis- 
appeared on  reduction  to  normal  weight. 

Detective  Diet:  Reynolds  and  Macomber, 
of  Boston,  subjected  rats  to  three  types  of 
diet  as  follows: 

1.  Low  in  fat  soluble  vitamine: 

2.  Low  in  calcium; 

3.  Low  in  proteins. 

These  de'ciencies  were  chosen  as  being  those 
which  are  most  often  present  in  persons  be- 
longing to  the  well-fed  classes  in  the  United 
States.  To  them  they  added  a fourth  diet, 
which  was  deficient  in  both  calcium  and 
proteids.  This  diet  gives  an  approximate  rep- 
resentation of  the  most  important  de'ciencies 
in  the  war  and  post-war  diets  from  which 
portions  of  Europe  have  been  and  still  are 
suffering  and  is  therefore  of  interest  at  the 
moment. 

These  diets  reduced  the  mating  fertilities  of 
their  rats  from  the  normal  65  per  cent  to  55.31 
per  cent  and  14  per  cent,  respectively.  It  de- 
layed the  appearance  of  fertility  in  rats  raised 
on  these  diets  and  lowered  its  degree.  These 
results  were  produced  by  a mere  decrease  in 
the  percentage  of  the  deficient  elements,  not 
by  its  absence,  and  without  any  other  change 
in  the  life  conditions  of  the  rats. 

Their  conclusions  are  that  many  individual 
infertilities  are  functional  rather  than  due  to 
anatomic  or  pathologic  causes;  that  very  mode- 
rate decrease  of  fertility  in  both  individuals 
may  produce  a completely  infertile  mating; 
and  that  two  rats  that  are  infertile  to  each 
other  may  both  be  fertile  to  other  individuals, 
not  because  of  obscure  incompatibilities,  but 
merely  because  of  a decreased  percentage  of 
fertility  in  each. 

Disturbed  endocrine  gland  function,  such 
as  thyroid  and  pituitary  gland  insufficiency  be- 
fore or  at  the  time  of  puberty,  may  cause  the 


genital  ox-gans  to  remain  infertile,  or,  even 
after  they  have  functioned  normally,  diseases 
of  these  structures  may  cause  retrogression  in 
the  genitals  and  subsequent  cessation  of  men- 
struation resulting  in  sterility. 

Treatment. 

The  treatment  will  be  discussed  in  the  fol- 
lowing order : Sterility  from  difficult  coitus. 
If  there  is  some  malformation  about  the 
vaginal  entrance,  such  as  imperforated  hymen, 
thick  hymen,  septum  in  the  vagina,  or  organic 
stenosis  of  the  vagina,  the  obstruction  must 
be  removed  by  the  necessary  operative  meas- 
ures. If  there  are  ulcers,  tender  areas,  or 
hyperesthesia,  the  following  treatment  may  be 
employed ; abstinence  from  sexual  intercourse 
for  one  to  three  weeks,  hot  vaginal  douches, 
laxative  as  needed  (very  often  chronic  con- 
stipation increases  the  congestion  and  irritabil- 
ity of  the  structures),  some  sedative  ointment, 
such  as  chloretone  10  per  cent,  applied  two  or 
three  times  daily,  especially  just  before  inter- 
course is  attempted,  and  bromides  if  there  is 
much  nervous  irritability  or  apprehension.  If 
the  vaginal  opening  is  too  small  or  there  is  a 
spasmodic  condition,  such  as  vaginismus, 
gradual  stretching  without  anesthesia  or 
thorough  stretching  under  anesthesia  and 
packing  the  vagina  to  hold  in  this  position 
until  the  tissues  are  completely  relaxed  may 
relieve  this  condition.  If  this  fails,  division 
of  the  constricting  structures  is  advisable. 
Sterility  due  to  relaxed  vagina  from  old  com- 
plete tears  where  the  semen  is  not  retained  in 
the  vagina  long  enough  to  enter  the  uterus 
should  be  corrected  by  proper  repair  of  the 
pelvic  floor.  Profuse  vaginal  discharge, 
either  specific  or  non-specific,  should  be 
cleared  up  with  douches  or  local  applications 
of  the  silver  salts,  if  the  discharge  is  due  to 
chronic  endocervicitis.  If  this  treatment  does 
not  remedy  the  condition,  cauterization  or 
amputation  of  the  cervix  is  advised.  The  dis- 
charge may  convert  the  normal  alkaline 
vaginal  secretions  into  a strongly  acid  media 
which  will  kill  the  spermatozoa  quickly. 
Alkaline  douches  and  constitutional  treatment 
should  be  employed. 

Obstruction  in  the  cervical  canal,  if  due  to 
marked  anteflexion  or  a congenital  stenosis  of 
the  external  or  internal  os,  should  be  treated 
by  dilatation  with  or  without  anesthesia.  Dila- 
lation  should  be  followed  by  the  introduction 
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of  a stem  pessary  to  be  worn  from  four  to  six 
weeks  and  repeated  in  three  or  four  months,  if 
necessary. 

I can  recall  two  cases  treated  by  this  method 
with  gratifying  results.  Both  were  thoroughly 
dilated  under  ether  anesthesia  and  a large 
sized  Wylie  stem  pessary  inserted  and  worn 
for  six  weeks.  One  became  pregnant  the 
second  month  after  the  pessary  was  removed. 
This  case  had  been  married  three  years.  The 
other  one,  who  had  been  married  four  years, 
became  pregnant  six  months  after  removal 
cf  the  pessary.  Dilatation  after  each  men- 
strual flow;  just  after  menstruation  is  presum- 
ably the  most  favorable  time  for  impregna- 
tion and,  if  the  canal  is  dilated  at  this  period, 
it  will  remain  somewhat  dilated  for  a week 
or  so.  In  cases  with  a long,  pointed  cervix 
and  acutely  anteflexed  uterus  amputation  is 
suggested. 

Retrodisplacement  should  be  corrected  by 
suspension  of  the  uterus,  preferably  by  the 
operation  devised  by  A.  M.  Willis,  of  Rich- 
mond. If  the  retrodisplacement  is  accom- 
panied with  a long  pointed  cervix,  which  lies 
forward,  a partial  amputation  should  be  done 
at  the  same  time  so  the  cervical  canal  will  be 
at  a right  angle  with  the  vagina  and  the  cer- 
vix lies  well  back  in  the  posterior  fornix. 

Abnormal  conditions  within  the  uterine 
cavity,  such  as  endometritis,  either  specific  or 
hyperplastic  forms,  should  be  treated  with  ap- 
plications of  antiseptic  medical  agents,  radium 
or  curettage.  Malignant  tumors  and  fibromy- 
omata  should  be  removed  by  proper  surgical 
procedure. 

Some  obstruction  or  disease  of  the  Fallopian 
tubes  which  prevents  impregnation  of  the 
ovum  by  the  spermatozoa.  Dr.  C.  G,  Child, 
of  New  York  City,  has  done  more  real  work 
for  the  salvage  of  these  apparent^  hopeless 
cases  of  sterility  due  to  adnexal  diseases  than 
any  other  man  I know  of  in  this  country  and 
his  report  of  operative  cures  appearing  in  the 
American  Journal  of  Obstetrics  and  Gyne- 
cology, December,  1920,  is  a shining  example 
of  what  can  be  accomplished  in  cases  hereto- 
fore thought  to  be  hopeless  by  the  vast  major- 
ity of  surgeons  and  gynecologists.  In  hi.s 
series  of  eleven  cases  of  operative  cures  he 
reports  three  cases  which  undoubtedly  had  a 
previous  gonorrheal  infection  of  the  adnexa 
with  periods  of  sterility  ranging  from  two  and 
one-half  to  eight  years  and  yet  all  three  were 


delivered  of  normal,  living  babies  in  periods 
ranging  from  twelve  to  twenty-two  months 
after  operation.  This  report  should  certainly 
be  an  incentive  for  all  of  us  to  be  more  con- 
servative in  dealing  with  gonorrheal  infec- 
tion in  the  uterus  and  adnexa,  more  especially 
in  women  who  have  not  been  blessed  with 
offspring.  Occlusion  of  the  tubes  in  any  num- 
ber of  cases  following  non-specific,  and  even 
in  some  specific  cases  as  shown  by  Dr.  Child, 
may  be  cured  of  sterility  by  probing  the  tubes 
to  the  uterine  cavity.  In  other  cases  where 
disintegration  has  been  more  pronounced,  it 
is  necessary  to  resect  and  form  a new  fimbriated 
extremity  by  splitting'  the  tube  on  its  superior 
surface  for  one-third  of  an  inch  and  tacking 
the  free  edges  to  the  under  surface  of  the 
tube  with  fne  chromic  or  tanned  catgut.  For 
tuberculosis  of  the  tubes,  if  slight,  probe  the 
tubes  and  handle  with  dry  gauze  to  get  an  ac- 
tive hyperemia.  If  the  tubes  are  badly  in- 
volved, resect  and  construct  new  fimbriated 
extremity  as  just  described.  Malformations, 
such  as  atresia  at  one  or  both  ends,  should  be 
gently  dilated  with. a probe  and  a small  piece 
of  kangaroo  tendon  left  in  to  keep  the  tube 
patent  for  some  time.  Tubes  showing  saccu- 
lations  and  diverticula  should  be  resected  up 
to  within  one  or  two  inches  of  the  uterus  and 
new  fimbriae  constructed. 

Affections  of  the  ovaries  should  receive  care- 
ful attention,  adhesions  should  be  freed,  cvsts 
and  tumors  removed.  Very  often  the  cortex 
is  so  thick  that  it  is  impossible  for  the  Graafian 
follicles  to  rupture  through.  Child  reports 
one  such  case  in  his  series.  Cortical  stripping 
should  be  done  on  these  ovaries.  Quite  fre- 
quently the  ovaries  are  so  jDrolapsed  .in  the 
cul-de-sac  that  the  ovum  perishes  in  the 
peritoneal  cavity  before  it  reaches  the  tube. 
The  ovarian  ligaments  should  be  shortened 
so  as  to  bring  the  ovary  up  in  its  proper  posi- 
tion. 

Sterility  due  to  certain  operations,  such  as 
hysterectomy,  removal  of  tubes  and  ovaries, 
calls  for  more  conservative  surgery  during 
the  child-bearing  period.  With  a constantly 
increasing  rate  of  sterility  among  our  native 
born,  it  behooves  us  as  surgeons  to  weigh  the 
case  carefully  and  conscientiously  before  re- 
moving the  last  vestige  of  hope  from  these 
childless  wives. 

If  the  patient  hast  been  accustomed  to  tak- 
ing antiseptic  douches,  either  for  leucorrhea 
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or  cleansing  purposes,  she  should  be  directed 
to  stop  them.  In  case  a douche  is  necessary 
it  should  be  saline  and  not  used  for  eighteen 
hours  after  intercourse. 

It  has  been  definitely  proven  that  patients 
suffering  from  anemia  and  general  emacia- 
tion are  very  prone  to  sterility.  The  treatment 
in  this  instance  is  to  find  the  cause  of  this 
general  debility  and  correct  that.  It  is  my 
opinion  that  sterility  in  obese  women  is  attri- 
butable probably  to  the  same  cause  as  the 
obesity,  namely,  some  endocrine  disturbance. 
In  cases  where  the  sexual  organs  are  un- 
developed and  menstrual  function  is  not  estab- 
lished, it  would  seem  advisable  to  treat  them 
cautiously  with  extracts  of  the  thyroid  or 
pituitary  glands. 

In  cases  where  no  organic  trouble  can  be 
demonstrated  in  either  the  husband  or  the 
wife,  certainly  a very  careful  investigation  of 
the  diet  should  be  made  and  if  it  is  found 
that  either  or  both  have  been  on  a diet  that 
is  low  in  fat,  soluble  vitamine,  calcium  or 
protein,  a well  balanced  diet  should  be  pre- 
scribed at  once. 

In  conclusion,  I wish  to  make  a plea  for 
more  conservative  surgery  in  dealing  with  the 
generative  organs  of  the  female.  Our  mission 
in  life  should  be  constructive,  not  destructive. 
Conservation  of  the  race  is  of  vital  interest 
to  society,  and  the  question  of  sterility  should 
receive  conscientious  and  careful  consideration 
by  practitioners  of  our  art. 
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The  right  angle  from  which  to  approach  a 
difficult  proposition  is  the  try-angle. 
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THE  PHYSICIAN  AND  THE  NEWER 
SOCIAL  HYGIENE.* 

By  THOMAS  W.  GALLOWAY,  Ph.D.,  New  Yoi-k,  N.  Y. 

When  the  term  social  hygiene  is  used,  the 
average  physician  assumes  that  reference  is 
to  the  prevention  and  cure  of  the  venereal  dis- 
eases. If  he  has  kept  up  with  the  work  of 
psychopathology  he  may  include,  in  his  defini- 
tion of  the  subject,  the  task  of  meeting  or  pre- 
venting the  unfortunate  emotional  and  nervous 
effects  of  the  irrational  repressions  and  expres- 
sions of  sex.  Of  course  these  items  belong  to 
the  subject;  but  it  is  none  the  less  true  that 
all  the  vital  social  problems  of  sex  health  will 
remain  when  our  scientists  have  found  wavs 
completely  to  control  the  venereal  diseases. 

Social  hygiene  in  the  American  usage  is  nar- 
rowed somewhat  from  its  European  meaning. 
Here  it  applies  not  to  all  the  phases  of  health 
which  are  of  a social  or  collective  nature.  It 
is  confined  rather  to  the  health  aspects  of  the 
two  organic  functions  which  are  basically  so- 
cial in  their  origin  and  nature,— the  functions 
of  reproduction  and  sex.  Social  organization 
and  the  spirit  which  makes  association  endur- 
able and  enduring,  whether  among  animals 
or  men,  arose  directly  from  the  immediate  and 
the  remoter  biological  influence  of  the  attrac- 
tions of  mates  and  the  bonds  between  parents 
and  offspring. 

All  other  influences  tending  to  bring  and 
hold  animals  together  are  of  distinctly  second- 
ary importance.  The  co-operative  impulses, 
sympathies,  mutual  aid,  services,  devotions  and 
sacrifices  intrinsic  in  any  genuine  society  did 
not  arise  out  of  the  competitions,  antagonisms, 
masteries,  exploitations  and  fears  engendered 
in  the  struggle  for  existence  between  species 
or  among  the  individuals  of  a given  species. 
Social  hygiene  means  then  the  discovery  and 
utilization  of  those  elements  of  character  and 
behavior  which  bring  the  maximum  of  abound- 
ing life,  beauty,  happiness,  culture  and  prog- 
ress to  the  individual  and  to  his  group  by  way 
of  these  two  family  and  society-building  func- 
tions of  reproduction  and  sex. 

The  course  of  development  of  this  positive 
and  constructive  interpretation  of  social  hy- 
giene, out  of  that  treatment  of  it  which  em- 
phasizes perversion  and  disease,  is  exactly 
parallel  to  the  growth  of  all  other  phases  of 
hygiene.  The  conception  of  physical  hygiene 
arose  only  gradually  from  an  original  and  ex- 

*Abstract  of  address  before  the  Medical  Society  of  the  Dis- 
trict of  Columbia,  Washington,  April  27,  1927. 
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elusive  attention  to  the  cure  of  bodily  disease, 
developing  presently  into  efforts  to  anticipate 
and  prevent  specific  diseases.  Later  still  it 
grew  into  the  definite  education  in  positive  ap- 
preciation of,  and  regimens  for,  the  increase 
of  health  and  wholesome  living. 

Similarly,  mental  hygiene  started  by  recog- 
nizing and  seeking-  to  relieve  the  more  acute 
forms  of  mental  derangement.  Later  it  has 
passed  into  the  phase  of  anticipating  and  pre- 
venting these  psychoses  by  trying  to  meet  ef- 
fectively their  earliest  manifestations.  It  is 
now  far  along  in  the  task  of  cultivating  con- 
structively the  roots  of  mental  health  by  early 
analyses  of  the  mental  make-up  and  progress 
during  childhood  and  by  stimulating  a propor- 
tional development  of  emotions  and  their  ap- 
propriate expression.  The  whole  modern  em- 
phasis tends  towards  understanding  the  child 
from  the  beginning  and  toward  giving  him  the 
best  possible  chance  to  get  and  to  maintain  the 
fairest  balance  of  mental  processes  open  to 
him.  These  advances  in  our  conception  of 
health  make  all  hygiene  more  and  more  a mat- 
ter of  education  and  training,  beginning  with 
life  itself  and  following  the  individual  as  long 
as  science  gives  the  expert  any  data  not  in  the 
complete  possession  of  all  of  us. 

Formulated  in  these  terms,  the  problem  of 
social  hygiene  is  in  its  personal  aspects  a prob- 
lem of  education, — full  and  unexpurgatecl 
character  education — in  which  the  most  power- 
ful group  of  influences  which  go  to  determine 
character  and  happiness  are  included  just  at 
their  actual  value, — no  more,  no  less.  In  this 
education  the  sex  motives  as  they  arise  are 
used  to  build  up  rather  than  to  degrade  the 
other  elements  in  personal  character  and  social 
relations;  and  all  the  other  factors  in  normal 
character-building  are  equally  used  to  bring 
the  sex  impulses  and  sex  expressions  into  char- 
acter in  a soundly  rational  way. 

From  the  immediate  social  point  of  view, 
the  goal  of  sex  education  is  the  improvement 
and  conservation  of  the  human  family, — 
which  with  all  its  faults  and  failures  is  at 
once  the  most  social  and  the  most  successf  ul  of 
our  institutions.  It  is  motivated  and  built 
upon  sex  and  reproduction.  Upon  this  insti- 
tution, with  any  improvements  we  can  bring 
to  it,  depends  largely  the  character  of  present 
society,  and  of  all  the  new  individuals  who 
are  to  determine  the  society  of  the  future.  Its 
health  and  improvement  are  to  be  had  only 
hv  the  better  understanding  of  its  nature  and 
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limitations  and  the  fuller  preparation  of  young 
people,  ahead  of  time,  to  meet  their  privileges 
and  opportunities,  as  more  efficient  mates  and 
parents. 

Has  the  modern  physician  any  role  in  this 
enterprise  of  social  health,  growing  out  of  his 
professional  closeness  to  some  of  the  under- 
lying facts,  and  out  of  his  position  of  leader- 
ship in  our  social  structure?  The  responsi- 
bility for  this  sort  of  thing  rests  on  all  com- 
munity agencies.  Opportunity  and  the  desira- 
bility of  forwarding  the  whole,  sane,  richness 
of  life  are  the  measure  of  one’s  duty. 

What  then  are  the  special  opportunities  of 
the  physician  who  has  social  sense  and  has 
prepared  himself  to  fit  this  aspect  of  hygiene 
effectively  into  his  program? 

1.  He  has  of  course  a leading  position  in 
every  community  movement  to  limit  or  elimi- 
nate the  venereal  diseases  and  the  conditions — 
whether  of  ignorance  or  lax  public  opinion — 
which  contribute  to  the  incidence  and  spread 
of  these  diseases. 

2.  Similarly  his  support  means  much  in 
every  effort  to  educate  public  opinion  as  to  the 
value  of  a character  education  of  youth  which 
will  give  them  at  least  a fair  chance  to  use 
their  sex  lives  constructively  and  healthfully. 

3.  Specifically,  all  physicians  who  have  anv 
intimate  professional  relations  with  parents  in 
the  home  may  incidentally  and  tactfully  aid 
many  open-minded  parents  to  fit  themselves 
to  meet  intelligently  various  critical  points  in 
the  sexual  and  emotional  life  of  their  chil- 
dren. To  do  this  acceptably  the  physician 
must  of  course  know  something  of  the  signi- 
ficance of  age  and  development  in  the  educa- 
tion of  children,  of  mental  hygiene,  and  of 
the  relation  of  both  to  sex  education. 

4.  Such  a physician,  having  entrance  into 
the  family  is  often  in  a position  to  help  the 
children  directly, — whether  in  understanding 
their  own  sexual  development  and  its  influence 
upon  the  rest  of  their  life,  or  in  appreciating 
their  own  family  and  home  and  of  co-operat- 
ing fully  therein.  To  enable  a boy  to  sense 
the  value  to  him  of  a mother  and  to  meet  her 
half  way,  rationally  rather  than  sentimen- 
tally, is  just  as  really  social  hygiene  education 
as  to  aid  in  solving  the  problem  of  masturba- 
tion. And  on  the  whole  it  is  more  important. 

5.  The  fitted  physician  is  in  a peculiarly 
advantageous  position  to  aid  adolescents.  As 
few  persons  can.  he  may  put  some  science  at 
their  command, — and  without  preachments. 
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Four  items  pertinent  to  the  adolescent  age 
must  suffice  as  illustrations. 

First \ such  an  adviser  can  explain  to  the 
boy  and  girl  why  it  is  that  they  are  feeling 
for  independence  of  their  parents;  how  natural 
and  universal  and  necessary  it  is  that  they 
should  become  independent  persons;  that  there 
are  fine  and  considerate  ways  to  do  this,  and 
cruel,  brutal  ways ; that  it  can  be  done,  if  both 
parents  and  child  are  willing,  so  that  the  boy 
or  girl  will  come  into  his  own  freedom  and  yet 
will  want  to  come  back  to  his  parents  for 
sympathy  and  advice.  In  this  enterprise  par- 
ents should  be  made  to  see  their  part  and  how 
best  to  perform  it. 

Secondly,  various  rationalizations  about  sex 
float  down  from  older  to  younger  boys  and 
girls.  There  are  many  of  these, — as:  That 
sex  intercourse  is  necessary  for  perfect  sexual 
development  of  either  men  or  women : that 
men  are  by  nature  entitled  to  a sex  freedom 
that  women  should  not  have:  that  illicit  sex 
relations  are  onlv  an  indiscretion  and  not  a 
very  important  one  at  that ; that  a period  of 
sexual  indulgence  makes  a man  a more  under- 
standing husband.  None  of  these  has  any  con- 
vincing scientific  support ; and  they  all  run 
counter  to  a reasonable  interpretation  of  our 
human  social  values  and  culture.  Their  ac- 
ceptance does  a tremendous  part  in  undermin- 
inor  all  those  rational  controls  which  make  for 
high  and  humane  social  relations  between  the 
sexes. 

1 Thirdly , the  physician  is  in  a very  favorable 
situation  to  assist  his  boy  and  girl  patients  un- 
derstand the  normal  homosexual  preferences 
of  early  adolescence  and  the  desirability  of 
making  the  passage  into  the  heterosexual  at- 
titude— the  admiration  for  the  opposite  sex- 
in  a normal  and  timely  fashion.  It  is  un- 
fortunate if  this  transition  is  not  made.  It  is 
equally  unfortunate  if  it  is  made  in  a way 
that  degrades  the  relation  which  should  exist 
between  the  sexes.  This  understanding  and 
acceptance  of  the  other  sex  does  not  demand 
anything  approaching  incontinence  or  the  ex- 
ploitation of  the  other  sex  at  its  weaker  points. 
It  holds  rather  with  a mutual  chivalry  which 
makes  each  sex  find  its  highest  satisfactions  in 
protecting  and  perfecting  the  other,  as  well  as 
itself.  These  statements  are  not  intended  to 
imply  that  such  mutual  consideration  can  be 
made  universal  at  our  present  stage  of  cul- 
ture; but  rather  that  such  standards  are  often 
enough  attained  to  show  that  they  are  both 
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possible  through  education  and  productive  of 
highest  happiness. 

Fourthly , young  men  and  women  of  mar- 
riageable age  need  to  know  authoritatively 
numerous  facts  about  the  sex  nature  both  of 
themselves  and  the  other  sex,  and  in  such  spirit 
as  will  enable  them  to  make  intelligently  and 
happily  the  sexual  adjustments  necessary  to  a 
successful  married  life.  The  physician  owes 
this  service  to  the  young  people  whose  con- 
fidence he  has  won. 

Considerations  like  these  are  causing  socially 
minded  people  to  expect  of  physicians  and 
other  health  workers  a preparation  sufficient 
to  fit  them  to  meet  the  elementary  needs  of 
human  beings,  not  alone  in  physical  hygiene 
but  in  mental  and  social  hygiene  as  well;  and 
to  demand  of  medical  and  other  kindred 
schools  such  training  as  will  support  this  ad- 
vanced form  of  health  service.  In  proportion 
as  state  of  mind  and  character  are  to  be 
thought  of  in  terms  of  health  rather  than  mys- 
tically. it  is  intolerable  that  schools  dealing 
scientifically  with  prevention  of  disease  should 
rest  content  with  an  antiquated  conception  of 
health  as  con':ned  to  the  physical  body.  Men- 
tal and  social  hygiene,  which  are  profoundly 
interrelated,  must  find  an  increasing  place  in 
every  medical  school.  Alumni  owe  it  to  the 
world  to  influence  their  schools  in  this  direc- 
tion. 

. .170  Seventh  Avenue. 


Correspondence 

The  Life  of  Lord  Lister. 

Washington,  D.  C., 
February  8,  1928. 

To  the  Editor  : 

I have  just  returned  from  my  trip  to  Europe 
and  find  that  the  Lister  paper  has  been  pub- 
lished in  the  Monthly,  but  regret  that  through 
an  oversight,  the  references  were  not  given. 

The  data  contained  in  this  paper  was  ob- 
tained from  the  following  books  on  Listens 
life: 

Godlee,  Sir  Rickman  John:  “Lord  Lister," 
Macmillan  & Co..  Ltd.,  London,  1918. 

Cheyne,  Sir  William  Watson:  “Lister  and 
His  Achievements,”  Longmans,  Green  & Co., 
London,  1925. 

Wrench,  G.  T. : “Lord  Lister,”  T.  Fisher, 
Inwin.  London,  1913. 
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Dukes,  Cuthbert:  “Lord  Lister,”  Leonard 
Parsons,  London,  1924. 

Lister,  Sir  Joseph:  Collected  Papers,  Vols. 
I and  II,  1909,  Henry  Frowde,  Oxford  Press, 
and  Hodder  and  Stoughton,  London. 

The  two  letters  quoted  were  taken  from  Sir 
Rickman  John  Godlee’s  “Lord  Lister,”  and 
my  paper  is  merely  a brief  summary,  giving 
the  important  facts  of  Lister’s  life. 

Regretting  very  much  that  due  credit  was 
not  given  to  the  authors  of  the  several  books 
from  which  I obtained  most  of  my  informa- 
tion, and  hoping  that  you  will  correct  the 
error  by  publishing  a note  of  it  in  the  next 
issue  of  the  Journal,,*  I am, 

Very  truly  yours, 

Edmund  Horgan, 


Miscellaneous 


The  Use  of  the  Physician  in  School  Health 

Programs. 

In  the  November  number  of  the  Child 
Health  Bulletin  published  by  The  American 
Child  Health  Association  an  article  entitled 
“The  Use  of  the  Physician  in  School  Health 
Programs”  was  printed.  It  was  written  by 
Harold  H.  Mitchell,  M.  I).,  Medical  Director 
of  the  School  Health  Study  of  that  organiza- 
tion. In  the  first  paragraph  of  his  article  Dr. 
Mitchell  makes  the  following  startling  state- 
ment: “Each  year  the  physicians  have  seen 
thousands  of  children,  fully  clothed.  Each 
child  has  come  without  a history  of  past  ill- 
ness, or  of  present  complaint  of  behavior. 
Usually  from  one  to  four  minutes,  very  rarely 
ten  minutes,  have  been  allowed  for  the  con- 
sideration of  all  the  problems  of  health  and 
disease  of  each  child  and  for  the  recording  of 
his  findings.  The  results  have  been  unsatisfac- 
tory to  both  the  physicians  and  the  educators.” 
He  does  not  blame  the  physicians  but  rather 
the  system,  for  this  incompetent  method. 

He  also  sees  in  these  examinations  a defi- 
nite danger.  “We  must  also  consider  that  edu- 
cation as  to  the  value  of  periodic  health  ex- 
aminations is  part  of  the  school  health  pro- 
gram. We  believe  in  the  movement  in  this 
country  to  promote  periodic  health  examina- 
tions. Must  we  jeopardize  this  movement  by 
unfortunate  early  attitudes  implanted  in  our 

•This  paper  by  Dr.  Horgan  appeared  in  the  January  issue 

of  the  Monthly. 


school  children?  A ‘health  examination’  is 
not  represented  by  such  procedure  as  we  now 
exhibit  in  our  public  schools”. 

Furthermore,  he  feels  that  the  result  of  these 
yearly  examinations  shows  little  of  value. 
“Many  cities  report  the  same  large  proportion 
of  corrections  year  after  year  with  no  appar- 
ent gain  or  improvement  of  conditions.  The 
difficulty  obviously  is  a lack  of  satisfactory 
bookkeeping  methods  which  adequately  meas- 
ure results,  a condition  intolerable  to  business 
standards”. 

If  such  conditions  exist  in  city  schools,  even 
worse  are  those  in  the  rural  schools  where 
fewer  physicians  are  available  and  greater  dis- 
tances are  to  be  covered.  Lie  quotes  from  an 
article  written  by  Dr.  Mary  E.  Brydon,  Di- 
rector of  the  Bureau  of  Child  Health,  Virginia 
State  Department  of  Health,  published  in  the 
Journal  of  the  American  Medical  Association. 
September  18,  1926,  sa3ung:  “In  Virginia  this 
problem  has  been  faced  and  a decision  made 
that  ‘Except  in  the  case  of  the  very  poor,  the 
dutv  of  makino-  these  examinations  should  not 
be  the  function  of  a public  paid  health  official; 
it  is  the  province  of  the  family  physician’.” 

The  conclusion  of  Dr.  Mitchell’s  article  reads 
as  follows : 

“To  recapitulate,  health  examinations  in  the 
schools  are  generally  unsatisfactory: 

“First,  because  they  are  inadequately  con- 
ducted under  hurried  and  inconvenient  condi- 
tions with  too  little  past  and  present  history 
available. 

“Second,  because  small  salaries  and  the  de- 
mand for  large  numbers  of  examinations  com- 
bine to  discourage  careful  work. 

“Third,  because  judgments  of  individual  ex- 
aminers too  often  differ,  due  to  the  lack  of 
methods  of  precision  as  to  the  conditions  they 
find  in  children. 

“Fourth,  because  these  inadequate  examina- 
tions implant  wrong  ideas  of  what  constitutes 
a real  health  examination,  and  the  benefits  to 
be  derived  from  periodic  health  examinations. 

“Fifth,  because  school  records, — of  exami 
nations,  evidences  of  improvement,  correction 
of  defects, — are  generally  too  confused  and 
statistically  unsound  to  permit  of  any  intelli- 
gent interpretation  of  results. 

“Frankly,  we  are  faced  with  a dilemma. 
There  is  not  sufficient  confidence  that  adequate 
returns  can  come  from  more  physicians  and 
more  time  on  the  examinations  to  expect  a solu- 
tion of  our  problem  by  insisting  on  larger  ap- 
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propriations  for  the  health  examinations.  We 
cannot  limit  the  examinations  to  the  few  chil- 
dren that  the  physicians  can  give  time  to  ex- 
amine thoroughly.  We  must  apply  our  scheme 
to  the  whole  school  population.  Of  course,  we 
may  give  more  time  to  a few  children  screened 
out  as  in  need  of  special  attention.  But  the 
method  of  screening  out  the  abnormal  from 
the  normal,  the  handicapped  from  the  child 
free  ‘to  achieve  the  limit  of  his  endowed  capac- 
ity for  well  being’  should  not  be  left  to  the 
hazards  of  opinion  of  persons  with  less  than 
the  best  judgment  available.  Our  problem  is 
further  complicated  by  the  question  of  whether 
schools  should  attempt  to  supply  the  health  ex- 
amination service  that  we  have  set  forth  as 
our  ideal  in  modern  hygiene  and  preventive 
medicine.  If  all  the  needs  of  periodic  health 
examinations  for  children  could  be  met 
through  the  public  schools,  we  should  not  leave 
much  preventive  medicine  to  be  practiced  by 
the  private  physician.  On  the  other  hand,  the 
writer  believes  that  preventive  pediatrics  and 
periodic  health  examinations  should  be  given 
more  attention  in  medical  schools  and  every 
encouragement  should  be  given  to  the  private 
practitioner  who  will  practice  preventive  medi- 
cine. Shall  the  school  physician  supplant  the 
private  practitioner  in  the  preventive  field?” 

The  Virginia  Department  of  Health  desires 
to  bring  to  the  forefront  the  use  of  the  family 
physician  in  preventive  medicine  especially, 
because  it  is  in  the  rural  sections  that  most  of 
its  work  is  done.  Part  of  the  program  of  the 
Bureau  of  Child  Health  has  for  its  aim  the 
medical  examination  of  the  pre-school  child 
who  is  to  enter  school  in  the  next  session:  this 
examination  to  be  made  by  the  family  physi- 
cian in  his  own  office  for  whatever  fee  he  may 
deem  proper  to  charge.  To  promote  this 
plan,  many  of  the  Division  Superintendents 
of  Schools  are  writing  their  patrons  requesting 
that  a medical  examination  with  whatever  cor- 
rections are  indicated  be  made  before  the  child 
is  admitted  to  school.  Where  there  are  county 
public  health  nurses,  many  of  them  are  mak- 
ing visits  to  the  parents  of  pre-school  children 
and  urging  them  to  go  to  their  own  physicians 
and  have  this  examination  made  as  soon  as' 
possible  so  as  to  be  ready  for  school  in  the 
fall.  These  public  health  nurses  also  hold 
themselves  in  readiness  ro  be  at  the  doctor’s 
office  when  the  examinations  are  made  to  as- 
sist him  in  any  way  he  may  desire.  The 
State  furnishes  standard  forms  for  recording 


the  results  of  the  examinations.  The  nurses 
help  the  parents  to  secure  corrections  when- 
ever their  help  is  requested. 

The  Department  has  for  several  years  been 
working  up  to  this  plan  by  cooperating  with 
the  State  Board  of  Education  in  having  the 
teachers  make  a simple  annual  inspection  of 
each  pupil  to  find  obvious  physical  defects 
with  a view  to  having  them  corrected  and  thus 
promoting  school  progress.  The  teachers  are 
trained  to  do  this  inspection  by  a special  course 
of  study.  It  is  recognized  that  inspection  by 
teachers  is  merely  a temporary  expedient  to 
meet  an  emergency  until  the  parents  and  the 
family  physician  assume  the  responsibility  of 
the  health  of  the  school  child. 

Preventive  medicine  for  the  individual  is 
surely  the  responsibility  of  the  family  phy- 
sician and  the  sooner  he  assumes  this  responsi- 
bility the  better  for  oil  concerned. 

Emily  Gardner,  M.  D. 

Tularaemia. 

Seasonal  incidence  of  cases  of  tularaemia, 
according  to.the  United  States  Public  Health 
Service,  is  due  to  the  seasonal  variation  of 
three  sources  of  infection,  tick  bite,  fly  bite 
and  the  dressing  of  wild  rabbits,  but  owing  to 
the  overlapping  of  these  influences,  cases  have 
occurred  in  the  United  States  in  every  month 
of  the  year.  The  great  reservoir  of  infection 
and  the  greatest  source  of  human  infection 
from  tularaemia  is  the  wild  rabbits,  jack,  cot- 
tontail and  snowshoe  varieties,  but  owing  to 
the  agencies  of  blood  sucking  insects  common 
to  rabbits  and  man,  we  find  cases  resulting 
from  tick  bite  and  fly  bite. 

Of  the  rabbits  offered  for  sale  in  the  Wash- 
ington, D.  C.,  market  in  the  winters  of  1923, 
1924,  and  1925,  Dr.  Edward  Francis,  of  the 
Public  Health  Service,  examined  the  livers  of 
1,000,  and  found  nine,  or  slightly  less  than  one 
per  cent,  infected  with  tularaemia.  The  liver 
and  spleen  of  an  infected  rabbit  are  studded 
over  the  surface  with  small  spots  varying  in 
size  from  that  of  a pinpoint  to  one-sixteenth 
inch  in  diameter.  Of  twenty-two  cases  of 
tularaemia  in  Washington,  seventeen  of  the 
patients  had  dressed  wild  rabbits  bought  or 
sold  in  the  market,  four  had  dressed  rabbits 
shot  nearby,  and  one  had  dressed  a rabbit 
which  he  had  killed  with  a club. 

Four  hundred  and  twenty  cases  of  tularae- 
mia have  been  reported,  of  which  seventeen 
have  died.  This  places  the  mortality  at  about 
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four  per  cent.  These  figures  embrace  only  the 
cases  which  have  been  reported  to  the  Public 
Health  Service,  but  considering  the  newness 
of  the  disease,  they  probably  represent  only  a 
portion  of  the  actual  number  of  cases  and 
deaths. 

Cases  have  now  been  reported  from  .Japan, 
from  the  District  of  Columbia  and  from 
thirty-seven  states.  The  nine  northeastern 
States,  being  the  only  significant  portion  of 
the  United  States  in  which  cases  have  not  been 
recognized. 

As  a rule  when  the  infection  has  come  from 
a rabbit  some  injury  has  been  inflicted  on  the 
hand  while  dressing  the  rabbit,  although  a 
manifest  injury  is  not  necessary  for  infection 
to  occur.  Usually  an  ulcer  develops  at  the 
site  of  infection  accompanied  Ivy  enlargement 
of  the  lymph  glands  which  drain  the  ulcer. 
Fever  is  always  present  anud  continues  for 
two  or  three  weeks.  The  site  of  infection  from 
tularaemia  may  be  located  on  any  part  of  the 
body  other  than  the  skin  of  the  hands,  if  due 
to  tick  bite  or  fly  bite.  The  diagnosis  of  tula- 
raemia is  confirmed  by  a blood  test.  One  at- 
tack confers  immunity  in  man.  Rest  in  bed 
is  the  most  important  treatment.  The  enlarged 
lymph  glands  should  be  opened  only  after  pus 
has  definitely  formed. 

The  infection  has  never  been  found  in  na- 
ture in  domesticated  rabbits  raised  in  rab- 
bitries. 

No  preventive  vaccine  or  curative  serum  has 
yet  been  perfected,  nor  has  any  special  drug 
been  found  effective  against  tularaemia. 

Rabbit  meat  thoroughly  cooked  is  harmless 
for  food,  and  it  has  been  found  that  a tem- 
perature of  56°  Centigrade,  or  133°  Fahren- 
heit, kills  the  germ  of  tularaemia.  The  ordi- 
nary disinfectants  are  effective.  Rubber  gloves 
should  be  worn  by  those  who  dress  wild  rab- 
bits. Immune  persons  should  be  employed  to 
dress  them  where  possible.  Infected  rabbits, 
kept  frozen  for  thirty  days,  have  been  found 
to  be  free  from  infection.  Market  inspection 
of  rabbits  is  impracticable,  because  only  about 
ten  per  cent  of  the  rabbits  found  in  the  market 
still  have  the  liver  in  place. 

Beware  of  the  wild  rabbit  which  the  dog 
or  cat  has  caught,  or  which  a boy  has  killed 
with  a club — it  is  probably  a sick  rabbit.  The 
hunter  should  not  shoot  his  rabbits  at  the 
point  of  his  gun.  Let  him  be  a sportsman  and 
shoot  them  on  the  run  at  seventy-five  yards, 


say,  and  the  chances  will  be  lessened  that  the 
rabbits  he  bags  will  be  sick  with  tularaemia. 


Bibliotheca  Obstetrica 


John  Burton,  M.  D. 

Burton  (John)  [1697-1771],  An  essay  to- 
wards a complete  new  system  of  midwifery, 
theoretical  and  practical.  Together  with  the 
descriptions,  causes,  and  methods  of  removing 
or  relieving  the  disorders  peculiar  to  pregnant 
and  lying-in  women  and  new-born  infants.  In 
4 pts.  xix  (21),  391  pp.,  12  1.,  18  pi.  8°.  Lon- 
don, J.  Hodges , 1751. 

For  Biography , see  Doran  (Alban)  Burton 
(“Dr.  Slop”),  his  forceps  and  his  foes,  J.  Obst. 
& Gynec.  Brit.  Emp.  23:  3 and  65,  1913. 


This  is  the  five  shillings  book  that  forms  the 
basis  for  Sterne’s  great  satire,  and  the  illus- 
tration is  that  of  the  forceps  that  crushed  Tris- 
tam’s  nose.  Doran,  who  was  one  of  the  great- 
est authorities  on  the  history  of  forceps,  says 
that  the  forceps  that  Burton  really  used  in  his 
practice  are  preserved  in  the  museum  at  York. 
He  calls  these  the  York  forceps,  and  says  that 
they  are  very  much  like  the  Dusee  forceps. 
He  does  not  think  that  the  lobster-like  for- 
ceps that  Burton  pictures  in  his  book  were 
ever  used. 

Burton  finds  fault  with  the  leather  covering 
of  the  blades  of  the  forceps  that  was  consid- 
ered so  necessary  by  even  the  great  Smellie. 
He  seems  to  have  had  an  especial  antipathy 
(o  Smellie  and  ridicules  Smellie’s  pretense  to 
learning.  Ebtewhere  he  accuses  Smellie  of 
copying  only  from  Spaehius  and  not  from  the 
authors  he  lists.  A taste  of  Burton’s  style  may 
be  had  from  an  extract  from  his  preface.  He 
says  “Mauriceau  is  the  first  author  worth  read- 
ing, but  now  he  is  obsolete.  Dr.  Deventer,  a 
Dutch  physician,  published  his  Ars  Obstetri- 
candi  in  1700  and  he  is  the  next  author  worthy 
of  notice. . He  is  the  first  author  that  takes 
notice  of  the  obliquity  of  the  womb  as  being 
an  obstacle  to  a speedy  and  safe  delivery.  La- 
Motte  is  the  third  author  of  note.  After  this 
time  a number  of  books  upon  this  subject  were 
published,  both  in  these  and  foreign  domin- 
ions. Some  of  them  being  only  cases  in  mid- 
wifery as  Giffard’s,  while  other  people  only 
published  books  or  pamphlets,  from  no  other 
motive  than  to  let  the  world  know  there  were 
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such  persons  in  being;  against  whom  other 
writers  threw  out  their  squibs  for  the  same 
reason,  the  public,  in  the  mean  time,  not  reap- 
ing the  least  benefit  by  the  contest.” 

Burton  was  born  at  Colchester,  June  9. 
1697.  and  was  educated  at  Merchant  Taylors 


The  Burton  forceps. 

and  St.  John’s  College.  Cambridge,  where  he 
got  his  M.  B.  in  1733.  Later  he  studied  at 
Leyden,  and  took  his  M.  I),  at  Rheims.  The 
Dictionary  of  National  Biography  says  of  him 
that  he  was  a good  classical  scholar  and  his 
reputation  as  an  accoucheur  was  deservedly 
high.  His  imprisonment  in  1745  is  commonly 
taken  as  evidence  that  he  was  a Catholic  and 
was  interested  in  placing  the  Stuarts  back  upon 
the  English  throne.  Doran  however  says  that 
journey  to  the  North  at  the  time  of  the  Young 
Pretender’s  invasion  was  a business  trip,  duly 
sanctioned  by  the  authorities  and  that  there 
was  nothing  treasonable  in  it.  His  enemies, 
however,  led  by  Lawrence  Sterne’s  uncle,  seized 


the  opportunity  and  had  him  imprisoned  on 
the  charge  of  treason,  and  he  remained  in  jail 
several  months  before  the  action  of  the  local 
authorities  was  reviewed  in  London.  Beside- 
being  a physician,  Burton  was  an  antiquary  of 
note,  and  he  made  valuable  contributions  to 
the  ecclesiastical  history  of  Yorkshire. 

M.  P.  R. 


Proceedings  of  Societies 

The  Rockingham  County  Medical  Society 

Has  held  meetings  each  month  during  the 
winter.  These  meetings  were  all  well  attended 
by  the  physicians  and  a number  of  the  nurses 
of  the  Rockingham  Memorial  Hospital.  The 
meetings  were  held  at  the  hospital.  The 
Society  has  been  addressed  by  the  following 
prominent  physicians  from  near-by  places; 
Dr.  Hugh  H.  Trout,  of  Roanoke,  Va. ; Drs. 
R.  P.  Bell,  and  M.  J.  Payne,  of  Staunton,  Va. ; 
Dr.  L.  A.  Calkins,  Professor  of  Obstetrics  at 
the  LTniversitv  of  Virginia.  Members  of  tin' 
society  contributed  to  the  meetings  also.  Dr. 
C.  E.  Conrad  gave  an  excellent  paper  on  the 
“Occurrence  of  Thymus  in  the  Newborn,”  and 
Dr.  H.  G.  Preston  presented  a paper  discuss- 
ing three  rare  eve  conditions,  at  the  meeting  on 
February  the  13th. 

The  Society  is  proud  of  its  charter  as  a part 
of  the  State  organization,  and  will  endeavor  to 
co-operate  in  every  way  with  the  parent 
society. 

Dr.  Noland  M.  Canter.  Harrisonburg,  is 
president,  and  Dr.  Howard  Armstrong,  also 
of  Harrisonburg,  secretary-treasurer  of  this 
Society. 

The  Wise  County  Medical  Society 

Held  its  annual  meeting  in  Norton,  Va., 
February  the  24th,  in  conjunction  with  the 
Norton  Medical  Society.  After  the  election 
of  officers,  the  meeting  was  turned  over  to  the 
local  society  and  the  doctors  furnished  an  in- 
teresting and  instructive  program.  Mr.  Wade 
Miles,  Deputy  Commissioner,  read  an  excel- 
lent paper  on  “The  Cooperation  of  the  Attend- 
ing Physician.” 

Officers  elected  for  the  ensuing  year  are: 
President,  Dr.  B.  C.  Henson,  Roda;  vice-presi- 
dent, Dr.  G.  B.  Setzler,  Norton;  secretary,  Dr. 
W.  R.  Culbertson.  Norton.  Dr.  Culbertson 
succeeded  Dr.  C.  B.  Bowyer,  of  Stonega,  who 
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resigned  after  holding:  this  office  for  some 

o o 

years. 

The  Post-Graduate  Medical  Society  of 
Southern  Virginia 

Held  its  third  regular  meeting  in  Hopewell, 
Va.,  February  21st,  under  the  presidency  of 
Dr.  S.  E.  Gunn,  of  that  place.  Papers  were 
read  by  Drs.  Meade  Edmunds,  W.  C.  Moomaw, 
W.  B.  Mcllwaine,  and  J.  T.  N.  McCastor,  of 
Petersburg;  Dr.  J.  M.  Bailey,  of  Hopewell, 
and  Dr.  T.  Latane  Driscoll,  of  Richmond. 
Dr.  W.  C.  Powell,  Petersburg,  is  secretary- 
treasurer  of  the  Societ}\  This  meeting  was 
an  excellent  one  and  was  attended  by  about 
thirty-five  members. 

The  Augusta  County  Medical  Association 

Held  its  tri-monthly  meeting  in  Staunton, 
February  1,  under  the  presidency  of  Dr.  J. 
Fairfax  Fulton,  of  that  city.  After  reporting 
of  clinical  cases,  papers  were  read  by  Drs.  C.  P. 
Obenschain,  of  New  Hope,  and  R.  P.  Bell,  of 
Staunton.  Upon  adjournment  of  the  scientific 
program,  a subscription  dinner  was  enjoyed 
by  those  in  attendance.  Dr.  IV.  F.  Hartman, 
Staunton,  R.  F.  D.,  is  secretary,  and  Dr.  T. 
M.  Parkins,  of  Staunton,  treasurer  of  the  As- 
sociation. 

The  Lynchburg  and  Campbell  County  Medi- 
cal Society 

Held  its  regular  meeting  in  Lynchburg,  Feb- 
ruary the  6th,  at  which  time  the  subject  for 
discussion  was  “Influenza.”  Papers  were  read 
on  this  occasion  by  Drs.  T.  E.  Rucker.  Powell 
G.  Dillard,  T.  E.  Jones  and  E.  L.  Sutherland, 
all  of  Lynchburg.  Dr.  E.  F.  Younger  and  Dr. 
S.  E.  Oglesby,  both  of  Lynchburg,  are  presi- 
dent and  secretary,  respectively. 

The  Norfolk  County  Medical  Society 

Gave  the  name  of  “Marine  Hospital  Night” 
to  their  meeting  of  March  the  5th.  At  this 
meeting,  papers  were  read  by  Surgeon  E. 
M.  Townsend  and  Assistant  Surgeon  B.  J. 
Macauley,  of  Marine  Hospital  No.  82.  Officers 
of  this  hospital  are  regular  and  interested  at- 
tendants upon  the  meetings  of  this  Society. 

The  Danville  Academy  of  Medicine 

Held  its  regular  monthly  meeting  in  that 
city,  February  the  14th,  I)r.  I.  C.  Harrison 
presiding.  Dr.  J.  A.  Hawkins  is  secretary. 
Papers  were  read  by  Dr.  C.  L.  Bailey  on 


“Prolapse  in  Aged  Women”  and  by  Dr.  C.  T. 
Carter  on  “Reflex  Disturbances  of  the  Intes- 
tinal Tract.”  Both  papers  were  freely  dis- 
cussed. It  was  voted  that  the  Society  should 
appoint  a committee  to  consult  with  Dr.  R.  W. 
Garnett,  Director  of  Public  Welfare,  on  mat- 
ters of  interest  to  the  members  of  the  society. 
The  president  was  empowered  to  appoint  this 
committee. 

The  University  of  Virginia  Medical  Society, 

Held  its  second  meeting  January  23,  1928, 
at  the  University  of  Virginia  Hospital,  Dr. 
Bray  presiding. 

Dr.  J . II.  Neff  demonstrated  a woman  with 
bladder  exstrophy.  He  had  successfully  trans- 
planted the  right  ureter  into  the  rectum  and 
planned  shortly  to  transplant  the  left.  Dis- 
cussion : Dr.  Jordan  concluded  that  the  anom- 
aly probably  dated  from  the  end  of  the  second 
month  of  development. 

Dr.  Oscar  Swineford  discussed  a recent  case 
of  paroxysmal  hemoglobinuria  in  a syphilitic. 
After  an  extensive  review,  he  outlined  his  ex- 
periments with  the  patient’s  blood,  which 
were  much  in  line  with  those  of  Donath  and 
Landsteiner.  In  the  discussion,  Dr.  Marshall 
referred  to  Ehrlich’s  “Horror  autotoxicus.” 
Dr.  Jordan : “In  the  rapid  regeneration  of 
the  erythrocytes,  did  you  obtain  evidence  of 
activity  of  lymphocytes  as  blood  formers?” 
Dr.  Homer  Smith : “I  cannot  agree  with  Dr. 
Swineford’s  views  of  there  being  a renal 
threshold  for  the  elimination  through  the  kid- 
ney only  at  points  of  injury.  Moreover,  I 
doubt  if  the  accepted  views  as  to  hemolysis 
are  as  satisfactory  as  their  acceptance  indi- 
cates.” Dr.  D.  C.  Smith:  “Where  does  the 
hemolysis  occur?  What  relation  has  it  to  the 
normal  removal  of  erythrocytes  from  the 
blood?”  Dr.  Swineford:  “No  evidence  of 
lymphocyte  activity  as  erythrocytes  formed. 
Clear  evidence  that  the  kidneys  actually  were 
injured,  as  shown  by  casts  and  other  urinary 
features.  However,  a definite  threshold  for 
hemoglobin  based  on  ratio  of  free  to  total 
hemoglobin  has  apparently  been  shown.  The 
relation  of  hemolysis  to  the  normal  spleen 
function,  as  described  by  Krumbhaar  and 
others,  suggests  obvious  further  studies  on  the 
mechanism  of  hemolysis  in  paroxysmal  hemo- 
globinuria, but  Dr.  D.  C.  Smith’s  question  can- 
not be  answered.” 

Dr.  II.  T.  Marshall  exhibited  hearts  and 
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aortas  from  two  recent  autopsies.  An  old 
syphilitic,  with  Charcot  joints,  etc.,  had  an 
enlai'ged  fibrous  heart  with  thick  aortic  valves, 
indistinct  evidence  of  aortitis,  and  moderate, 
non-distinctive  arteriosclerosis.  In  the  second 
case  there  was  a sharply  marked  patch  in 
aorta  not  involving  aortic  valves,  with  the 
sharp  delimitations  of  syphilitic  aortitis  but 
markedly  involved  in  atheroma  and  calcifica- 
tion as  part  of  a diffuse  arteriosclerosis,  a con- 
dition infrequent  in  syphilitic  aortitis.  The 
patient  had  evidently  survived  syphilitic  aorti- 
tis and  eventually  developed  extensive  arte- 
riosclerosis. There  was  also  a condition  of 
extreme  mitral  stenosis,  arteriosclerotic  type. 

Dr.  Vincent  Archer  demonstrated  a series  of 
radiograms  of  syphilitic  and  normal  hearts 
and  aortas.  Discussion  : Dr.  Flippin. 

Dr.  D.  C.  Smith  read  a paper  giving  an 
analysis  of  the  cases  in  the  University  of  Vir- 
ginia Hospital,  presenting  cardiac  or  aortic 
syphilis.  Discussion  by  Dr.  Edwin  Wood  and 
Dr.  R.  B.  Bean. 

Dr.  Carl  C.  Speidel  outlined  an  extensive 
piece  of  experimental  work  upon  blood  forma- 
tion in  splenectomized  salamanders,  the  evi- 
dence indicating  that  blood  formation  oc- 
curred in  the  circulating  system  and  not  at 
any  fixed  points.  In  this  animal  the  spleen  is 
the  normal  organ  for  erythrocyte  formation, 
while  the  capsule  of  the  liver  is  the  point  for 
the  formation  of  the  granular  leucocytes.  The 
animals  were  killed  at  intervals  from  one  to 
seven  months  and  gave  evidence  of  active 
blood  formation.  The  liver  centers  were  not 
involved,  while  proliferative  changes  in  the 
circulating  blood  were  numerous.  There  was 
also  some  proliferation  of  reticular  cells  in 
kidneys  and  fat  bodies. 

Dr.  II.  E.  Jordan , studying  blood  regenera- 
tion in  splenectomized  horned  toads,  found  one 
showing  curious  changes  on  the  surface  of  the 
liver  attributed  to  reactions  to  a blood  clot 
probably  resulting  from  the  earlier  splenec- 
tomy. Active  proliferation  of  the  peritoneal 
liver  capsule  cells  with  phagocytosis  was  the 
striking  feature.  After  several  transfers  from 
one  phagocyte  to  another,  the  pigment  finally 
reached  the  liver  in  the  form  of  very  minute 
granules.  The  details  of  the  phagocytosis 
were  illustrated  by  projection  slides. 

The  next  meeting  of  the  Society  will  be  held 
February  the  6th. 


The  third  meeting  of  the  University  of  Vir- 
ginia Medical  Society  was  held  February  6, 
1928,  at  the  Chemical  Building,  Dr.  Bray  pre- 
siding. 

Dr.  IF.  II.  Goodwin  presented  a case  of 
volvulus  involving  sixteen  feet  of  intestine. 

Dr.  II.  T . Marshall  presented  three  recent 
autopsies  with  gas  bacillus  as  a feature  and 
discussed  especially  the  pigmentation  of  gas 
bacillus  infection.  Discussion : Dr.  Calkins 
and  Dr.  Flippin. 

The  principal  paper  of  the  evening,  with 
numerous  lantern  slides,  was  by  Dr.  Chas.  H. 
Frazier , of  Philadelphia,  upon  pituitary  dis- 
eases. 

The  next  meeting  will  be  Monday,  February 
20th,  at  7 :30,  at  the  Chemical  Laboratory,  ad- 
jacent to  University  Hospital.  All  physicians, 
especially  members  of  the  Virginia  medical 
profession,  are  invited  to  attend  these  meet- 
ings. 


Woman’s  Auxiliary,  Medi- 
cal Society  of  Virginia 

At  the  request  of  the  officers  of  the  Auxili- 
ary, this  space  has  been  set  aside  for  com- 
munications from  them  regarding  matters  of 
interest,  both  to  the  profession  and  to  the 
women  members  of  their  families. 

All  communications  should  be  addressed  to 
Mrs.  E.  F.  Truitt,  Secretary  and  Treasurer, 
Cottage  Toll  Road,  R.  F.  D.,  Norfolk,  Va. 


Program  of  the  Auxiliary. 

The  Woman’s  Auxiliary  to  the  American 
Medical  Association  has  an  official  national 
program  for  Health  Education.  This  program 
was  accepted  at  the  recent  meeting  of  the 
National  Executive  Board  in  Chicago. 

The  County  Auxiliaries  in  Virginia  are 
earnestly  urged  to  give  this  pi'ogram  their 
serious  attention,  because  it  must  be  clearly 
understood  that  the  National  program  can 
only  be  suggestive. 

The  following  considerations  must  be  kept 
in  mind  by  State  Boards  in  planning  State 
and  County  Auxiliary  work: 

“(1)  Suggestions  offered  by  the  National 
Auxiliary  to  the  State  Auxiliaries  can  be  only 
advisory,  for  the  i-eason  that  a State  Auxili- 
ary should  undertake  only  work  which  meets 
the  approval  of  the  State  Medical  Association, 
and  a county  auxiliary  should  undertake  only 
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work  which  meets  the  approval  of  the  county 
medical  society. 

“(2)  The  principal  function  of  the  Aux- 
iliary is  education  of  the  public  in  health  mat- 
ters. But  doctors’  wives  cannot  educate  others 
until  they  have  first  educated  themselves. 

“The  first  work  therefore  for  the  members 
of  a state  or  county  auxiliary  should  be  self- 
education  through  reading  and  through  study 
programs.  The  first  year  of  every  auxiliary’s 
existence  could  profitably  be  devoted  to  edu- 
cation of  its  own  members. 

“(3)  The  best  field  for  work  is  the  wom- 
en’s clubs.  Doctors’  wives  should  be  willing 
to  accept  offices  and  committee  appointments 
in  such  organizations  as  the  Federated  Clubs 
and  Parent-Teacher  Associations,  in  order  to 
carry  on  health  educational  work  with  their 
members,  and,  through  them,  to  teach  the  gen- 
eral public.” 

National  Program  for  Health  Education 

By  MRS.  GEORGE  H.  HOXIE,  Chairman,  Kansas  City,  Mo. 

I.  Public  Hygiene. 

Fundamentals  upon  which  Auxiliary  work 
for  improvement  of  public  hj'giene  should  be 
based : 

(1)  Every  state,  county  and  city  is  en- 
titled to  a scientific  full-time  health  depart- 
ment (organized — not  to  treat  the  sick,  but 
to  prevent  disease  and  promote  health),  ade- 
quately financed,  free  from  political  domina- 
tion, and  providing  continuity  of  service  to 
a trained  personnel  so  long  as  work  is  efficient. 

(2)  The  first  and  most  fundamental  job 
for  lay  organizations  like  the  Auxiliary  is  to 
secure  such  scientific  full-time  health  depart- 
ments and  adequate  health  protection,  in  their 
state,  their  county,  their  city  or  town. 

(3)  Where  efficient,  full-time,  scientific 
health  departments  do  not  exist  (and  only 
about  ten  per  cent  of  the  rural  districts  of  the 
United  States  have  anything  approaching  ade- 
quate health  protection),  health  activities  must 
be  initiated  and  carried  on  by  volunteer  un- 
official agencies;  but  all  such  work  should  be 
so  planned  and  administered  as  to  serve  as 
stepping-stones  toward  the  full-time  official 
health  department. 

(4)  When  the  full-time  official  health  de- 
partment, with  workers  trained  for  public 
health  work,  has  become  an  accomplished  fact, 
lay  organizations  should  support  and  co-oper- 


ate with  the  official  workers  and  should  be 
willing  to  take  orders  from  them. 

(5)  No  health  department,  state,  county 
or  city,  can  do  effective  work  without  intelli- 
gent co-operation  of  the  public.  Such  public 
co-operation  depends  upon  wide-spread  health 
education.  Lay  organizations  can  do  this  edu- 
cational work,  and  are  needed  for  it. 

The  Auxiliary  can  be  one  of  the  most  val- 
uable tools  for  an  official  health  department 
to  use  in  this  work. 

The  Auxiliary  can  also,  by  its  education  of 
the  public  concerning  the  official  health  de- 
partment’s work  and  needs,  be  the  means  of 
gradually  eliminating  or  preventing  political 
interference  with  an  efficiently  working  de- 
partment, and  thus  insure  to  it  uninterrupted 
public  service. 

(6)  Most  volunteer  agencies  do  not  yet 
realize  the  wastefulness  of  their  individualis- 
tic efforts.  One  of  the  first  things  the  Auxili- 
ary should  do  is  to  work  for  this  suggested 
change  of  attitude  in  other  volunteer  women’s 
organizations. 

Health  officials  know  that  it  is  not  always 
the  work  which  makes  the  greatest  emotional 
appeal  to  the  public  which  most  needs  to  be 
done.  Unfortunately  most  women  do  not 
know  this.  This  is  something  the  doctors’ 
wives  might  well  undertake  to  teach  other 
women. 

The  National  Auxiliary  recommends,  there- 
fore, that  each  State  Auxiliary  undertake,  un- 
der the  direction  and  with  the  help  of  the 
public  health  committee  of  the  State  Medical 
Association,  a study  of  the  state  health  ma- 
chinery and  state  health  conditions,  and  that 
through  its  committees  on  education  and  pub- 
lic health  it  devise  means  of  acquainting  all 
the  state  board  members  with  the  result  of 
the  study,  and  that  educational  work  for  the 
county  auxiliaries  be  based  upon  the  condi- 
tions found. 

In  states  where  all  is  well  and  where  time 
has  developed  good  official  health  machinery 
and  good  health  conditions,  general  knowledge 
of  the  fact  will  tend  to  prevent  interruption 
of  the  excellent  work,  and  will  be  a source  of 
satisfaction  to  the  women  of  the  state. 

In  those  states  where  there  is  much  yet  to 
be  done,  this  investigation  will  indicate  what 
sort  of  work  needs  doing  first.  For  example: 

(a)  In  those  states  which  are  not  in  the 
Birth  Registration  Area,  the  Auxiliaries 
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would,  without  doubt,  wish  to  tackle,  as  their 
first  job,  the  ninety  per  cent  birth  registration 
problem. 

(b)  In  those  states  in  which  the  state 
health  department  believes  the  “County  Health 
Unit”  to  be  the  solution  of  the  rural  health 
problem,  the  county  auxiliaries  should  be  en- 
couraged to  take  as  their  chief  work  such  per- 
sistent and  wide-spread  education  of  the  pub- 
lic as  will  gradually  create  a general  demand 
for  the  full  time  county  health  department. 

(c)  In  those  states  where  the  rural  health 
work  is  directly  done  “long  distance”  by  the 
state  health  department,  the  county  auxili- 
aries. if  willing  to  work,  and  work  under  the 
directions  of  the  state  health  department,  can 
carry  on  intensive  local  health  education  work 
which  would  be  impossible  for  the  state  de- 
partment without  intelligent  local  co-opera- 
tion. 

To  those  auxiliaries  which  agree  with  these 
ideas  the  committee  recommends  the  follow- 
ing outline  of  study: 

(1)  Vital  Statistics.  Their  value. 

Compare  the  vital  statistics  of  the  state 
with  those  of  other  states. 

Compare  the  vital  statistics  of  the  dif- 
ferent counties  of  the  state. 

Compare  the  vital  statistics  of  the  cities 
with  other  cities  in  the  state,  and  in 
the  United  States. 

(2)  The  State  Health  Department;  its  or- 

ganization. and  program : 

(a)  For  general  state  work. 

(b)  For  co-operating  with  the  coun- 

ties in  improving  county  health 
conditions. 

(3)  The  County  Health  Unit  as  a solution 

of  the  rural  health  problem. 

Community-Wide  Conditions  Which  Affect 
Health, 

(4)  Milk: 

Milk  standards,  why  necessary,  what 
milk  standards  your  community  needs. 
Plow  are  these  needs  being  met? 

(5)  Housing: 

Your  community  housing  laws. 

Housing  conditions  as  they  have  devel- 
oped under  these  laws  and  as  they 
affect  health. 

Improvements  needed. 

(6)  General  Sanitation  and  its  relation  to 

the  death  and  morbidity  rates. 


Sewage  disposal. 

Garbage. 

Water. 

Flies. 

Dust  and  street  cleaning,  etc. 

II.  Person  a r.  Hygiene. 

The  improvement  of  personal  hygiene  in 
any  community  is  almost  entirely  a matter  of 
education.  Here  again  the  Auxiliary  mem- 
bers must  first  educate  themselves  before  they 
can  take  a safe  part  in  educating  the  public. 
The  committee  therefore  recommends  that  the 
Auxiliary  study  programs  shall  include : 

Health  Promotion : 

Prenatal  care. 

Child  Welfare — infant  and  pre-school 
hygiene. 

School  hygiene. 

Mental  hygiene. 

Social  hygiene. 

The  advantage  to  the  public  of  general 

compliance  with  health  regulations. 

The  periodic  health  examination. 

Control  of  communicable  diseases. 

The  entire  program  should  close  with  a sur- 
vey of  all  the  private  agencies  doing  health 
work  in  the  community,  and  a discussion  of 
the  possibility  and  desirability  of  centering 
the  direction  of  all  such  work  in  a full-time, 
scientific  health  department,  under  which  the 
private  agencies,  while  still  maintaining  their 
identity,  would  work  in  complete  co-operation. 


Coffee  Shop. 

It  is  hoped  that  each  member  of  the  Wom- 
an’s Auxiliary  to  the  Medical  Society  of  Vir- 
ginia received  a copy  of  the  u Woman's  V etc 
Tea r -Journal.''  and  it  is  earnestly  desired  that 
each  member  will  pay  her  dues  promptly,  so 
that  she  may  receive  the  next  issue  in  April, 
as  the  mailing  list  is  made  from  members  who 
have  paid  dues. 

The  “V ew  Year  -Journal'1''  was  financed  and 
published  by  the  Woman’s  Auxiliary  to  the 
State  of  Texas. 

The  April  Journal  will  be  given  by  the 
Pennsylvania  Woman’s  Auxiliary,  after  which 
the  Journal  or  Bulletin  is  uncertain. 

The  American  Medical  Association  has 
asked  the  National  Auxiliary  to  sponsor  a 
“Coffee  Shop,”  to  be  held  at  the  time  of  the 
American  Medical  -Association  meeting,  in 
Minneapolis,  Minn.,  in  June.  The  space  for 
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this  “Coffee  Shop”  has  been  donated  in  t lie 
auditorium-,  where  all  the  scientific  meetings 
of  the  American  Medical  Association  will  take 
place  and  which  is  eight  blocks  from  head- 
quarters hotel. 

It  is  hoped  that  money  enough  can  be  made 
at  this  “Coffee  Shop”  to  finance  the  Journal 
or  Bulletin  for  another  year.  The  chairman 
of  this  committee  is  Mrs.  Allen  Bunce,  presi- 
dent-elect of  the  National  Auxiliary.  The 
actual  work  will  be  done  by  the  Domestic 
Science  Department  of  the  Minneapolis  Col- 
lege. 

It  has  been  suggested  that  each  state  send  a 
food  for  which  it  is  famed.  On  “Virginia 
Day”  there  will  be  Smithfield  hams  and  pea- 
nuts. The  County  Auxiliaries  in  Virginia  are 
asked  to  send  a contribution  for  this  fund 
to  Mrs.  E.  F.  Truitt.  State  Treasurer,  to  help 
make  our  day  a success. 


The  Truth  About  Medicine 

In  addition  to  the  articles  enumerated  in  our 
letter  of  December  30th,  the  following  have  been 
accepted : 

Hermes — Groves  Dairy  Co. 

Bacillus  Acidophilus  M'lk — Hermes 
Bederle  Antitoxin  Laboratories 

Anterior  Pituitary  Desiccated — Lederle 

Posterior  Pituitary  Desiccated — Lederle 

Whole  Pituitary  Desiccated — Lederle. 

Eli  Lilly  & Co. 

Iletin  (Insulin — Lilly-  U-100,  10  c.c. 

Liver  Extract  No.  343 
H.  K.  Mulford  Co. 

Sterile  Solution  of  Dextrose  (d — Glucose)  50  c.c. 

Double  End  Vial 
Sharp  & Dohme 

Hexylresorcinol  Solution  S.  T.  37 

NEW  AND  NONOFFICIAL  REMEDIES 

Bacillus  Acidophilus  Milk— Hermes.  A whole  milk 
cultured  with  B.  acidophilus.  It  contains  not  less 
than  200  million  of  viable  organisms  (B.  acidophilus) 
per  c.c.  at  the  time  of  sale.  For  a discussion  of  the 
actions,  uses  and  dosage  of  bacillus  acidophilhs  prep- 
arations, see  New  and  Nonofficial  Remedies,  1927, 
p.  216,  “Lactic  Acid-Producing  Organisms  and 
Preparations.’’  Hermes— Groves  Dairy  Co.,  Pitts- 
burgh. (Jour.  A.  M.  A.,  January  14,  1928,  p.  117). 

Phanodorn. — Cyclobarbital.  Phanodorn  differs  from 
barbital  (diethyl-barbituric  acid)  in  that  one  of  the 
ethyl  groups  of  barbital  is  replaced  by  a cyclohexenyl 
group.  The  actions  and  uses  of  phanodorn  resemble 
those  of  barbital,  but  it  is  more  than  twice  as  active 
as  barbital  and  the  therapeutic  dose  is  correspond- 
ingly smaller.  It  is  eliminated  more  rapidly  than 
barbital;  hence  the  action  is  not  so  lasting.  This  is 
an  advantage  when  it  is  used  merely  to  put  one  to 
sleep  where  sleep  will  then  continue  without  its 
further  action.  It  is  used  mainly  for  its  sedative 
action.  Winthrop  Chemical  Co.,  Inc.,  New  York. 
(Jour.  A.  M.  A.,  January  14,  1928,  p.  117). 


Sterile  Solution  of  Dextrose  (d — Glucose)  50  c.c. 
Double  End  Vial.  Each  vial  contains  Dextrose,  U. 
S.  P.,  25  Gm.;  cresol,  0.1  per  cent;  distilled  water, 
to  make  50  c.c.;  buffered  with  diabasic  sodium  phos- 
phate anhydrous  and  potassium  biphosphate  anhy- 
drous. H.  K.  Mulford  Co.,  Philadelphia. 

Hexylresorcinol  Solution  S.  T.  37.  A solution  of 
hexylresorcinol — S.  & D.  (New  and  Nonofficial 
Remedies,  1927,  p.  320),  1 part,  in  a liquid  composed 
of  glycerin  30  per  cent  and  water  70  per  cent,  1,000 
parts.  Sharp  & Dohme,  Baltimore. 

Iletin  (Insulin— Lilly)  U-100,  10  c.c.  Each  cubic 
centimeter  contains  100  units  of  insulin — Lilly  (New 
and  Nonofficial  Remedies,  1927,  p 198).  Eli  Lilly  & 
Co.  Wlianapolis.  (Jour.  A.  M.  A.,  Januarv  28,  1928. 
p.  293). 

PROPAGANDA  FOR  REFORM 
Vaccine  Treatment  for  Infections  of  Upper  Respi- 
ratory Tract. — Upper  respiratory  infections,  acute 
or  chronic,  are  due  to  bacterial  infection,  usually 
of  a mixed  type.  Various  organisms,  as  the  pneu- 
mococcus, streptococcus,  staphylococcus,  influenza 
bacillus  and  Micrococcus  catarrhalis,  may  be  demon- 
strated as  normal  inhabitants  in  the  nasopharyn- 
geal secretions  of  healthy  persons.  During  seasonal 
variations  or  epidemics,  some  particular  variety  or 
group  may  predominate,  particularly  some  type  of 
the  pneumococcus  or  the  influenza  bacillus.  Bac- 
teriologic  examination  in  the  upper  respiratory  in- 
fections does  not  reveal  one  specific  organism  as 
several  varieties  are  present,  perhaps  some  one  pre- 
dominating, depending  on  circumstances.  The  pres- 
ence or  absence  of  symptoms  interpreted  as  disease 
depends  mainly  on  the  virulence  of  the  infecting 
organisms  present  and  the  resistance  of  the  indi- 
vidual. It  is  the  latter  factor  that  vaccine  therapy 
is  supposed  to  assist.  The  results  of  such  treat- 
ment must  be  determined  by  immunity  tests  or  by 
clinical  results.  Advocates  of  vaccine  therapy,  either 
autogenous  or  stock  vaecine,  are  not  able  to  advance 
laboratory  proof  that  is  convincing,  but  prefer  to 
depend  on  the  clinical  data,  which  is  notoriously  un- 
certain. Colds,  coryza,  upper  respiratory  infections 
and  the  like  may  respond  so  promptly  to  the  usual 
drug  therapy  or  even  to  no  treatment  whatever  that 
it  is  impossible  and  unfair  to  make  the  clinical  re- 
sults a basis  of  proof  for  the  justification  of  vaccine 
therapy.  (Jour.  A M.  A.,  November  12,  1927,  p. 
1713). 

Broadcasting  Buncombe. — In  the  not  very  distant 
past,  the  quack  and  the  faddist  had  the  entree — at 
advertising  rates — to  the  majority  of  the  newspapers 
of  the  country,  and  thus  was  made  the  point  of 
contact  between  sucker  and  suckee.  Today  the  ma- 
jority of  newspapers  of  wide  circulation  do  not 
cater  to  the  business  of  the  medical  faddist  or  the 
quack.  With  that  avenue  closed,  it  was  but  natural 
that  radio  advertising  should  be  taken  up.  Broad- 
casting in  the  United  States  is  a commercial  venture. 
Generally  speaking,  the  broadcasting  station  is  out 
to  sell  time  on  the  air.  It  is  natural,  therefore, 
that  these  stations  should  look  with  favor  on  any 
commercial  organization  that  is  willing  to  pay  the 
price  the  station  asks  for  puffing  its  particular  line 
of  goods.  Thus  it  is  that  the  radio  fans  have  their 
ears  assailed  almost  nightly  with  some  pseudomedi- 
cal fad,  or  the  exploitation  of  some  crude  piece  of 
quackery.  One  of  the  earliest  entrants  into  this  field 
was  the  “Palmer  School  of  Chiropractic,”  which  has 
its  own  broadcasting  station,  WOC,  at  Davenport, 
Iowa.  Then  there  is  that  enterprising  quack  who 
specialized  on  “rejuvenation”  operations  and  who 
owns  and  operates  KFKB.  Station  WHT  some 
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months  ago  was  broadcasting  with  great  regularity 
the  alleged  virtues  of  a “patent  medicine,”  Salicon. 
WJAZ,  not  so  long  since,  was  telling  the  radio 
world  the  marvels  of  that  ingenious  fakir,  Professor 
Scholder.  Over  KTNT,  of  Muscatine,  Iowa,  comes 
the  story  of  the  “Tangley  Institute,”  which  has  a 
sure-fire  cure  for  varicose  veins.  WJBT  of  Chicago 
has  described,  via  the  ether,  the  marvels  and  virtues 
of  the  magic  horse  collar,  the  “I-on-a-co.”  The  Voice 
of  Labor — WCFL — permits  Dr.  Percy  Lemon  Clark, 
of  Chicago,  to  broadcast  health  misinformation.  Over 
this  same  station — WCFL — comes  also  the  “Restoro,” 
a base  imitation  of  Wilshi/e’s  magic  horse  collar. 
(Jour.  A.  M.  A.,  November  19,  1927,  p.  1786). 

The  Medical  Profession  and  Cosmetics. — The  Amer- 
ican Druggist,  which,  according  to  newspaper  re- 
ports, has  been  added  to  the  series  of  publications 
owned  and  controlled  by  the  International  Publica- 
tions, Inc.,  of  which  William  Randolph  Hearst  is 
president,  contains  an  article  by  one  Alice  (Hyphen) 
Esther  Garvin,  who,  apparently  has  developed  the 
quaint  notion  that  the  American  Medical  Associa- 
tion is  endeavoring  to  secure  legislation  which  will 
make  it  necessary  for  druggists  to  sell  cosmetic  prep- 
arations only  on  prescription.  This  extravagant 
straw  man  the  lady  then  devastates  with  ridicule. 
The  American  Medical  Association  is  holding  strictly 
to  its  policy  of  protection  of  the  public  in  all  mat- 
ters related  to  health,  asking  only  that  the  presence 
of  dangerous  ingredients  in  the  few  cosmetic  prep- 
arations that  contain  them  be  so  indicated  as  to 
give  the  public  the  opportunity  of  knowing  what 
risks  it  may  run  in  using  them.  (Jour.  A.  M.  A., 
November  19,  1927,  p 1787). 

Horace  D.  Reynolds — Quack. — Ohio  papers  of  Oc- 
tober 26,  1927,  reported  that  Horace  D.  Reynolds, 
of  Cleveland,  was  being  held  without  bond  when 
two  victims  died  and  four  others  became  seriously 
ill  following  the  administration  of  Reynolds’  so- 
called  serum.  Reynolds  and  those  associated  with 
him  have  operated  quack  offices  in  various  large 
cities— Chicago,  Cleveland,  Pittsburgh,  Buffalo,  De- 
troit, etc. — that  are  described  as  “Research  Labora- 
tories.” In  Chicago  Reynolds’  concern  was  known 
as  the  “State  Research  Laboratories.”  This  lab- 
oratory, which  has  been  known  as  the  “Blood  Cell 
Serum  Laboratory,”  flourished  until  the  Chicago 
Tribune  exposed  the  Reynolds  quackery  and  practi- 
cally drove  it  from  the  city.  (Jour.  A.  M.  A.,  No- 
vember 19,  1927,  p.  1801.) 

Diet  for  Pernicious  Anemia. — The  essential  feature 
of  the  Minot  and  Murphy  liver  diet  in  pernicious 
anemia  is  the  administration  daily  of  about  200  Gm. 
of  cooked  weight  of  mammalian  liver.  This  is  com- 
bined with  generous  amounts  of  fruits  and  vegeta- 
bles, containing  from  5 to  10  per  cent  of  carbohy- 
drate, and  red  muscle  meat.  A reading  of  the  work 
of  Minot  and  Murphy  leaves  the  impression  that  diet 
is  more  or  less  specific  in  pernicious  anemia  and 
only  adjuvant  in  secondary  anemia.  (Jour.  A.  M.  A., 
November  19,  1927,  p.  1803). 

Pyridium. — Pyridium  appears  to  have  been  origi- 
nated by  one  Professor  Ostromislenski,  who  came 
from  Russia  several  years  ago  to  give  America  the 
benefit  of  his  researches.  In  a circular  issued  by 
Merck  & Co.,  the  preparation  is  said  to  be  “a  colloidal 
condensation  product  of  Phenyl-Azo-Diamino-Pyridine 
Hydrochloride  as  prepared  by  Prof.  Ostromislenski” 
and  it  is  recommended  in  the  treatment  of  “Genito- 
urinary Infections  especially  Gonorrhea.”  Appar- 
ently the  only  evidence  for  the  value  of  Pyridium 
is  contained  in  a book  by  Ostromislenski.  Merck  & 
Co.  has  not  presented  thq  product  to  the  Council 
on  Pharmacy  and  Chemistry  for  determination  of 


its  acceptability  for  New  and  Non-official  Remedies. 
(Jour.  A M.  A.,  November  19,  1927,  p.  1803). 

Seeqit. — Tliis  is  an  analgesic  tablet  put  on  the 
market  by  a concern  known  as  Laboratories  JAQ, 
Inc.,  of  New  York  City.  The  method  of  introducing 
this  nostrum  is  unusual.  Instead  of  advertising  the 
product  in  the  newspapers  and  placing  it  on  the 
shelves  of  the  drug  stores,  Laboratories  JAQ,  Inc., 
circularize  women’s  colleges  and  such  large  indus- 
trial concerns  as  employ  many  women.  Seeqit  is  de- 
scribed as  “the  great  industrial  tablet  which  will 
create  100  per  cent  efficiency  and  bring  health  and 
happiness  to  your  women  workers.”  The  A.  M.  A. 
Chemical  Laboratory  analyzed  Seeqit  and  concluded 
that  each  tablet  consists  essentially  of  0.2  Gm.  (ap- 
proximately 3%  grains)  of  amidopyrine  (Pyramidon) 
and  0.07  Gm.  (approximately  1 grain)  of  caffeine, 
with  excipients.  (Jour.  A.  M.  A.,  November  26,  1927, 
p.  1891). 

Formula  RA-3. — This  is  a rather  obvious  piece  of 
quackery.  In  February,  1926,  John  R.  Willis,  direc- 
tor of  the  concern  that  puts  out  RA-3,  described  the 
product  as  a newly  discovered,  absolutely  harmless, 
fully  guaranteed,  therapeutic  preparation  which  con- 
tains minute  quantities  of  Radium.  It  was  stated 
that  these  minute  quantities  of  Radium,  “together 
with  important  other  ingredients,”  which  “medical 
science  has  discovered  has  a peculiar  power  of 
clearing  the  brain,  toning  up  the  entire  system, 
nerves,  muscles,  organs,  bringing  about  a healthy 
buoyance  and  vigor  that  makes  you  feel  like  a new 
man.”  In  July,  1926,  Mr.  Willis  described  the  pro- 
duct as  a preparation  containing  “all  the  important 
constituents  of  the  outsides  of  the  grains  and  vege- 
tables. . . .”  (Jour.  A.  M.  A , November  26,  1927, 
p.  1893). 

Auto-Hemic  Therapy. — One  of  the  ventures  of  L. 
D.  Rogers  is  his  “Auto-Hemic  Serum”,  with  its  in- 
evitable “National  Society  of  Auto-Hemic  Practi- 
tioners”. According  to  Rogers,  Auto-Hemic  Therapy 
“consists  in  giving  the  patient  a solution  made  by 
attenuating,  liemolizing,  incubating  and  potentizing 
a few  drops  of  his  or  her  own  blood,  and  adminis- 
tering it  according  to  a refined  technic  developed  by” 
L.  D.  Rogers.  Those  interested  can,  by  sending 
Rogers  “$100  cash  in  advance”,  get  a mail-order 
course  on  this  marvel  (Jour.  A.  M.  A.,  November 
26,  1927,  p.  1893). 

Magic  Materia  Medica. — This  is  put  on  the  market 
by  one  C.  E.  Krueger.  He  claims  to  be  a chemist 
and  states  that,  so  far,  he  has  “not  been  able  to 
learn  what  this  healing  substance  is,”  but  empha- 
sizes that  his  preparation  contains  just  enough 
radium  to  be  effective.  Mr.  Krueger  has  high  and 
lofty  ideas  regarding  its  therapeutic  value.  He 
claims  that  Magic  Materia  Medica  has  “cured  catar- 
act,” is  “an  excellent  eye  wash,”  is  good  for  catarrh 
and  hay-fever,  and  to  have  cured  rheumatism,  neu- 
ralgia, lumbago,  eczema,  diphtheria,  pleurisy,  goiter, 
boils,  pimples,  stomach,  intestinal  and  kidney  trou- 
ble, and  is  even  claimed  to  cure  cancer.  The  A.  M. 
A.  Chemical  Laboratory  reports  that  from  analysis 
it  is  concluded  that  “Magic  Materia  Medica”  is  es- 
sentially a 10  per  cent  solution  of  a mixture  of  ap- 
proximately equal  weights  of  anhydrous  calcium 
nitrate  and  anhydrous  calcium  chloride,  plus  a very 
small  amount  of  sodium  iodide.  (Jour.  A.  M.  A., 
December  3,  1927,  p.  1983). 

The  Viavi  Fake. — For  years  there  has  been  ex- 
ploited throughout  the  United  States  a piece  of 
quackery  known  as  “Viavi.”  The  business  was 
founded  by  two  brothers,  Messrs.  H.  and  H.  E.  Law, 
San  Francisco.  Viavi  is  not  the  name  of  a single 
preparation;  it  is  a generic  name  given  to  a long 
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list  of  nostrums  put  out  by  the  Viavi  Company. 
Practically  all  of  the  preparations  are  sold  for  the 
alleged  alleviation  and  cure  of  diseases  peculiar  to 
women.  The  basis  of  most  of  the  Viavi  prepara- 
tions seems  to  be  golden  seal.  Some  years  ago  the 
California  State  Journal  of  Medicine  published  a de- 
tailed expose  of  the  Viavi  quackery.  In  general 
Viavi  had  not  been  advertised  to  any  extent  in 
newspapers.  However,  immediately  Viavi  advertise- 
ments appeared  in  all  the  San  Francisco  papers 
and  no  further  newspaper  criticism  appeared.  A 
physician  reports  the  case  of  a woman  with  un- 
mistakable evidence  of  cervical  carcinoma  of  sev- 
eral months’  standing.  The  history  of  the  case  was 
that  the  young  woman,  some  four  months  previously, 
instead  of  going  to  the  family  physician,  fell  into 
the  hands  of  the  local  Viavi  agent.  Finally  the 
Viavi  people  told  the  woman  she  had  cancer  and 
recommended  that  the  sufferer  go  to  Detroit  and 
take  the  Koch  treatment!  Before  the  poor  woman 
could  decide  what  to  do,  the  lesion  ulcerated  into 
an  artery.  The  family  physician  writes:  “Four 
months  ago  there  might  have  been  a chance  to  save 
the  life  of  this  young  mother;  today,  the  case  is 
practically  hopeless.”  (Jour.  A.  M.  A.,  December 
3,  1927.  p.  1983). 

Monahato,  Another  Lead  and  Sulphur  Hair  Dye. — 
“Monahato”  is  put  on  the  market  by  the  Moulton 
Products  Co.,  Lombard,  111.  It  is  described  as  the 
“original,  natural  hair  tonic.”  Contrary  to  the 
claims  on  the  package,  Monahato  is  not  a “natural 
hair  tonic”;  it  is  not  “a  genuine  herb  compound,” 
and  it  does  “rely  upon  harmful  chemicals”  for  the 
property  it  has-  of  dyeing  the  hair.  Although  the 
carton  declares,  by  inference,  that  Monahato  con- 
tains no  lead  salts  or  sulphur,  analysis  of  the  prep- 
aration in  the  A.  M.  A.  Chemical  Laboratory  dis- 
closed the  fact  that  it  contains  both.  In  other 
words,  Monahato  is  essentially  a hair  dye  of  the 
lead-salts  and  sulphur  type.  (Jour.  A.  M.  A.,  De- 
cember 10,  1927,  p.  2059). 

Miracle  Pyorrhea  Powder. — “Let  us  save  your 
teeth!  We  can  do  it!  No  matter  how  soft  or  how 
spongy  and  bleeding  the  gums  may  be,  or  the  teeth 
so  loose  it  seems  you  could  pick  them  out  with  the 
fingers,  the  Miracle  Pyorrhea  Powder  will  make 
them  hard  and  firm  again.”  These  were  some  of 
the  claims  made  by  the  Miracle  Remedy  Co.,  of 
Detroit,  for  its  product  “Miracle  Pyorrhea  Powder.” 
Analysis  seems  to  show  that  the  preparation  is  es- 
sentially a mixture  of  baking  soda  and  borax,  or 
possibly  boric  acid,  to  which  has  been  added  a very 
small  amount  of  aromatic  oil.  Some  miracle!  (Jour. 
A.  M.  A.,  December  10,  1927,  p.  2059). 

Golden  Glint — If  we  are  to  believe  the  advertising 
material  that  comes  with  the  trade  package,  Golden 
Glint  (J.  W.  Kobi  Co.,  Seattle,  Washington),  “is  a 
specialist’s  preparation  for  harmlessly  beautifying 
the  hair.”  There  is  also  a “Golden  Glint  Shampoo.” 
From  an  examination  made  in  the  A.  M.  A.  Chemical 
Laboratory,  it  appears  that  Golden  Glint  is  essen- 
tially a mixture  of  aniline  dyes,  such  as  methyl 
violet  (used  in  indelible  pencils),  and  Bismarck 
brown,  with  excipients.  (Jour.  A.  M.  A.,  Decem- 
ber 10,  1927,  p.  2059). 

Knox-Tartar. — This  is  a preparation  of  A.  W. 
Knox,  Los  Angeles,  sold  for  cleaning  the  teeth.  The 
carton  declares  that  the  product  contains  “no  acid” 
and  “no  pumice.”  From  an  examination  made  in 
the  A.  M.  A.  Chemical  Laboratory,  the  product  ap- 
pears to  be  essentially  an  abrasive  (kieselguhr),  to 
which  has  been  added  a very  small  amount  of 
starch.  (Jour.  A.  M.  A.,  December  10.  1927,  p.  2059). 


Book  Announcements 


Troubles  We  Don’t  Talk  About!  By  J.  F.  MON- 
TAGUE, M.  D.,  F.  A.  C.  S.,  of  the  University  and 
Bellevue  Hospital  Medical  College;  Lecturer  on 
Rectal  Pathology,  etc.  Philadelphia,  London, 
Chicago,  Montreal.  J.  B.  Lippincott  Company. 
Octavo  of  248  pages.  Illustrated.  Cloth.  Price, 
$2.00. 

Crawford  W.  Long  and  the  Discovery  of  Ether 
Anesthesia.  By  FRANCES  LONG  TAILOR,  with 
a Foreword  by  FRANCIS  R.  PACKARD,  M.  D. 
Paul  B.  Hoeber,  Inc.,  New  York.  1928.  Octavo 
of  237  pages  with  8 full-page  plates.  Cloth. 
Price,  $4.00. 

The  Peaks  of  Medical  History.  An  Outline  of  the 
Evolution  of  Medicine  for  the  Use  of  Medical  Stu- 
dents and  Practitioners.  By  CHARLES  L.  DANA, 
A.  M.,  M.  D.,  LL.D.,  Professor  of  Nervous  Diseases, 
Cornell  University  Medical  College;  Ex-President 
of  the  New  York  Academy  of  Medicine.  SECOND 
EDITION.  Paul  B.  Hoeber,  Inc.,  New  York.  1928. 
Octavo  of  105  pages.  Illustrated  with  43  full- 
page  plates  and  16  text  illustrations.  Cloth. 
Price,  $3.00. 

The  Mechanics  of  the  Digestive  Tract.  An  Intro- 
duction to  Gastroenterology.  By  WALTER  C. 
ALVAREZ,  M.  D.,  Associate  Professor  of  Medi- 
cine, University  of  Minnesota  (The  Mayo  Foun- 
dation). SECOND  EDITION.  Paul  B.  Hoeber, 
Inc.  1928.  Octavo  of  447  pages,  with  100  illus- 
trations. Cloth.  Price,  $7.50. 

The  Current  Significance  of  the  Word  Alum.  Bv 

WILLIAM  D.  RICHARDSON,  Former  Editor,  In- 
dustrial and  Engineering  Chemistry,  etc.  With 
References  to  the  Literature.  Published  by  The 
Commonwealth  Press,  Chicago,  U.  S.  A.  1927. 
12mo  of  93  pages.  Cloth.  Price,  $1.00  net. 

A Monograph  Covering  the  Origin,  History  and 
Significance  of  the  Term  Castile  Soap.  Together 
with  a Discussion  of  the  Properties,  Uses,  Repu- 
tation, Adulteration,  and  Imitation  of  the  Product: 
Based  upon  over  900  Extracts  from  the  Literature 
of  400  Years.  By  R.  W.  MITCHELL,  Ph.  D., 
Chemist  to  Lockwood  Brackett  Co.,  Boston.  1927. 
Paper. 

Methods  and  Problems  of  Medical  Education. 

(Eighth  Series).  By  Division  of  Medical  Educa- 
tion, The  Rockefeller  Foundation,  61  Broadway, 
New  York,  N.  Y.,  U.  S.  A.  1927.  Quarto  of  372 
pages.  Paper. 

Safeguarded  Thyroidectomy  and  Thyroid  Surgery. 

A Manual  Designed  as  a Practical  Guide  for  the 
General  Surgeon.  By  CHARLES  CONRAD 
MILLER,  M.  D„  Philadelphia.  F.  A.  Davis  Com- 
pany, Publishers.  1928.  Octavo  of  261  pages 
Illustrated.  Cloth.  Price,  $3.75  net. 

Handbook  on  Diet.  By  EUGENE  E.  MARCOVICI, 
M.  D.,  Formerly  Assistant  to  Professor  von 
Noorden  in  Vienna;  Instructor,  Post-Graduate 
Hospital,  New  York,  etc.  Philadelphia.  F.  A. 
Davis  Company,  Publishers.  1928.  Octavo  of 
323  pages.  Cloth.  Price,  $3.50  net. 
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Editorial 


Since  the  following  editorial  was  written, 
the  bill  to  re-enact  our  present  Medical  Prac- 
tice Act  has  been  passed  out  of  the  House  of 
Delegates  successfully  on  all  of  its  readings, 
and  has  been  reported  out  favorably  by  the 
Senate  Committee  on  General  Laws.  It  will 
now  come  up  for  consideration  on  the  floor  of 
the  Senate. 


Medical  Legislation. 

At  the  present  session  of  the  Virginia  Legis- 
lature. the  public  policy  and  public  health 
committee  of  the  Medical  Society  of  Virginia, 
acting  jointly  with  the  legislative  committee 
of  the  State  Medical  Examining  Board,  un- 
dertook four  major  objectives  and  at  the  pres- 
ent time  has  apparently  accomplished  all  that 
could  be  desired  under  the  circumstances. 

The  unlicensed  chiropractors  introduced  a 
bill  which  had  for  its  purpose  the  creation  of  a 
chiropractor  board  and  other  conditions  per- 
taining thereto.  The  committee  on  general 
laws  of  the  House  of  Delegates,  on  January 
27th.  by  a vote  of  12  to  1 refused  to  report  the 
bill  out  of  the  committee,  which  means  its  de- 
feat. 

A bill  introduced  in  the  Senate  bv  our 
committee  to  repeal  the  DeCollard  poropath 
bill,  enacted  during  the  session  of  1918, 
was  favorably  considered  by  the  Senate  com- 
mittee, passed  by  the  Senate  and  has  been 
read  for  the  second  time  before  the  House, 
and  passed  on  for  the  third  reading  by  a vote 


of  82  to  6.  This  infamous  poropath  act  will 
now  be  removed  from  the  statutes  of  Virginia. 

Another  bill  introduced  by  our  commit- 
tee, to  prohibit  the  operating  of  a “diploma 
mill. 1 or  the  practicing  of  any  one  who  is  a 
graduate  from  a “diploma  mill,”  is  now  being 
held  up  by  the  committee’s  request. 

Acting  upon  the  authority  of  the  society  at 
the  Petersburg  meeting,  our  committee  also 
introduced  a bill  to  re-enact  the  present  medi- 
cal laws.  The  entire  bill  was  rearranged, 
though  not  changed  in  substance,  and  is  now 
on  the  calender  of  the  House  for  the  second 
reading,  after  having  been  recommended  b}' 
the  committee  on  general  laws  with  a vote  of 
12  to  1.  This  bill  puts  all  persons  who  prac- 
tice the  “art  of  healing”  on  the  same  basis,  be- 
fore the  medical  examining  board,  and  is  satis- 
factory to  the  homeopaths,  osteopaths,  chirop- 
odists and  optometrists,  as  well  as  the  Chris- 
tian Science  healers.  The  chiropractors,  who 
were  legalized  by  the  acts  of  1916.  are  not  dis- 
turbed in  any  way.  except  in  the  sense  of  be- 
ing required  to  conform  to  the  state  health 
laws  and  to  the  standard  ethics  on  advertis- 
ing. Of  course  no  recognition  is  made  of  the 
chiropractors  who  began  practicing  after  Jan- 
uary 1,  1913.  There  are  about  72  of  these, 
and  17  legalized  chiropractors.  Both  of  these 
groups  have  combined,  have  employed  an  at- 
torney and  are  exercising  every  effort  to  de- 
feat our  bill. 

The  Society’s  committee  has  had  a very 
strenuous  existence  ever  since  the  General  As- 
sembly convened  in  combating  the  situations 
developed  by  the  chiropractors.  Strange  as 
it  may  seem,  some  of  our  representatives  are 
most  energetic  in  their  behalf.  There  has 
been  a general  lack  of  interest  on  the  part  of 
the  rank  and  file  of  the  profession  throughout 
the  state,  which  has  thrown  the  entire  re- 
sponsibility on  the  shoulders  of  the  commit- 
tee, and  even  when  called  upon  by  telegram, 
a number  of  prominent  physicians  have  not 
seemed  to  know  what  the  committee  was  en- 
deavoring to  do. 

It  is  almost  impossible  for  the  committee, 
who  are  strangers  to  a large  number  of  the 
representatives,  to  satisfy  any  particular  mem- 
ber of  the  General  Assembly,  when  the  lat- 
ter’s own  physician  has  not  taken  the  trouble 
to  inform  him  as  to  the  menace  of  drugless 
healers,  who  have  persistently  lobbied  against 
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all  the  rules,  against  the  State  Board  of 
Health,  toxin-antitoxin,  vaccination,  the  con- 
ception of  germ  diseases  and  everything  else 
that  is  in  opposition  to  their  monetary  gain. 

In  the  next  issue  we  hope  to  report  that  the 
re-enactment  bill  wTill  have  passed  so  that  in 
the  future  when  there  are  any  violations  of 
the  law  the  statute  as  now  written  will  be 
clear  and  prosecution  can  be  secured. 


A report  on  medical  legislation  now  pend- 
ing suggests  reference  to  an  allied  activity  of 
the  Society,  namely,  the  medical  defense  de- 
partment, concerning  the  operation  of  which 
there  seems  to  be  a good  deal  of  confusion  in 
the  minds  of  many  physicians. 

By  action  of  the  Society  at  its  1921  meet- 
ing, this  department  was  inaugurated  in  1922. 
It  was  left  optional  with  the  members  whether 
they  would  pay  the  dollar  additional  to  their 
dues,  thereby  enjoying  the  protection.  The 
following  year,  since  there  was  general  con- 
fusion regarding  the  dollar  additional,  it  was 
determined  to  make  the  fee  compulsory,  so 
that  all  members  in  good  standing  now  auto- 
matically come  under  the  protection  offered 
by  this  department. 

The  plan  has  resulted  most  satisfactorily  to 
the  members  of  the  Society  who  have  been  so 
unfortunate  as  to  have  to  call  for  assistance. 
The  funds  have  accumulated  to  an  amount 
which  can  safely  meet  the  demands  that  may 
arise,  and  it  is  hoped  that  at  some  time  in 
the  near  future  an  enlargement  on  the  original 
plan  may  be  undertaken. 

This  department  does  not  provide  any  sums 
of  money  that  might  be  allowed  in  damages, 
but  does  pay  an  attorney  to  defend  a mem- 
ber in  a suit.  The  amount  of  the  attorney’s 
fee  has  varied  from  time  to  time,  according 
to  the  character  of  the  suit.  A member  of 
the  medical  defense  committee,  wherever  there 
is  a suit  instituted,  is  directed  by  the  chair- 
man of  that  committee,  after  notice  has  been 
given  to  the  secretary  of  the  society,  to  in- 
vestigate the  facts  in  the  case  and  report  to 
the  chairman,  who  in  turn  instructs  the  local 
member  of  the  committee  to  proceed  to  secure 
an  attorney  to  defend  the  case,  and  supervise 
the  proceedings  throughout. 

We  have  learned  with  a great  deal  of  sur- 
prise, that  a large  number  of  the  members  of 
the  Society  do  not  carry  any  insurance  against 


damages  in  alleged  malpractice  suits,  which 
happens  to  be  the  situation  in  a case  pending 
at  the  present  time.  It  is  suggested  that  all 
members  of  the  Society  hereafter  fortify 
themselves  with  such  a policy.  Where  a mem- 
ber does  have  this  protection  our  attorney  and 
the  attorney  for  the  insurance  company  work 
in  conjunction,  which  is  an  advantage  to  all 
parties  concerned,  and  should  the  member 
have  an  unfavorable  decision,  the  insurance 
company  not  only  pays  the  attorney  fee,  but 
also  the  amount  which  is  allowed.  This  pro- 
tection can  be  obtained  at  very  small  cost  and 
the  necessity  for  it  is  strikingly  illustrated  by 
the  fact  that  for  some  unknown  reason,  a 
greater  number  of  suits  are  instituted  against 
physicians  now  than  formerly. 

L.  T.  P. 


News  Notes 


Campaign  for  the  Early  Diagnosis  of  Tuber- 
culosis. 

A nation-wide  campaign  for  the  early  diag- 
nosis of  tuberculosis  is  being  conducted  during 
March  and  April  by  the  National  and  State 
Tuberculosis  Associations.  The  object  of  the 
campaign  is  to  teach  the  public  the  early  dan- 
ger signals  of  tuberculosis,  those  stressed  be- 
ing: Too  easily  tired,  loss  of  weight,  indi- 
gestion, cough  that  hangs  on,  and  the  advice 
given  is  to  “let  your  doctor  decide.” 

This  is  a campaign  of  co-operation  between 
the  Tuberculosis  Associations  and  the  medi- 
cal profession,  and  has  the  official  endorse- 
ment of  the  American  Medical  Association 
and  the  American  Public  Health  Association. 

The  Virginia  Tuberculosis  Association  and 
the  various  local  associations  in  the  state  will 
carry  on  an  extensive  educational  campaign 
and  the  hearty  co-operation  of  the  medical 
profession  is  desired  in  this  effort.  to  get  people 
to  consult  their  family  physicians  in  order 
that  tuberculosis  may  be  discovered  in  its 
early,  curable  stage. 

A medical  film  on  the  early  diagnosis  of 
tuberculosis  has  been  prepared  and  will  be 
shown  gratis  by  the  Virginia  Tubemilosis 
Association.  County  and  district  medical  so- 
cieties will  find  that  this  is  a film  which  will 
add  to  the  interest  of  their  programs  and  may 
obtain  its  use  upon  application  to  the  Virginia 
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Tuberculosis  Association,  511  Atlantic  Life 
Building,  Richmond,  Va. 

Councilor  for  Second  District. 

Dr.  Walter  B.  Martin,  Norfolk,  Va.,  has 
been  appointed  a member  of  the  Executive 
Council  of  the  Medical  Society  of  Virginia 
from  the  Second  Congressional  District,  to 
fill  the  vacancy  caused  by  the  death  of  Dr. 
Israel  Brown.  This  appointment  has  just 
been  made  by  our  president,  Dr.  J.  W.  Pres- 
ton, in  accordance  with  our  By-Laws. 

The  Southwestern  Virginia  Medical  Society 

Is  to  hold  its  next  semi-annual  meeting  in 
Marion,  Va.,  March  29th  and  30th,  under  the 
presidency  of  Dr.  J.  L.  Early,  of  Radford, 
Va.  Invited  guests  who  will  present  papers 
on  this  occasion  are  Dr.  L.  T.  Royster,  Uni- 
versity; Dr.  Southgate  Leigh,  Norfolk,  and 
Mr.  Charles  Stevens,  of  Baltimore,  Mel.  Dr. 

R.  M.  Hoover,  Roanoke;  Dr.  S.  II.  Nixon, 
Christiansburg,  and  Dr.  T.  R.  Bowers,  Bris- 
tol, will  read  papers  in  the  sjmiposium.  Those 
presenting  voluntary  papers  will  be : Drs.  J. 
F.  Armentrout,  J.  O.  Boyd,  Frank  Helvestine 
and  W.  Banks.  Huff,  of  Roanoke;  Dr.  W.  A. 
Brumfield,  of  Blacksburg;  Drs.  L.  F.  Cosby 
and  H.  M.  Hayter,  of  Abingdon ; Dr.  R.  F. 
Thornhill,  of  Pulaski,  and  Dr.  Charles  F. 
Graham,  of  Wytheville. 

The  Tri-State  Medical  Association  of  the 
Carolinas  and  Virginia 

Held  its  thirtieth  annual  session  at  Cavalier 
Hotel,  Virginia  Beach,  Va.,  the  middle  of  Feb- 
ruary, with  a good  attendance.  Officers  elected 
for  the  1929  session  are:  President,  Dr.  James 
K.  Hall,  Richmond,  Va. ; Vice-Presidents,  Dr. 
Oren  Moore,  Charlotte,  N.  C.,  Dr.  DeWitt 
Kluttz,  Greenville,  S.  C.,  and  Dr.  R.  Finley 
Gayle,  Richmond,  Va.  Dr.  James  M.  Nothing- 
ton,  Charlotte,  N.  C.,  was  re-elected  Secretary- 
Treasurer.  The  new  members  elected  to  the 
Executive  Council  are:  Dr.  J.  Bolling  Jones, 
Petersburg,  Va.;  Dr.  D.  A.  Garrison,  Gas- 
tonia. N.  C.;  Dr.  W.  R.  Wallace,  Chester,  S. 
C. ; and  Dr.  L.  G.  Beall,  Black  Mountain, 
N.  C.,  the  latter  to  take  the  place  of  Dr. 
Douglas  Murphy  who  has  moved  from  the  Tri- 
State  territory.  Members  of  the  Council  who 
hold  over  are:  Dr.  M.  H.  Wyman,  Columbia, 

S.  C.;  Dr.  Warren  T.  Vaughan,  Richmond, 
Va. ; Dr.  E.  S.  Boice,  Rocky  Mount,  N.  C.; 
Dr.  F.  B.  Johnson,  Charleston,  S.  C. ; and 
Dr.  R.  L.  Payne,  Norfolk,  Va. 


It  was  decided  to  hold  the  next  meeting  in 
Greensboro,  N.  C.,  and  to  have  some  clinical 
features  included  in  the  program. 

Annual  Graduate.  Fortnight  of  the  New  York 

Academy  of  Medicine. 

An  unusual  opportunity  to  study  the  de- 
generative diseases  of  old  age  will  be  given  by 
the  New  York  Academy  of  Medicine,  October 
1 to  13,  by  means  of  a program  of  lectures, 
clinics  and  courses  in  hospitals  and  teaching 
institutions. 

This  is  to  be  the  first  “Annual  Graduate 
Fortnight'’  of  the  Academy,  inaugurating  a 
form  of  graduate  medical  education  novel  in 
this  country.  In  October  of  each  year  a 
problem  of  medicine  or  surgery  of  outstand- 
ing importance  and  interest  to  practising  phy- 
sicians will  be  selected.  The  topic  for  1928 
is  described  as  “The  Problem  of  Aging  and 
Diseases  of  Old  Age.” 

Not  only  will  the  diseases  and  management 
of  old  age  be  discussed,  but  attention  is  to  be 
directed  toward  the  prevention  of  premature 
and  postponing  of  normal  aging.  Diseases  of 
the  heart,  and  affections  of  blood  pressure  and 
kidneys  will  be  studied  under  the  guidance  of 
men  of  national  and  international  reputation. 

By  concentrating  all  the  available  knowl- 
edge and  experience  on  a single  problem  each 
year,  it  is  believed  the  greatest  benefit  to  gen- 
eral practitioners  and  specialists  as  well,  can 
be  secured.  The  coming  sessions  will  devote 
considerable  time  to  pointing  out  the  effect  of 
wrong  modes  of  living.  Aging  as  it  relates 
to  health  insurance,  and  to  economic  and  in- 
dustrial problems,  is  to  be  included  in  the  cur- 
riculum. 

No  fees  are  to  be  charged  for  the  Fortnight. 
It  is  not  expected  that  every  physician  will 
feel  disposed  to  attend  all  of  what  will  be  a 
program  of  long  duration  each  day.  Special 
courses  to  be  arranged  in  conjunction  with 
the  sessions  by  medical  schools  and  teaching 
hospitals  may,  however,  carry  a nominal 
charge  for  those  who  attend  them. 

Sessions  are  scheduled  for  morning,  after- 
noon, and  evening,  with  suitable  arrangements 
for  physicians  from  out  of  the  city  to  have 
supper  served  at  the  Academy  between  the 
afternoon  and  evening  sessions. 

Dr.  James  F.  Mitchell, 

Professor  of  surgery  in  George  Washington 
University  Medical  School,  and  an  ex-presi- 
dent of  the  Southern  Surgical  Association,  by 
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invitation  addressed  the  Richmond  Academy 
of  Medicine  at  its  meeting  on  February  the 
14th. 

Dr.  Fred  F.  Oast, 

Recently  of  Catawba  Sanatorium,  Ya..  for 
the  next  few  months  will  be  at  Kern  County 
Sanatorium,  Kern  County,  California. 
President  of  N.  C.  State  Board  of  Health. 

Dr.  Andrew  J.  Ci’owell,  of  Charlotte,  was 
recently  elected  president  of  the  North  Caro- 
lina State  Board  of  Health.  He  succeeds  Dr. 
J.  Howell  Way,  deceased,  who  held  the  posi- 
tion for  a number  of  years. 

Clinical  Tour  of  Europe. 

The  American  College  of  Physical  Therapy 
has  arranged  for  their  fellows  and  interested 
doctors  what  might  be  termed  a complete 
European  Review  of  physical  therapy.  No 
less  than  twenty-one  clinics  are  included  in 
the  itinerary.  The  countries  to  be  visited  are 
England,  France,  Switzerland,  Austria,  Ger- 
man}' and  Denmark.  The  party  will  sail  from 
New  York  May  26th.  The  first  clinics  will 
be  visited  in  London. 

Preliminary  lectures  have  been  arranged  to 
be  given  on  board  ship  en  route  to  Europe. 
This  will  enable  the  doctors  who  go  abroad 
to  obtain  a clear  conception  of  what  is  in 
store  for  them  on  the  other  side. 

Any  doctor  who  is  interested  in  physical 
therapy  is  cordially  invited  by  the  College  to 
attend  these  clinics.  Headquarters  for  this 
tour  have  been  established  at  25  Broadway, 
Suite  656,  New  York  City,  New  York.  Further 
particulars  may  be  obtained  by  writing  to  that 
address. 

Proposed  Revision  of  Washington,  D.  C., 

Child-Labor  Law. 

Soon  after  the  opening  of  Congress  in  De- 
cember, bills  were  introduced  in  the  House  of 
Representatives  and  the  Senate  forbidding  all 
gainful  employment  of  children  under  14  years 
of  age  in  the  District  of  Columbia,  except  in 
housework  or  agricultural  work  performed 
outside  school  hours  for  the  child’s  parent  or 
legal  guardian ; providing  for  an  8-hour  day 
and  48-hour  week  for  employed  children  be- 
tween the  ages  of  14  and  18;  improving  the 
provisions  of  the  present  law  regarding  street 
trading  and  dangerous  occupations;  and 
strengthening  the  measures  for  the  enforce- 
ment of  the  present  child-labor  law. 

Major  Allen  J.  Black, 

Who  has  been  in  the  Medical  Corps  of  the 


IT.  S.  Army  for  some  years  and  was  recently 
located  at  Fort  Andrews,  Mass.,  has  been  re- 
tired for  physical  disability  incident  to  the 
service  and  has  located  in  Richmond,  Va.  His 
home  is  at  1511  Palmyra  Avenue.  Major 
Black  has  kept  up  his  membership  in  the  Med- 
ical Society  of  Vii’ginia  during  the  whole 
period  of  his  service  in  the  Army. 

Visitors  in  Richmond. 

Dr.  William  Allan,  of  Charlotte,  N.  C.,  and 
Dr.  E.  S.  Boice,  of  Rocky  Mount,  N.  C..  were 
recent  visitors  in  Richmond. 

The  Virginia  Tuberculosis  Association 

Held  its  nineteenth  annual  meeting  in  Rich- 
mond, February  the  24th.  The  executive  sec- 
retary, Miss  Leslie  Combs  Foster,  gave  a brief 
account  of  the  year's  work,  in  which  she  stated 
that  during  the  year  officials  of  the  Associa- 
tion made  211  visits  to  Virginia  counties  and 
cities,  gave  thirty-nine  public  addresses,  and 
called  upon  1,000  people  on  conferences  in  re- 
gard to  tuberculosis  work.  She  stated  that 
Hanover,  Henrico,  Louisa  and  Chesterfield 
counties  had  sent  many  underweight  children 
to  health  camps  and  that  382  children  received 
the  benefits  of  the  nutrition  program.  Local 
associations  sent  478  patients  to  sanatoria  and 
paid  for  605  months’  board  for  those  unable 
to  pay.  Home  aid  was  given  to  1,431  tuber- 
culosis patients. 

It  was  announced  at  this  meeting  that  the 
Association  would  take  an  active  part  in  the 
early  diagnosis  campaign  which  will  be  con- 
ducted during  March  and  April,  in  an  attempt 
to  locate  hidden  cases  of  tuberculosis  through- 
out the  state. 

Officers  named  for  the  ensuing  year  are: 
President,  Dr.  William  F.  Drewry.  Peters- 
burg; vice-presidents.  Dr.  H.  A.  Latane,  Alex- 
andria, and  Mrs.  William  Gatewood,  Newport 
News;  treasurer,  Mr.  George  Call,  Richmond; 
secretary  of  the  board  of  directors,  Dr.  Roy 
K.  Flannagan,  Richmond. 

Polish  Children  Aid  Child  Sufferers  of  Mis- 
sissippi Flood. 

Polish  children  have  contributed  two  sep- 
arate gifts  of  money,  totaling  nearly  $2,000, 
through  the  Junior  Red  Cross  of  Poland,  to 
aid  the  child  flood  victims  of  the  Mississippi 
Valley.  The  Junior  Red  Cross  of  Washing- 
tion  says  that  130,000  Polish  children  contrib- 
uted to  the  gifts,  and  that  the  money  is  being 
used  in  carrying  out  Junior  Red  Cross  pro- 
jects for  the  children  of  the  flood  areas. 
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Dr.  and  Mrs.  George  B.  Barrow 

Returned  to  their  home  in  Clarksville,  Ya., 
the  latter  part  of  February,  after  a visit  to 
Jacksonville  and  other  places  of  interest  in 
Florida. 

Dr.  Edmund  Horgan 

Has  returned  to  his  home  in  Washington. 
D.  C.,  after  an  interesting  visit  to  the  surgical 
clinics  of  London,  Berlin,  Vienna,  Gratz, 
Genoa,  Paris  and  Brussels. 

Dr.  Howard  Kelly  has  Another  Birthday. 

The  Baltimore  Sun , of  February  the  22nd. 
paid  most  fitting  tribute  to  Dr.  Howard  A. 
Kelly,  of  that  city,  on  the  occasion  of  his 
seventieth  birthday,  in  an  editorial  under  the 
caption  of  “One  of  the  Grand  Young  Men.” 
It  says  in  part: 

“Dr.  Kelly  himself  gives  us  a clearer  and 
better  definition  of  TO  when  he  says  it  means 
merely  twice  35.  And  that’s  a different  mat- 
ter altogether,  because  twice  35  means  twice 
as  good  as  once  35.  That  may  not  be  the  case 
with  all  men,  but  it  is  the  case  with  Dr.  Kelly, 
from  whom  life  has  not  run  away,  but  to 
whom  it  has  given  fresh  endowments  of  pro- 
fessional wisdom  and  understanding  as  birth- 
day gifts  with  the  passage  of  the  years.” 

Dr.  and  Mrs.  A.  G.  Brown,  Jr.,  Abroad. 

Dr.  Alexander  G.  Brown,  Jr.,  editor  of  the 
Monthly,  and  Mrs.  Brown,  sailed  on  the 
Leviathan , February  the  11th,  for  a six  weeks’ 
visit  abroad.  While  away,  they  will  A’isit 
Paris,  Florence,  Rome,  Naples,  London  and 
Edinburgh. 

Madrid  Plans  for  Health  Examinations  in 

Schools. 

The  Civil  Government  of  Madrid,  Spain, 
has  instructed  the  municipal  health  officers  to 
examine  all  school  children  every  three  months 
and  to  keep  records  of  the  physical  condition 
of  each  child.  Reports  on  the  sanitary  condi- 
tion of  the  school  buildings  are  also  required. 
Dr.  George  C.  Snead, 

Recently  of  Andover.  Va.,  is  now  located 
at  Wilder,  Ya. 

Dr.  Thomas  M.  Winn, 

Of  the  class  of  ’22,  Medical  College  of  Vir- 
ginia, and  who  practiced  for  a time  at  Mill- 
boro,  Va.,  recently  returned  from  taking  post- 
graduate work  at  the  New  York  Polyclinic, 
and  has  located  at  Riehwood,  West  Virginia. 
He  is  associated  with  the  staff  of  the  McClung 
Hospital,  in  that  place,  and  is  devoting  his 


[March. 

work  to  diseases  of  the  eye,  ear,  nose  and 
throat. 

The  American  Social  Hygiene  Association, 

At  its  annual  meeting  in  January,  elected 
Dr.  Edward  L.  Keyes,  of  New  York  City, 
president,  and  Dr.  Donald  R.  Hooker,  of  Bal- 
timore, Md.,  secretary.  Dr.  William  H.  Welch, 
of  Baltimore,  is  honorary  president. 

Dr.  Frank  McCutchan, 

Recently  connected  with  the  staff  of  the  Gill 
Memorial  Hospital,  in  Roanoke,  Va.,  has 
moved  to  Salisbury,  N.  C.,  where  he  is  asso- 
ciated with  Dr.  R.  V.  Brawlev  in  the  practice 
of  oto-laryngologv. 

Dr.  A.  M.  Showalter, 

Christiansburg,  Va..  was  elected  grand 
junior  warden  of  the  Grand  Lodge  of  Vir- 
ginia, A.  F.  & A.  M.,  at  its  150th  convention 
in  Richmond,  Va.,  the  middle  of  February. 

Married. 

Dr.  William  H.  Baughman,  formerly  of 
Richmond,  Va.,  but  now  of  Oakland,  Calif., 
and  Miss  Dorothy  Kent,  of  Mt.  Vernon, 
N.  Y.,  January  23,  1928.  They  are  spending 
their  honeymoon  in  Honolulu.  Dr.  Baughman 
is  a graduate  of  the  LTnhTersity  of  Virginia  De- 
partment of  Medicine  in  the  class  of  ’10. 
Re‘mlaG',n  of  C^'ld  Labor  in  Shan°-hai. 

Through  the  influence  of  the  Joint  Commit- 
tee of  Shanghai  Women’s  Organizations, 
which  was  formed  in  1921,  a commission  was 
appointed  by  the  Shanghai  Municipal  Council 
to  investigate  child-labor  conditions  in  the 
city  and  make  recommendations  for  action. 
The  commission  published  its  report  in  1924, 
and  an  unsuccessful  effort  was  made  to  secure 
a by-law  enabling  the  council  to  regulate  the 
employment  of  children.  The  joint  committee 
has  now  established  a permanent  organization 
including  repi'esentatives  of  British,  Ameri- 
can, Chinese,  Japanese  and  Portuguese  wo- 
men’s clubs,  and  one  of  its  aims  is  “to  promote 
the  welfare  of  women  and  children  of  all 
nationals  in  Shanghai.” 

Dr.  R.  D.  Garcin, 

Richmond,  Va.,  was  re-elected  one  of  the  di- 
rectors of  the  Bank  of  Commerce  and  Trusts  of 
this  city,  for  1928. 

The  Leslie  Dana  Medal. 

The  fourth  award  of  the  Leslie  Dana  Medal, 
presented  annually  through  the  Missouri  As- 
sociation for  the  Blind  to  the  person  selected 
from  the  nominations  received  bv  the  National 
Society  for  the  Prevention  of  Blindness,  will 
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take  place  during  the  1928  meeting  of  the 
American  Academy  of  Ophthalmology  and 
Otolarnygology,  in  St.  Louis,  Missouri. 

Nominations  will  he  received  by  the  Nat- 
ional Society  for  the  Prevention  of  Blindness, 
together  with  detailed  information  prompting 
the  nomination,  until  the  15th  day  of  May, 
1928.  The  medical  profession  and  ophthalmo- 
logical  societies  are  invited  to  submit  names  of 
persons  deemed  worthy  of  this  honor  to  the 
National  Societ}^,  under  the  conditions  set 
forth  in  the  deed  of  gift,  as  follows : 

a.  Long  meritorious  service  for  the  conser- 

vation of  vision  in  the  prevention  and 
cure  of  diseases  dangerous  to  eyesight. 

b.  Research  and  instruction  in  ophthalmol- 

ogy and  allied  subjects. 

c.  Social  service  for  the  control  of  eye  dis- 

eases. 

d.  Special  discoveries  in  the  domain  of  gen- 

eral science  or  medicine  of  exceptional 
importance  in  conservation  of  vision. 

The  recipient  of  the  first  medal  awarded 
(1925)  was  Dr.  Edward  Jackson,  of  Denver. 
The  second  annual  award  (1926)  was  to  the 
late  Miss  Louisa  Lee  Schuyler,  of  New  York 
City,  and  the  third  award  (1927)  was  to  Dr. 
Lucien  Howe,  until  recently  of  Buffalo,  now 
of  Cambridge. 

Budapest  International  Medical  Congress. 

The  Seventh  International  Medical  Congress 
for  Industrial  Accidents  and  Occupational 
Diseases  is  definitely  announced  to  be  held  in 
Budapest,  Hungary,  September  2-8.  1928. 

National  committees  have  been  formed  in  the 
principal  countries. 

Since  the  first  American  announcement  Dr. 
Fred  H.  Albee,  New  York  City,  and  Dr.  Emery 
R.  Hayhurst,  Ohio  State  University,  Colum- 
bus, both  members  of  the  Permanent  Inter- 
national Committee,  have  been  appointed 
Joint  Chairmen  of  the  National  Committee 
for  the  United  States,  and  have  appointed 
Dr.  Richard  Iv<  >vacs,  New  York  City,  as  Secre- 
tary. 

The  Travel  Study  Club  of  American  Phy- 
sicians, of  which  Dr.  Albee  is  President  and 
Dr.  Ivovacs,  Secretary,  has  rearranged  its  sum- 
mer trip  for  1928  especially  to  focus  upon  the 
Budapest  Congress.  Those  who  have  already 
indicated  their  intention  of  attending  the  Con- 
gress and  others  are  invited  to  join  the  Travel 
Study  Club  either  for  the  entire  trip  or  at 


any  point.  The  itinerary  calls  for  sailing 
from  New  York  on  August  16th.  Clinics  on 
the  continent  will  be  visited  before  and  after 
the  Budapest  Congress.  Returning,  the  party 
will  reach  New  York  on  October  5th. 

Correspondence  regarding  the  trip  should 
he  had  with  Dr.  Richard  Ivovacs.  223  E.  68th 
St.,  New  York  City. 

Dr.  W.  C.  Rosser, 

For  some  time  of  Rustbufg,  Ya.,  has  moved 
to  Lynchburg,  Va.,  and  has  located  at  210 
Yeardley  Avenue,  that  city. 

Preparing  for  May  Day 

May  Day  isn’t  very  far  off,  and  the  Amer- 
ican Child  Health  Association  of  New  York 
City  has  already  issued  a little  book — The 
Goal  of  May  Day,  A Year-round  Community 
Child  Health  Program — which  contains  sug- 
gestions for  promoting  child  health  through 
the  home,  the  school,  the  church,  and  com- 
munity organizations. 

Dr.  A.  Ludwell  Hammer, 

McGaheysville,  Va.,  of  the  class  of  ’05,  Uni- 
versity College  of  Medicine,  Richmond,  Va., 
is  now  much  improved  after  an  illness  of  sev- 
eral months.  Dr.  Hammer  was  confined  to  his 
bed  for  some  time  with  phlebitis  of  the  left 
leg. 

Dr.  Susan  W.  Field, 

For  several  years  resident  physician  at  State 
Teachers’  College  in  Farmville,  Va.,  is  on  a 
leave  of  absence  on  account  of  her  health  and 
has  been  visiting  at  her  former  home  in  Lin- 
coln, Nebraska. 

Dr.  Susan  A.  Price,  recently  of  the  staff  of 
the  Eastern  State  Hospital  at  Williamsburg, 
has  been  filling  Dr.  Fields  place  in  Farmville 
since  the  opening  of  school  last  Fall. 

Dr.  Edwin  R.  Mickle, 

Of  the  class  of  ’23,  Medical  College  of  Vir- 
ginia, and  recently  of  Phoebus,  Va.,  has  moved 
to  Williamsburg,  Va.,  where  he  is  an  assistant 
physician  at  the  Eastern  State  Hospital. 

A Campaign  Against  Blindness. 

The  National  Committee  for  the  Prevention 
of  Blindness  is  planning  a general  campaign 
against  the  major  causes  of  blindness.  It  will 
continue  its  efforts  to  wipe  out  ophthalmia 
neonatorum,  the  most  prolific  single  cause,  for 
there  are  still  19  States  and  2 Territories  with- 
out adequate  regulations  concerning  the  use  of 
a prophylactic  in  the  eyes  of  the  new-born. 
It  proposes  a nation-wide  examination  of  the 
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eyes  of  pre-school  children,  a new  technique 
having  been  demonstrated  in  35  cities  last 
year;  a project  for  the  conservation  of  the 
eyes  of  school  children ; research  into  the  causes 
of  and  methods  of  eradicating  trachoma ; and 
co-operation  with  national  industrial  and  pub- 
lic-health organizations  in  reduction  of  eye 
hazards  in  industrial  occupations  and  from  the 
social  diseases. 

Generous  Gift  to  Children’s  Hospital  in  Cin- 
cinnati. 

The  president  of  the  Board  of  Trustees  of 
the  Children’s  Hospital  of  Cincinnati,  Wil- 
liam C.  Proctor,  has  given  $2,500,000  to  the 
institution,  to  be  used  for  pediatric  investiga- 
tion and  teaching.  About  $500,000  is  to  be 
used  for  building  a research  laboratory  and 
for  the  development  of  an  outpatient  clinic. 
State  Colony  for  Epileptics  and  Feeble- 
minded. 

The  eighteenth  annual  report  of  the  Colony, 
of  which  Dr.  John  H.  Bell  is  superintendent, 
stated  that  the  general  health  of  the  popula- 
tion was  good  for  the  year  ended  June  30, 
1927.  There  were  no  epidemics  and  the  death 
rate  was  remarkably  low.  The  large  major- 
ity of  patients  enjoy  outdoor  privileges  in  good 
weather.  At  the  beginning  of  the  year  covered 
by  this  report  there  were  767  patients  in  the 
institution  buildings  and  83  on  furlough.  At 
the  end  of  that  year,  there  were  798  patients 
with  67  on  furlough,  the  total  number  on  the 
register  being  865.  It  is  stated  that  the  great- 
est congestion  and  demand  for  additional  quar- 
ters at  this  time  is  felt  in  the  male  department 
and  it  is  stated  that  an  appropriation  is  neces- 
sary for  the  erection  of  a male  dormitory. 

Matriculate  for  Post-Graduate  Course. 

Among  those  who  have  matriculated  for 
the  Post-Graduate  course  to  be  given  at  Gill 
Memorial  Hospital.  Roanoke,  Ya.^  March  19- 
24,  inclusive,  are:  Dr.  L.  W.  Hovis,  Charlotte, 
N.  C.;  Dr.  J.  R.  Perkins.  Winston-Salem,  N. 
C. ; Dr.  A.  T.  Finch,  Chase  City,  Va. ; Dr. 
C.  E.  Crosby,  Greenwood,  S.  C. ; Drs.  Sim- 
mons R.  Lucas  and  Marion  R.  Mobley,  Flor- 
ence, S.  C. ; Dr.  R.  W.  Petrie,  Lenoir,  N.  C. ; 
Dr.  Martin  Crook,  Spartanburg,  S.  C. ; Dr. 
C.  H.  McArthur,  Rome,  Ga.;  Dr.  James  P. 
Edmonds,  Middleboro,  Ivy. ; Dr.  A.  T.  Haw- 
thorne, Winchester,  Va. ; Dr.  A.  -1.  Ellington, 
Burlington,  N.  C. ; Dr.  J.  R.  Vermillion, 
Princeton,  W.  Va.;  Dr.  E.  Vermillion,  Welch, 


W.  Va. ; Dr.  G.  E.  Campbell,  Johnson  City, 
Tenn. ; Dr.  Karl  S.  Blackwell,  Richmond,  Va. ; 
Dr.  C.  T.  St.  Clair,  Bluefield,  W.  Va.;  Dr.  H. 
C.  Wolfe,  Greensboro,  N.  C. ; Dr.  G.  B.  Dud- 
ley, Martinsville,  Va. ; and  Dr.  N.  Overby, 
Sandersville,  Ga. 

Dr.  E.  C.  Levy 

Former  Health  Officer  and  Director  of  Pub- 
lic Welfare  of  Richmond,  Va.,  but  for  the  past 
two  years  City  Health  Officer  at  Tampa,  Fla., 
no  longer  has  that  position,  as  the  new  char- 
ter which  went  into  effect  in  January,  re- 
quired the  City  Health  Officer  to  be  “a  phy- 
sician authorized  to  engage  in  the  practice  of 
medicine  under  the  laws  of  the  State  of  Flor- 
ida.” We  understand  that  the  Hillsborough 
County  Medical  Society  protested  against  this 
clause  which  made  Dr.  Levy  ineligible  to  of- 
fice, as  he  had  not  taken  the  Medical  Exam- 
ining Board  of  the  State  of  Florida.  He  was 
succeeded  by  Dr.  C.  W,  Bartlett,  a practising 
physician. 

Dr.  Levy  advises  us  that  he  has  made  no 
definite  plans  as  j^et,  but  will  probably  return 
to  Richmond  for  a time. 

Dr.  Ramon  M.  Suarez, 

Of  Santurce,  P.  R.,  of  the  class  of  ’17,  Medi- 
cal College  of  Virginia,  has  been  appointed  to 
represent  his  alma  mater  at  the  twenty-fifth 
anniversary  of  the  University  of  Porto  Rico, 
to  be  held  this  month.  Dr.  Suarez  has  re- 
cently been  elected  president  of  the  Porto  Rico 
Medical  Association  and  has  also  been  ap- 
appointed  associate  professor  of  medicine  at 
the  School  of  Tropical  Medicine  of  the  Uni- 
versity of  Porto  Rico  and  Columbia  Univer- 
sity. 

Campaign  Against  the  “Common  Cold”. 

A gift  of  $195,000  by  the  Chemical  Founda- 
tion to  the  School  of  Hygiene  and  Public 
Health  of  Johns  Hopkins  University  is  to  be 
devoted  to  an  exhaustive  study  of  “the  origin, 
nature,  and  possible  cure  of  the  common  cold.” 
The  school  has  already  made  some  investiga- 
tions of  the  causes  of  colds. 

Dr.  Akers  Honored  on  Birthday. 

When  Dr.  R.  T.  Akers,  of  Alum  Ridge,  Va.. 
celebrated  his  sixty-ninth  birthday  recently, 
his  friends  in  Floyd  and  adjoining  counties 
took  occasion  to  honor  him  with  a birthday 
dinner  and  a sort  of  “love  feast”.  He  was  the 
recipient  of  many  good  wishes  and  gifts  and 
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his  friends  arranged  an  interesting  program  of 
music  and  speech  making  in  adition  to  a birth- 
day dinner. 

Memorial  to  Dr.  Howard  Fletcher. 

A tall  clock  with  chimes  has  been  presented 
to  the  Fauquier  Hospital  at  Warrenton,  Va., 
as  a memorial  to  the  late  Dr.  Howard  Fletcher, 
of  that  place,  and  has  been  placed  in  the  hall 
of  the  hospital.  This  was  given  by  Dr. 
Fletcher’s  friends  in  the  Medical  Society  of 
Northern  Virginia,  Maryland  and  the  District 
of  Columbia,  of  which  Dr.  Fletcher  was  a 
president.  Dr.  Fletcher  was  exceedingly  in- 
terested in  the  founding  of  this  hospital  and 
died  suddenly  the  day  before  its  formal  open- 
ing. 

Recommendations  with  Regard  to  the  Medi- 
cal College  of  Virginia. 

The  survey  report  on  higher  education  in 
Virginia  recently  submitted  to  the  Governor 
includes  these  recommendations  among  others 
in  specific  relation  to  the  Medical  College  o? 
Virginia,  Richmond : that  funds  be  provided 
to  increase  salaries  approximately  twenty  per 
cent,  to  make  possible  more  ample  extension 
service,  to  supply  a new  laboratory  for  chem- 
istry, pathology,  and  bacteriology  and  a build- 
ing for  clinical  dentistry,  and  to  develop  re- 
search mere  generously.  It  also  recommends 
that  the  college  take  over  the  State  public 
health  laboratory  as  now  maintained  by  the 
State  Board  of  Health  and  that  the  school  of 
nursing  be  developed  more  generously  on  the 
side  of  pediatries  and  obstetrics  to  make  pos- 
sible more  affiliations  in  these  subjects  with 
the  smaller  hospitals  in  the  State.  There  are 
other  recommendations  of  a more  general  char- 
acter. 

Deaths  of  Physicians. 

The  Journal  of  the  A.  M.  A.  states  that  dur- 
ing 1027  it  published  obituaries  of  2,790  phy- 
sicians of  the  United  States,  including  ten  who 
were  temporarily  absent  from  the  country  or 
resided  in  Alaska,  Hawaii  or  Porto  Rico.  The 
average  age  of  these  physicians  was  62  years. 
Ninety-one  physicians  lived  to  be  85  or  more 
years  of  age  and  one  lived  to  102.  The  largest 
number  of  deaths  for  a five-year  age  group  was 
hy  a slight  margin  for  the  period  of  65-69 
years,  there  being  389  in  this  group.  The 
largest  number  of  deaths  among  physicians  oc- 
curred in  March.  There  were  one  hundred  and 
forty  deaths  of  physicians  reported  as  the  re- 


sult of  accidents,  sixty-six  of  these  being  due 
to  automobile  accidents. 

The  Newsboys’  Trial  Board  of  Boston. 

In  1910  the  school  committee  of  Boston 
established  the  newsboys’  trial  board,  a unique 
feature  for  controlling  violations  of  the  law 
concerning  newsboys.  This  board  consists  of 
the  supervisor  of  licensed  minors,  who  acts  as 
prosecuting  attorney ; one  of  the  school  attend- 
ance officers,  who  acts  as  presiding  judge;  and 
three  newsboy  judges,  elected  from  the  licensed 
newsboys  attending  the  city  public  schools. 
Each  newTsbov  judge  usually  speaks  another 
language  in  addition  to  English  and  can  act 
as  interpreter  at  need.  Boys  found  violating 
the  law  are  required  to  report  to  this  board 
with  their  parents.  A first  offender  usually 
has  the  law  explained  to  him  and  he  and  his 
father  are  warned.  A repeated  offender  is 
likely  to  be  referred  to  juvenile  court. 

How  Many  Children  Go  to  the  “Movies”? 

Children  formed  over  a fourth  of  the  total 
paid  admissions  to  a fewT  motion-picture 
theaters  in  one  city  during  1926  which  meant 
a weekly  average  attendance  of  1,600  and  a 
yearly  total  of  211.762.  A recent  estimate 
placed  the  proportion  of  children  in  the 
motion-picture  audiences  of  NewT  York  at  8 
per  cent.  This  is  considered  a low  figure  for 
the  country  as  a whole.  Using  it  as  a basis, 
of  the  total  weekly  attendance  of  90,000,000 
reported  by  a spokesman  of  the  industry 
7,200,000  are  children. 

Health  of  2,000  Continuation-School  Boys  in 

New  York. 

Of  2,000  working  boys,  15,  16,  and  17  years 
of  age  attending  the  East  Side  Continuation- 
School,  New  York,  only  225  were  found  to  be 
without  serious  defects  in  an  examination 
sponsored  by  the  NewT  York  Tuberculosis  and 
Health  Association.  About  half  the  boys  had 
diseased  tonsils  or  decayed  teeth,  or  both;  over 
one-fourth  were  suffering  from  defective 
vision,  in  a few  cases  corrected  by  glasses ; mal- 
nutrition, nasal  obstructions  and  infections, 
and  heart  defects  were  found  in  considerable 
numbers;  and  there  were  74  boj^s  with  lung  de- 
fects or  diseases,  including  6 with  active  tuber- 
culosis  and  31  tuberculosis  suspects. 

Dr.  D.  Hunter  Marrow, 

Of  Union  Level,  Va.,  has  been  spending  the 
winter  at  Daytona  Beach,  Fla.,  as  is  his  cus- 
tom. 
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Dr.  John  Phipps, 

Of  Fries.  Ya..  who  was  operated  on  recently 
for  appendicitis  at  the  Galax.  Ya..  Hospital, 
was  reported  as  doing  well  as  we  went  to 
press. 

For  Sale — 

The  following  equipment  of  the  late  Dr. 
E.  H.  Heaton:  Large  Fisher  cabinet — latest 
type  machine;  Morse  wave  generator:  deep 
therapy  lamp:  and  galvanic  battery  outlit. 
All  are  in  perfect  condition,  having  been  used 
only  one  year.  Will  sell  for  half  price.  Ad- 
dress Mrs.  E.  H.  Heaton.  Leesburg.  Ya. 


Obituary 

Dr.  Israel  Brown, 

Norfolk,  Ya.,  prominent  member  of  the 
Medical  Society  of  Virginia,  and  of  the  Amer- 
ican Legion,  was  found  dead  in  bed  on  Feb- 
ruary the  11th,  at  Charlottesville,  Ya.,  to 
which  place  he  had  gone  to  attend  a meeting 
of  post  commanders  and  adjutants  of  the 
American  Legion,  of  which  he  was  State  Com- 
mander. Dr.  Brown  was  born  in  Newberry, 
S.  C.,  fifty-four  years  ago.  L^pon  completion 
of  his  academic  education,  he  took  up  the 
study  of  medicine  and  graduated  from  the 
Medical  College  of  the  State  of  South  Caro- 
lina in  1894.  Shortly  thereafter,  he  located  in 
Norfolk,  and  had  since  made  his  home  there. 
Dr.  Brown  had  an  excellent  war  record;  he 
served  on  the  Mexican  border  and,  in  the 
World  War,  went  overseas  shortly  after  the 
United  States  entered  the  war.  He  held  the 
rank  of  lieutenant-colonel  in  the  Medical  Re- 
serve Corps  at  the  time  of  his  death.  Dr. 
Brown  was  also  active  in  politics  and  had 
served  his  community  in  the  General  Assem- 
bly of  Virginia.  He  was  an  ex-president  of 
the  Norfolk  County  Medical  Society,  the  Sea- 
board Medical  Association  of  Virginia  and 
North  Carolina,  and.  at  the  time  of  his  death, 
was  a member  of  the  Executive  Council  of 
the  Medical  Society  of  Virginia,  a position 
which  he  had  held  for  several  years.  Dr. 
Brown  was  unmarried,  but  is  survived  by  a 
brother  and  three  sisters.  His  funeral  was 
held  with  full  military  honors,  the  last  rites 
being  conducted  by  the  Masonic  order  of 
which  he  was  a member.  Hundreds  of  friends 
paid  high  tribute  to  him  on  this  occasion. 


Dr.  Robert  Carter  Randolph, 

Of  Boyce.  Ya.,  died  February  the  20th,  at 
his  home  near  that  place.  His  death  was  un- 
expected. although  he  had  not  been  in  good 
health  since  Christmas.  Dr.  Randolph  wa^ 
fifty-eight  years  of  age  and  had  graduated  in 
medicine  from  the  former  University  College 
of  Medicine  in  Richmond.  Ya.,  in  1894.  Fol- 
lowing this,  he  served  as  an  interne  at  St. 
Luke's  Hospital,  this  city.  His  wife  and  a 
son  survive  him.  Dr.  Randolph  was  president 
of  the  Frederick-Clarke  County  Medical  So- 
ciety at  the  time  of  his  death.  He  had  been 
a member  of  the  Medical  Society  of  Virginia 
for  a number  of  years. 

Dr.  Frank  Waring  Lewis, 

Of  Morattico,  Ya.,  died  February  the  14th. 
at  the  home  of  his, son.  Dr.  F.  W.  Lewis.  Jr., 
in  Richmond,  at  which  place  he  was  visiting. 
Dr.  Lewis  was  seventy-one  years  of  age  and 
a graduate  in  medicine  from  the  University 
of  Maryland  in  1878.  He  was  a member  of 
the  board  of  visitors  of  the  LTiiversity  of  Vir- 
ginia and  was  for  forty-one  years  county 
superintendent  of  schools  in  Lancaster  Coun- 
ty, Virginia.  He  was  a Mason  and  was  at 
one  time  a member  of  the  Medical  Society  of 
Virginia.  His  wife  and  three  children  sur- 
vive  him. 

Dr.  Samuel  Shugert  Adams, 

Washington,  D.  C.,  for  thirty  years  chief  of 
the  department  of  medicine  of  Georgetown 
University  School  of  Medicine,  died  in  that 
city  February  the  12th.  aged  seventy-five 
years.  Death  was  due  to  heart  disease. 

Dr.  Eppa  Hunton  Heaton, 

Leesburg,  Ya..  died  at  his  home  in  that  place 
September  16.  1927.  death  being  due  to  angina 
pectoris.  He  was  sixty-one  years  of  age  and 
had  lived  most  of  his  life  in  Loudoun  County. 
Virginia.  Upon  completion  of  his  academic 
education,  he  studied  medicine  at  the  College 
of  Physicians  and  Surgeons  of  New  York  and 
later  at  the  University  of  Maryland,  from 
which  he  graduated  in  1889.  Following  a 
stroke  of  paralysis  about  twelve  years  ago.  Dr. 
Heaton  gave  up  general  practice  and  took  a 
post-graduate  course  in  laboratory  and  X-ray 
work.  He  had  been  in  charge  of  this  work 
at  the  Loudoun  Hospital  for  the  past  five  years. 
Dr.  Heaton  was  a member  of  the  Medical  So- 
ciety of  .Virginia.  His  wife  and  six  children 
survive  him. 
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DURING  the  summer  months  intes- 
tinal antisepsis  is  particularly  desired  in 
connection  with  the  treatment  of  various 
diseases  of  the  intestinal  tract. 

CALCREOSE,  being  a loose  chemical 
combination  of  equal  parts  of  creosote 
and  calcium  oxide,  is  especially  useful  in 
this  connection  because  it  supplies  all 
the  benefits  of  creosote  without  the  possi- 
ble disturbances  caused  by  creosote  alone. 

Calcreose  can  be  given  in  large  doses  for 
long  periods  without  apparent  difficulty 
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Samples  of  Tablets  on  Request 
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H ow  high  protein  feed- 
ings with  carbohydrate 
additions  can  be  used 
to  correct  fermentative 
(summer)  diarrhoea 


FERMENTATIVE  (summer)  diarrhoea  in  in- 
fants is  now  recognized  in  the  majority  of  cases 
as  being  due  to  excessive  fermentation  of  carbohy- 
drates. The  stools  are  usually  distinguished  as  being 
greenish  in  color,  acid  in  odor,  irritating  to  the  skin, 
and  with  or  without  mucous. 

The  correction  of  fermentative  diarrhoea  is  accom- 
plished by  the  control  of  the  bacterial  activity  in 
the  intestines  which  produces  the  disturbance. 

A rational  way  to  combat  the  excess  activity  of 
acid -forming  bacteria  is  temporarily  to  reduce  the 
carbohydrate  and  increase  the  amount  of  protein 
in  the  feeding.  This  may  be  done  by  adding  Casec 
to  diluted  cow’s  milk.  The  administration  of  this 
mixture  usually  produces  less  frequent  stools  and 
of  a paste -like  consistency  within  one  or  two  days. 

After  two  or  three  days  of  such  feedings,  Mead’s 
Dextri -Maltose  is  the  form  of  carbohydrate  usually 
added  gradually  to  the  feedings  to  prevent  carbo- 
hydrate starvation.  Mead’s  Dextri -Maltose  is  the 
carbohydrate  most  easily  assimilated,  having 
greater  limits  of  tolerance  in  infants  recovering  from 
fermentative  diarrhoea. 

Samples  and  Literature  on  Request 
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POWDERED  PROTEIN  MILK 

( In  Use  Since  April  1921 ) 

An  Accepted  Standard  Corrective  Diet 
In  Summer  Diarrhea 

No  accident  or  trick  of  fate  ever  established  a food  or  drug 
as  Standard . Merit  alone  can  do  this. 

M errell'Soule  Powdered  Protein  Milk  owes  its  enviable  repu- 
tation and  position  as  Standard  to, 

Its  Dependability — Made  to  a standard  which 
has  never  varied  in  six  years. 

Keeping  Qualities — Characteristic  of  all  Merrell- 
Soule  Produces,  the  container  and  manner  of 
packing  insure  its  keeping  qualities. 

Results — One  experience  usually  betokens  con- 
tinued and  increased  use. 

A pioneer  organization  of  experts  with  25  years  experience  in 
the  dehydration  of  milk  is  back  of  Merrell-Soule  Powdered  Protein 
Milk.  Not  an  ambitious  flash  in  the  pan,  therefore,  but  a tried 
producft  made  by  men  who  have  learned  by  doing  under  the  super* 
vision  of  an  incomparable  scientific  staff. 

Rapidly  Replacing  Other  Methods 

Difficulties  of  preparation  held  back  the  use  of  Protein  Milk 
until  1921  when  Merrell-Soule  Powdered  Protein  Milk  became 
available.  Rapidly  it  is  replacing  dangerous  starvation  and  other 
methods  used  in  the  treatment  of  summer  diarrhea  with  a con- 
sequent decrease  in  mortality. 


Literature  containing  simplified  directions  for  its  use, 
as  well  as  samples,  will  be  sent  on  request.  Physicians 
are  requested  to  use  their  letterhead  for  identification 
as  no  information  is  sent  to  the  laity. 
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MEAD’S  infant  diet  materials 
are  advertised  only  to  physicians. 
No  feeding  directions  accom- 
pany trade  packages.  Informa- 
tion in  regard  to  feeding  is  sup- 
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time  to  time  to  meet  the  nutri- 
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Mead’s  Dextri-Maltose 

There  is  a term  in  economics  singularly  applic- 
able to  Mead’s  Dextri-Maltose — marginal 
utility. 

Economically  speaking  it  means  those  particu- 
lar groups  which  constitute  the  margins — groups 
which,  for  one  reason  or  another,  cannot  utilize 
a given  product.  In  infant  feeding  there  are  also 
marginal  groups. 

The  marginal  utility  of  Mead’s  Dextri-Maltose 
is  not  to  be  reckoned  solely  by  the  majority  of 
normal  infants,  for  which  it  provides  an  accept- 
able carbohydrate.  Rather  its  marginal  utility 
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Or,  in  other  words,  from  the  innumerable  infant 
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RABIES  VACCINE 
(Human) 

Pasteur  Method 

Complete  Treatment  (21  doses) $24.00 

RABIES  VACCINE 
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Semple  Method 

Complete  Treatment  (14  doses) $15.00 

RABIES  VACCINE 
(Canine) 

5 cc  Vial  (1  Immunization) 


.30 


PERTUSSIS  VACCINE 

4 Ampul  Pkg.  $1.20 

4 Syr.  Pkg.  2.40 

10  cc  Vial  1.20 


ORDER  FROM  YOUR  STATE  ROARD  OF  HEALTH, 
RICHMOND,  VIRGINIA,  AND  DERIVE  THE  ADVANTAGES 
MADE  POSSIRLE  RY  THIS  CONTRACT. 


Gilliland  Products  are  exchangeable  for  fresh,  without  charge,  at  the  expiration  of 
the  guarantee  date. 

The  Gilliland  Laboratories 

Producers  of  Biological  Products 
MARIETTA,  PENNA. 
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marginal  groups. 

The  marginal  utility  of  Mead’s  Dextri-Maltose 
is  not  to  be  reckoned  solely  by  the  majority  of 
normal  infants,  for  which  it  provides  an  accept- 
able carbohydrate.  Rather  its  marginal  utility 
should  be  considered  from  the  point — or  bor- 
der line — beyond  which  it  can  be  success- 
fully used  after  other  carbohydrates  fail. 

Or,  in  other  words,  from  the  innumerable  infant 
feeding  cases  in  which  it  has  eliminated  further 
nutritional  disturbances  when  intolerance  for 
other  sugars  was  acquired. 

And  again — from  the  increased  amount  over 
other  sugars  that  can  be  fed,  with  greater  safety, 
when  normal  digestion  has  been  restored. 


Samples  and  Literature  on  Request. 
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How  TO 
Order 

WE  KEEP  Rabies 
Vaccine  (Cum- 
ming)  in  biological  re- 
frigerators, the  tempera- 
ture of  which  is  main- 
tained near  the  freezing 
point  continuously;  and 
on  orders  we  send  it  out 
in  installments  of  seven 
doses  each,  to  insure  the 
continuance  of  ideal  con- 
ditions for  its  preserva- 
tion up  to  within  a few 
days  of  the  time  when  it 
is  to  be  used. 

Orders  should  be  wired 
to  our  headquarters  at  De- 
troit (home  office)  or  the 
nearest  branch  or  depot: 

Boston 
New  York 
Philadelphia 
Baltimore 
Atlanta 
Buffalo 
Pittsburgh 
Cincinnati 
Chicago 
Indianapolis 
Memphis,  Tenn. 

(Van  Vlcec-Mansfield  Drug  Co.) 

New  Orleans 
St.  Louis 
Kansas  City 
Minneapolis 
Seattle 
San  Francisco 

(Coffin-Rcdington  Co.) 

Los  Angeles 

(Western  Wholesale  Drug  Co.) 

Walkerville,  Ontario 


Tdo  Prevent 

Rabies 


it  is  no  longer  necessary  to  send 
patients  to  Pasteur  institutes 
for  antirabic  inoculations 

J^VERY  physician  can  now  immunize  his 
v-''  cases  at  home.  All  that  it  is  necessary  to 
do  is  to  give  a series  of  14  or  21  daily  injections 
of  Rabies  Vaccine  (Cumming.)  There  are  no 
complicated  gradations  in  dosage;  all  doses  are 
alike. 

Rabies  Vaccine  (Cumming)  made  in  the 
Parke,  Davis  & Co.  laboratories  is  absolutely 
innocuous.  But  while  it  is  non-toxic,  it  is 
definitely  antirabic.  This  is  overwhelmingly 
proved  by  a series  of  over  15,000  cases  now  in 
our  records. 

Ask  us  for  our  booklet 
on  Rabies  Vaccine 

Parke,  Davis  & Company 

{ United  States  License  No.  1 for  the  Manufacture  of  Biological  Products  } 

DETROIT,  MICHIGAN 


Rabies  Vaccine  (Cumming),  P.D.  & Co.,  has  been  accepted  for  inclusion  in 
N.  N.  R.  by  the  Council  on  Pharmacy  and  Chemistry  op  the  A.  M.  A. 
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For  colds  of 

EARLY  FALL 

OFTEN  the  prompt  l’elief  of  bronchial  affections  by 
means  of  an  efficient  stimulant  expectorant  like  Cal- 
ereose  will  forestall  the  more  serious  respiratory  dis- 
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d Dependability 
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/ Prepared  for  Infant  Feeding 
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d Carbohydrate  of  Tested  Value 
/ Marginal  Utility  in  Infant 
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MEAD  POLICY 

MEAD’S  infant  diet  materials  are  ad- 
vertised only  to  physicians.  No  feeding  . 
directions  accompany  trade  packages.  I / 
Information  in  regard  to  feeding  is  sup-  il’S 
plied  to  the  mother  by  written  instruc- 
tions from  her  doctor,  who  changes  the 
feedings  from  time  to  time  to  meet  the 
nutritional  requirements  of  the  grow- 
ing infant.  Literature  furnished  only 
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MEAD  JOHNSON  & COMPANY 
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Every  Doctor  attending  the  meeting  of  the  Medical  Society  of  Virginia  at 
Petersburg,  Virginia,  on  October  18th  to  20th  should  make  it  a point  to  see  our 
exhibit  in  spaces  No.  8 and  No.  9,  of  the  following  WAPPLER  APPARATUS: 

WAPPLER  MONEX  FOR  SILENT  X-RAY  DIAGNOSIS 
WAPPLER  SQUIER  CYSTQSCOPIC  TABLE 

WAPPLER  MYOSTAT  (Galvanic  and  Wave  Generator) 

WAPPLER  ELECTROTHERM 

WAPPLER  PORTABLE  TELATHERM 
WAPPLER  PORTABLE  ENDOTHERM 
WAPPLER  COLLINGS  ELECTROME 
WAPPLER  CYSTOSCOPES  AND  DIAGNOSTIC  INSTRUMENTS 
ALPINE  SUN  AND  INFRA-RED  LAMPS 

Kronenberg  X-Ray  & Supply  Company,  Inc. 

713  N.  Calvert  Street, 

Baltimore,  Maryland. 

Exclusive  Distributors  WAPPLER  X-T.ap  and  Electrotlierapeutic  Apparatus 


Kronenberg  X-Ray  & Supply  Co., 

713  N.  Calvert  Street, 

Baltimore,  Md. 

You  may  send  me  literature  on 

Name M.  D. 

Address  

Note: — Return  above  slip  with  your  name  and  address  and  we  will  send  you  a leather 
card  case. 
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A Good  Expectorant 

CALCREOSE  is  effective  as  a stimulant  expectorant 
in  the  treatment  of  chronic  bronchitis  and  other  bron- 
chial affections,  as  well  as  in  tuberculosis  because  it 
presents  the  well-known  therapeutic  effect  of  creosote 
in  a form  that  is  more  agreeable  to  the  patient. 

Calcreose  can  be  administered  in  large  doses  over  long  periods 
of  time  with  little  or  no  disturbing  effects  on  sensitive  stom- 
achs. In  cases  where  slight  discomfort  may  be  experienced, 
tolerance  is  rapidly  developed  by  starting  with  a small  dose 
and  gradually  increasing  it. 
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JJolicy 

‘Responsibility  in  infant  feeding  necessitates  unmolested 
control  of  the  diet. 

That  Mead’s  Dextri-Maltose,  cow’s  milk  and  water  has  given 
good  results  over  a period  of  years  in  feeding  the  majority  of  in- 
fants is  due  to  the  policy  that  entrusts  its  indication  and  the  con- 
trol of  its  use  to  the  doctor  alone. 


‘BETTER  BABIES 


And  so  it  has  become  known  among  physicians  as  a dependable 
infant  diet  material  to  be  used  in  cases  where  gains  in  weight  are 
desired,  where  nutritional  disturbances  are  to  be  avoided,  or 
where  tolerance  for  sugars  has  been  lowered. 

Mead’s  Dextri-Maltose  is  the  result  of  a natural  conversion,  i.  e., 
by  the  action  of  the  enzymes  of  pure  barley  malt  upon  cereal 
starch.  It  is  to  be  used  with  a natural  food,  cow’s  milk  di- 
luted with  water  which  can  only  be  prescribed  in  the  pro 
per  proportions  by  the  doctor  who  has  a knowledge  of 
the  individual  infant  in  his  care. 


MEAD'S 

DfXTRI-MALTOSE 


ONE  POUND 


^V'TH  Sodium  chloride  2% 

Specially  prepared 

IN  OEM  ERAL  INFANT  D,fT 

V:EAD  JOHNSON  & c0' 

^Ansville,  Ind.  U.  S.  a j| 


DOCTORS  will  be  furnished 
with  an  ample  supply  of  sam- 
ples for  use  in  their  practice. 

Mead  Johnson  & Co. 

Evansville,  Indiana,  U.  S.  A. 
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Within  four  years  this  horse  has  produced  sufficient  scarlet  fever  anti- 
toxin to  save  the  lives  of  many  thousand  children. 

When  Scarlet  Fever  Threatens 

Ricinoleated  Antigen,  Scarlet  Fever,  Immunising,  Lilly, 
offers  a practical  and  safe  method  of  suppressing  scarlet 
fever  epidemics  by  active  immunisation  of  unexposed  sus- 
ceptibles.  Immunity  is  established  promptly  in  the  ma^ 
jority  of  young  subjects  with  a minimal  number  of  doses. 
Reactions  are  negligible  when  the  antigen  is  given  intra- 
muscularly. 

Scarlet  Fever  Streptococcus  Antitoxin,  Lilly,  is  a potent 
serum,  refined  by  improved  methods  of  concentration. 
The  dramatic  results  obtained  with  the  antitoxin  in  the 
treatment  of  severe  cases  of  scarlet  fever  make  it  a valu- 
able specific  agent. 


ELI  LILLY  AND  COMPANY 


Indianapolis , U.  S.  A. 


The  following  Lilly  Scarlet  Fever  Products 
are  available  through  the  drug  trade:  Ricino- 
leated Antigen,  Scarlet  Fever,  Immunizing, 
Lilly,  R-302,  1 cc.  vials,  R-304,  5 cc.  vials, 
R-307,  20  cc.  vials. 

Special  packages  are  available  for  the  immun- 
ization of  larger  groups. 

Scarlet  Fever  Streptococcus  Antitoxin,  A-80, 
Prophylactic  Dose ; A-82,  Therapeutic  Dose. 
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COLLEGE  OF  WILLIAM  AND  MARY 

THE  STATE  COLLEGE  FOR  MEN  AND  WOMEN 


TWO  PRE-MEDICAL  COURSES — Two-Year  and  Three-Year — Three-Year  Course  leads  to 
Bachelor  of  Science  degree  after  one  or  more  sessions  in  medicine. 

OTHER  SPECIAL  COURSES — Teacher  Training;  Home  Economics;  Pre-Engineering;  Pre- 
Law;  Commerce;  Business  Administration;  Finance,  etc. 

Regular  academic  courses  leading  to  the  Bachelor  and  Master  degrees. 

For  particulars  address  XHE  COLLEGE  OF  WILLIAM  AND  MARY 

J.  A.  C.  CHANDLER,  President.  WILLIAMSBURG,  YA. 


University  of  Virginia 

Depariment  of  Medicine 


I.  COURSE  LEADING  TO  DEGREE  OF  DOCTOR  OF  MEDICINE.  Entrance  requirements: 
Two  years  of  college  work  (including  college  courses  in  English,  chemistry,  physics,  and  biology) 
after  the  completion  of  a four-year  high  school  course  or  its  equivalent. 

The  medical  course  extends  over  four  sessions  of  nine  months  each,  the  last  two  devoted  to 
instruction  in  the  wards  and  outpatient  department  of  the  University  Hospital  and  in  the  Blue 
Ridge  Sanatorium  of  the  State  Board  of  Health.  Women  admitted  on  the  same  terms  as  men. 

II.  COURSES  OF  INSTRUCTION  IN  PUBLIC  HEALTH.  The  Joint  Health  Department  of 
Albemarle  County,  the  city  of  Charlottesville,  and  the  University  affords  unique  facilities  for  the 
study  of  problems  of  public  health,  especially  those  of  small  cities  and  of  rural  districts.  Two 
courses  are  offered  at  present. 

Course  No.  1.  TRAINING  FOR  RURAL  HEALTH  OFFICERS.  A twelve  weeks’  course,  open 
to  graduates  of  medical  schools. 

Course  No.  2.  TRAINING  FOR  SANITARY  INSPECTORS.  A ten  weeks’  course,  open  to 
high  school  graduates,  21  years  or  over  and  to  those  having  equivalent  training. 

DEPARTMENT  OF  MEDICINE 
University,  Va. 
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creose 


A Good  Expectorant 

CALCREOSE  is  effective  as  a stimulant  expectorant 
in  the  treatment  of  chronic  bronchitis  and  other  bron- 
chial affections,  as  well  as  in  tuberculosis  because  it 
presents  the  well-known  therapeutic  effect  of  creosote 
in  a form  that  is  more  agreeable  to  the  patient. 

Calcreose  can  be  administered  in  large  doses  over  long  periods 
of  time  with  little  or  no  disturbing  effects  on  sensitive  stom- 
achs. In  cases  where  slight  discomfort  may  be  experienced, 
tolerance  is  rapidly  developed  by  starting  with  a small  dose 
and  gradually  increasing  it. 

Samples  of  Tablets  to  Physicians  on  Request 

THE  MALTBIE  CHEMICAL  COMPANY 

NEWARK,  N.  J.  : Manufacturers  of  Pharmaceutical  Products 


Complete  Catalogue  on  Request 


BROWN  COATEO 

TABLETS 


<M 


creose 


4 Grains 


Calcwose:  A powder, 
containing  approxi- 
mately 80  per  cent 
beechwood  creosote  In 
chemical  combinations 
wltlj  calcium. 
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MEADS  DEXTRI- MALTOSE 


('~J. "he 

Bottle  Feeding 

for  the 

Doctors  own  ' 
is  usual 


COW'S  MILK  AND  WATER 


The  doctor  knows  the  importance  of  breast  milk  in  relation  to  in- 
fant feeding.  It  is  “the  voice  of  nature”  calling  for  a healthy,  well- 
nourished  infant. 

The  absence  of  breast  milk  constitutes  an  emergency  in  the  life 
of  every  infant.  When  such  an  emergency  comes  to  the  doctor’s 
own  infant,  it  is  significant  how  many  physicians  unhesitatingly 
turn  to  the  best  known  substitute  for  breast  milk — namely  cow’s 
milk,  water  and  Mead’s  Dextri-Maltose. 

That  this  form  of  carbohydrate — Dextrins  and  Maltose — com- 
bined with  cow’s  milk  and  water,  gives  the  best  results  in  infant 
feeding,  is  the  experience  of  physicians,  whether  in  general  practice 
or  whether  this  practice  is  confined  to  pediatrics  exclusively. 


MEADS 


Samhles  and  Literature 
on  request 


THE  MEAD  POLICY 


Mead’s  Infant  Diet  Materials  are  advert  ised  only 
to  physicians.  No  feeding  directions  accompany 
trade  packages.  Information  in  regard  to  feed- 
ing is  supplied  to  the  mother  by  written  instruc- 
tions from  her  doctor,  who  changest  he  feedings 
from  time  to  time  to  meet  the  nutritional  re- 
. quirements  of  the  growing  infant.  Literature 
furnished  only  to  physicians.  £/ 


MEAD  JOHNSON  & COMPANY,  Evansville,  Ind. 

Makers  of  Infant  Diet  Materials  Exclusively 
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V irginia 

State  Board  of  Health 
Antitoxins  and  Vaccines 

THESE  PRODUCTS  ARE  PREPARED  BY  THE  GILLILAND  LABORATORIES  AND 
ARE  GUARANTEED  UNDER  U.  S.  GOVERNMENT  LICENSE  No.  63 

Diphtheria  Antitoxin 

This  product  is  highly  concentrated  and  low  in  total  solids  which 
minimizes  the  dangers  of  severe  anaphylactic  reactions.  Doses  in  small 
hulk  with  ample  excess  to  insure  full  potency  for  period  dated  on 
packages. 

Supplied  in  our  improved  syringe  containers  of: 

1.000  Units $ .60 

5.000  Units  1.71 

10.000  Units  3.00 

20.000  Units 5.40 

Toxin- Antitoxin  Mixture 

Confers  permanent  immunity  against  diphtheria.  This  immunity 
develops  in  about  8 to  12  weeks  and  continues  effective  for  many  years — 


probably  for  life. 

Supplied  in  packages  containing: 

3-lcc.  Syringes  (1  immunization)  $1.35 

3-lcc.  Ampuls  (1  immunization)  .60 

30-1  cc.  Ampuls  (10  immunizations)  4.80 

30cc.  Vial  (10  immunizations)  1.50 


Tetanus  Antitoxin 

Highly  concentrated  and  refined,  insuring  high  potency  with  low 
total  solid  content. 

Supplied  in  the  following  syringe  packages: 

1,500  Units  $1.50 

10,000  Units  7.20 


Gilliland  Biological  Products  are  available  for  immediate  shipment  from 
the  Virginia  State  Board  of  Health,  Richmond,  Virginia. 


List  of  Products  and  Prices  Sent  on  Request 

The  Gilliland  Laboratories 

Producers  of  Biological  Products 
MARIETTA,  PENNA. 
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Capital  $1,000,000  Surplus  Earned  $1,500,000 

ESTABLISHED  1892 

To  act  as  Executor,  Guardian  and  Trustee 
$30,000,000 

of  investments  held  in  Trust 


Confidential  Interviews  Invited. 


COLLEGE  OF  WILLIAM  AND  MARY 

THE  STATE  COLLEGE  FOR  MEN  AND  WOMEN 


TWO  PRE-MEDICAL  COURSES — Two-Year  and  Three-Year — Three-Year  Course  leads  to 
Bachelor  of  Science  degree  after  one  or  more  sessions  in  medicine. 

OTHER  SPECIAL  COURSES — Teacher  Training;  Home  Economics;  Pre-Engineering;  Pre- 
Law;  Commerce;  Business  Administration;  Finance,  etc. 

Regular  academic  courses  leading  to  the  Bachelor  and  Master  degrees. 


For  particulars  address  XHE  COLLEGE  OF  WILLIAM  AND  MARY 

J.  A.  C.  CHANDLER,  President.  WILLIAMSBURG,  YA. 


<&he  Clinical  Week 

OF  THE 


American  College  of  Physicians 

WILL  OCCUR 

March  5*9,  1928  — New  Orleans,  La. 

Eminent  authorities,  American  and  foreign,  in  the  field  of  Internal  Medicine  will  appear  on  the  program  of  sym- 
posia, demonstrations  and  clinincs. 

SPECIALLY  PLANNED  ADDRESSES  OR  DEMONSTRATIONS  will  be  made  by  the  following  (partial  list)  : 


Julius  Bauer,  Vienna. 

Aristides  Agramonte,  Havana. 

Bailey  K.  Ashford.  San  Juan. 

Wm.  M.  James,  Panama. 

J.  J.  Vallarino,  Joaquin  Jose.  Panama. 
Frederick  M.  Allen,  New  York. 

David  P.  Barr,  St.  Louis. 

Anthony  Bassler,  New  York. 

Robt.  S.  Berghoff,  Chicago. 

Hilding  Berglund,  Minneapolis. 

Konrad  E.  Birkhaug,  Rochester,  N.  Y. 
L.  F.  Bishop,  New  York. 

E.  Bates  Block,  Atlanta. 

Roger  Brooke,  U.  S.  Army. 


G.  E.  Brown,  Rochester,  Minn. 

T.  Z.  Cason,  Jacksonville. 

Aldo  Castellani,  New  Orleans. 

J.  V.  Cooke,  St.  Louis. 

C.  Saul  Danzer,  Brooklyn. 

A.  R.  Dochez,  New  York. 

W.  W.  Duke,  Kansas  City. 

Henry  Rawle  Geyelin,  New  York. 
John  L.  Goforth,  Dallas. 

A.  A.  Herold,  Shreveport. 

Morris  H.  Kahn,  New  York. 
Allen  K.  Krause,  Baltimore. 
James  S'.  McLester,  Birmingham. 
Frank  R.  Menne,  Portland. 


Chas.  L.  Minor,  Asheville. 

W.  H.  Olmsted,  St.  Louis. 

T.  J.  Perkins,  Jackson. 

F.  M.  Pottenger,  Monrovia. 

L.  G.  Rowntree,  Rochester,  Minn. 
Joseph  Sailer,  Philadelphia. 

Truman  Gross  Schnabel,  Philadelphia. 
Maud  Slye,  Chicago. 

J.  C.  Small,  Philadelphia. 

Chas.  T.  Stone,  Galveston. 

Tom  B.  Throckmorton,  Des  Moines. 
Gerald  Webb,  Colorado  Springs. 

T.  H.  Weisenburg,  Philadelphia. 


Headquarters : Roosevelt  Hotel.  Engage  accommodations  at  once. 
Address  the  Executive  Secretary  for  announcements  and  programs. 


FRANK  SMITHIES,  President 
Chicago,  III. 


E.  R.  LOVELAND.  Executive  Secretary  JOHN  H.  MUSSER,  Chairman 

37th  & Chestnut  Sts.,  Philadelphia,  Pa.  New  Orleans,  La. 
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RELIABLE  cough  syrup 
is  a therapeutic  necessity. 

Compound  Syrup  of  Calcreose 
will  fill  this  requirement  to  your 
satisfaction  because  •— > 

1 —  It  contains  Calcreose  — the  well- 

known  Maltbie  Compound  of 
creosote  and  lime  which  avoids 
gastric  distress. 

2 —  It  provides  the  stimulant  expec- 

torant action  for  which  creosote 
is  famous. 

3—  It  is  a pleasantly  flavored  syrup 

—easy  to  take  and  quickly  effec- 
tive. 


THE  MALTBIE  CHEMICAL  COMPANY 

Manufacturers  of  a Full  Line  of  Pharmaceuticals 

NEWARK,  N.  J. 
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MEAD’S  DEXTRI- MALTOSE 


^~Jke 

Bottle  Feeding 

for  the 

Doctors  own 
is  usual 


COW’S  MILK  AND  WATER 


The  doctor  knows  the  importance  of  breast  milk  in  relation  to  in- 
fant feeding.  It  is  “the  voice  of  nature”  calling  for  a healthy,  well- 
nourished  infant. 

The  absence  of  breast  milk  constitutes  an  emergency  in  the  life 
of  every  infant.  When  such  an  emergency  comes  to  the  doctor’s 
own  infant,  it  is  significant  how  many  physicians  unhesitatingly 
turn  to  the  best  known  substitute  for  breast  milk — namely  cow’s 
milk,  water  and  Mead’s  Dextri-Maltose. 

That  this  form  of  carbohydrate — Dextrins  and  Maltose — com- 
bined with  cow’s  milk  and  water,  gives  the  best  results  in  infant 
feeding,  is  the  experience  of  physicians,  whether  in  general  practice 
or  whether  this  practice  is  confined  to  pediatrics  exclusively. 


MEADS 


Samples  and  Literature 
on  request 


It/*  THE  MEAD  POLICY  % 

Mead’s  Infant  Diet  Materials  are  advertised  only 
to  physicians.  No  feeding  directions  accompany 
trade  packages . Information  in  regard  to  feed- 
ing is  supplied  to  the  mother  by  written  instruc- 
t ions  from  her  doctor , who  changesthe  feedings 
from  time  to  time  to  meet  the  nutritional  re- 
quirements  of  the  growing  infant . Literature 

furnished  only  to  physicians.  e/' 


MEAD  JOHNSON  & COMPANY,  Evansville,  Ind. 

Makers  of  Infant  Diet  Materials  Exclusively 
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WAYS  of  improving  the  diabetic  diet 
are  always  important.  There  are 
two  ways  to  improve  it — make  it 
more  appetizing — make  it  more  effective. 
Monotony  in  the  diabetic  diet  is  its  chief 
enemy! 

Here’s  where  Knox  Sparkling  Gelatine  plays 
an  important  part.  Made  plain  and  pure — hav- 
ing no  flavoring,  coloring  or  sugar  content — it 
is  an  ideal  food  for  the  purpose.  It  combines 
so  deliciously  with  the  fruits,  vegetables,  chick- 
en and  other  foods  you  prescribe  for  diabetes — 
it  makes  them  taste  different— it  prevents 
monotony  from  defeating  the  patient’s  appetite 
And  furthermore,  Knox  Gelatine,  with  its  col- 
loidal ability,  makes  the  foods  with  which  it  is 
combined  easier  to  digest — it  adds  health  to 
the  diabetic  menu. 

Knox  Gelatin  is  a pure  protein  yielding  four 
calories  per  gram. 

We  have  literature  and  recipes,  prepared  by 
eminent  dietitians,  especially  for  the  diabetic 
diet.  May  we  send  these  to  you?  They  are 
being  used  by  many  physicians  with  gratifying 
success. 

KNOX  GELATINE  LABORATORIES 

441  Knox  Ave.,  Johnstown,  N.  Y. 


KNOX 


SPARKLING 

GELATINE 

“The  Highest  Quality  for  Health” 


From  raw  material  to 
finished  product  Knox 
Sparkling  Gelatine  is 
constantly  under  chemi- 
cal and  bacteriological 
control , and  is  never 
touched  by  hand  while  in 
process  of  manufacture. 
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Compound  Syrup  of  Calcreose 


RELIABLE  cough  syrup 
is  a therapeutic  necessity. 

Compound  Syrup  of  Calcreose 
will  fill  this  requirement  to  your 
satisfaction  because  . 

1 —  It  contains  Calcreose  — the  well- 

known  Maltbie  Compound  of 
creosote  and  lime  which  avoids 
gastric  distress. 

2 —  It  provides  the  stimulant  expec- 

torant action  for  which  creosote 
is  famous. 

3 —  It  is  a pleasantly  flavored  syrup 

—easy  to  take  and  quickly  effec- 
tive. 
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End  Results  in 
Infant  Feeding 


MEADS 


Samples  and  Literature 
on  request 


CA  Tutritional  disturbances  such  as  Marasmus, 
1 v> Decomposition,  Atrophy,  Intoxication,  etc., 
are  usually  the  end  results  of  mild  beginning  fer- 
mentative diarrhoeas.  Fermentative  diarrhoeas 
are  in  turn  the  end  results  of  improper  carbohy- 
drate in  the  infant’s  intestines. 

Carbohydrate,  a portion  of  which  is  not  ab- 
sorbed rapidly  enough,  is  attacked  by  the  acid- 
forming bacteria  which  results  in  a diarrhoea. 

This  form  of  nutritional  disturbance  is  often 
corrected  in  its  early  stages  by  the  administration 
of  Mead’s  Casec  (calcium  caseinate)  the  principal 
protein  of  cow’s  milk.  This  is  in  accordance  with 
the  Finkelstein  theory  that  protein  inhibits  the 
growth  of  the  acid-forming  organisms. 

But  as  a measure  of  safety  in  infant  feeding,  the 
use  of  Mead’s  Dextri-Maltose  in  cow’s  milk  and 
water  formulas  will  do  much  toward  preventing 
the  occurence  of  a fermentative  diarrhoea.  This  is 
because  of  its  greater  assimilation  limits  (7.7  as 
against  3-1  and  3-6  for  lactose  and  cane  sugar 
respectively). 

A carbohydrate  so  easily  assimilated  is,  when 
used  with  cow’s  milk  and  water  formulas,  the 
greatest  assurance  against  nutritional  disturb- 
ances caused  by  sugar  intolerances.  For  this  rea- 
son it  is  used  with  good  results  in  feeding  the 
majority  of  well  infants,  and  for  the  same  reason 
it  is  invariably  the  clinical  indication  in  cases  of 
infants  with  weakened  powers  of  digestion, — 
those  manifesting  the  end  results  of  unsuitable 
carbohydrate  additions  to  their  diets. 


MEAD  JOHNSON  & COMPANY 
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Makers  of  Infant_Diet  Materials  Exclusively 


An  Unusual  Opportunity 


An  essential  part  of  the  equipment  of  the  modern 
office  is  an  X-ray  Fluoroscopic  Unit.  As  a means  of 
making  and  confirming  diagnosis,  it  is  invaluable.  It 
adds  enormously  to  the  prestige  of  the  physician  and 
places  him  in  a dominating  position  in  his  community. 


The  Wappler  Fluoroscopic 
Unit 


is  universally  recognized  as  the  finest  and 
most  complete  apparatus  of  its  kind  avail- 
able today.  A greatly  increased  demand 
has  made  possible  a startling  reduction  in 
its  price.  You  will  be  surprised  to  learn 
how  easy  it  now  is  for  you  to  enjoy  the 
advantages  of  this  modern  equipment. 


Send  for  details  of  this  special  offer  today 

Kronenberg  X-Ray  8b  Supply  Co., 

713  N.  Calvert  Street,  Baltimore,  Md. 
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